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WASHINGTON, D.C. 20301-4000
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PERSONNEL AND
READINESS

The Honorable Carl Levin

Chairman, Committee on Armed Services
United States Senate

Washington, DC 20510

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FYO08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the

Department’s top priority.
Sincerely,
e C
. { -
(o L (o
Gail H. McGinn
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the
Under Secretary of Defense
(Personnel and Readiness)
ce:
The Honorable John McCain
Ranking Member
Enclosure:
As stated
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The Honorable Ben Nelson

Chairman, Subcommittee on Personnel
Committee on Armed Services

United States Senate

Washington, DC 20510

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH,

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTPFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Sincerely,

y /oy
C%uwWL@uw“
Gail H. McGinn

Deputy Undersecretary of Defense (Plans)
Performing the Duties of the
Under Secretary of Defense
(Personnel and Readiness)
ce: :
The Honorable Lindsey O. Graham
Ranking Member
Enclosure:
As stated
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The Honorable Ike Skeiton

Chairman, Committee on Armed Services
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Sincerely,

) )
C O N (Suin
Gail H. McGinn
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the

Under Secretary of Defense

(Personnel and Readiness)

cC:

The Honorable Howard P. “Buck’ McKeon
Ranking Member

Enclosure:

As stated

£




OFFICE OF THE UNDER SECRETARY OF DEFENSE
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READINESS

The Honorable Susan Davis

Chairwoman, Subcommittee on Military Personnel
Committee on Armed Services

U.S. House or Representatives

Washington, DC 20515

Dear Madam Chairwoman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the

Depariment’s top priority.

Sincerely,

g -
(St Cune
Gail H. McGinn
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the
Under Secretary of Defense
(Personnel and Readiness)

cC:

The Honorable Joe Wilson

Ranking Member

Enclosure:-

As stated e
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READINESS

The Honorable Daniel K. Inouye
Chairman, Committee on Appropriations
United States Senate

Washington, DC 20510

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital {FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center {WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH,; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Sincerely,

O o (‘v .
VW IISCE
Gail H. McGin
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the

Under Secretary of Defense

(Personnel and Readiness)

ce:

The Honorable Thad Cochran
Ranking Member

Enclosure:

As stated




OFFICE OF THE UNDER SECRETARY OF DEFENSE
4000 DBEFENSE PENTAGON
WASHINGTON, D.C. 20301-4000
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PERSONNEL AND
READINESS

The Honorable David Obey

Chairman, Committee on Appropriations
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; prajected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and mterest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Sincerely,

Gail H. McGinn
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the

Under Secretary of Defense

(Personnel and Readiness)

ce:

The Honorable Jerry Lewis
Ranking Member
Enclosure:

As stated
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The Honorable John Murtha
Chairman, Subcommittee on Defense
Committee on Appropriations

U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2008
requires the Department to provide Congress with a plan for the provision of health care for military
beneficiaries and their dependents in the National Capital Region (NCR).

On 14 May 2009, the Department submitted its milestone schedule, as required by the section
2721(d) of the NDAA for FY09, detailing the design and construction of Walter Reed National Military
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) as well as the relocation of
operations at Walter Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

The attached report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FYO08 such as details on the manner in which
patients, staff, bed capacity, and functions will move from WRAMC to WRNMMC and FBCH; a
timeline, including milestones, for such moves; projected budgets, including planned budget transfers, for
Military Treatment Facilities (MTFs) within the region; the management or disposition of real property of
MTFs within the region; and staffing projections for the region. It includes the Department’s Master
Transition Plan for the realignment of healthcare in the NCR as well.

The Department expresses its gratitude to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class medical care.
Congressional oversight and support have made immeasurable contributions to this process and the entire
Military Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries receive the
finest healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Sincerely,

) R
(Q}M s (@«uyw
Gail H. McGinn
Deputy Undersecretary of Defense (Plans)
Performing the Duties of the
Under Secretary of Defense
(Personnel and Readiness)

ce:

The Honorable C.W. Bill Young
Ranking Member

Enclosure:

As stated
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Guaranteed Funding of Walter Reed Army Medical
Center, District of Columbia

Report to Congress

Executive Summary

The Final Report of the 2005 Defense Base Realignment and Closure (BRAC)
Commission contained recommendations that will significantly alter the landscape of
military healthcare facilities in the National Capital Region (NCR). At the conclusion of
the BRAC implementation, Walter Reed Army Medical Center (WRAMC) will cease
operations when all of its components have been relocated by September 15, 2011,
resulting in two inpatient facilities in the NCR: Walter Reed National Military Medical
Center (WRNMMC), Bethesda, Maryland; and Fort Belvoir Community Hospital
(FBCH), Ft. Belvoir, Virginia. Malcolm Grow Medical Center (MGMC) at Andrews Air
Force Base, Maryland, will transition to an ambulatory care center.

Section 1674(a) of the National Defense Authorization Act (NDAA) for Fiscal Year (FY)
2008 requires that the amount of funds available for the commander of WRAMC for a
fiscal year shall be not less than the amount expended by the commander of WRAMC in
FY 2006 ($368,707,400) until the first fiscal year beginning after the date on which the
Department submits to the congressional defense committees a plan for the provision of
health care for military beneficiaries and their dependents in the National Capital Region.
Congress mandated that the plan shall include the manner in which patients, staff, bed
capacity, and functions will move from the WRAMC to expanded facilities
(WRNMMC/FBCH); a timeline, including milestones, for such moves; projected
budgets, including planned budget transfers, for military treatment facilities within the
region; the management or disposition of real property of military treatment facilities
within the region; and staffing projections for the region.

On 14 May 2009, the Department submitted its milestone schedule, as required by the
section 2721(d) of the Duncan Hunter NDAA for FY 2009, detailing the design and
construction of Walter Reed National Military Medical Center ( WRNMMC) and Fort
Belvoir Community Hospital (FBCH) as well as the relocation of operations at Walter
Reed Army Medical Center (WRAMC) to the WRNMMC and FBCH.

This report provides the previously submitted milestone schedule in addition to the
requirements mandated by section 1674(a) of the NDAA for FY 2008 such as the manner
in which patients, staff, bed capacity, and functions will move from the WRAMC to
expanded facilities (WRNMMC/FBCH); a timeline, including milestones, for such
moves; projected budgets, including planned budget transfers, for military treatment
facilities within the region; the management or disposition of real property of military
treatment facilities within the region; and staffing projections for the region. It includes
the Department’s Master Transition Plan for the realignment of healthcare in the NCR as
well.



The Department expresses its gratitude to Congress for its unwavering support and
interest in the transformational efforts the Department is undertaking in the NCR to
provide world-class medical care. Congressional oversight and support have made
immeasurable contributions to this process and the entire Military Health System (MHS)
to ensure Service Members, retirees and all MHS beneficiaries receive the finest
healthcare available. Next to the war itself our nation’s wounded warfighters remain the
Department’s top priority.

Introduction
1. Purpose

This report is in response to Section 1674(a) of the National Defense Authorization Act
(NDAA) for FY 2008, “Guaranteed Funding of Walter Reed Army Medical Center,
District of Columbia.”

2. Background

On May 13, 2005, the Department of Defense announced its recommendations for the
latest round of Base Realignments and Closures (BRAC). The 2005 Defense Base
Closure and Realignment Commission reviewed the work of the Department and made its
recommendations to the President on September 8, 2005. The recommendations became
binding on the Department in November 2005. The BRAC recommendations provide for
major changes for military medicine in the Washington, DC area.

The BRAC recommendations contained a significant change affecting the landscape of
military hospitals in the area. Currently, there are four inpatient facilities in use: National
Naval Medical Center (NNMC), Bethesda, Maryland; Walter Reed Army Medical Center
(WRAMC), Washington, District of Columbia; Malcolm Grow Medical Center
(MGMC), Andrews Air Force Base, Maryland; and DeWitt Army Community Hospital
(DACH), Fort Belvoir, Virginia. Upon completion of the 2005 BRAC implementation,
WRAMC in Washington, D.C. will cease operations when all of its components have
been relocated by September 15, 2011. As a result, there will be two inpatient facilities
in use: Walter Reed National Military Medical Center (WRNMMC) Bethesda, Maryland;
and Fort Belvoir Community Hospital (FBCH), Ft. Belvoir, Virginia. MGMC at
Andrews Air Force Base, Maryland, will transition to an ambulatory care center facility.

In September 2007, the Department established the Joint Task Force National Capital
Region Medical (JTF CAPMED) as a fully functional Standing JTF to oversee these
efforts as well as pioneer the integration of military healthcare delivery in the NCR.



Overview of WRNMMC and FBCH

Walter Reed
National Military Medical Center

345 Inpatient Beds
Square Footage:
Addition: 637,000
Alteration: 321,000

Support Facilities: 590,000

The new WRNMMC will consist of new inpatient and outpatient building additions,
predominantly for patient care. Building A will include mostly ambulatory care, primary
and specialty care. Building B will include imaging, diagnostics and critical care beds.
Other inpatient and surgical service renovations will occur in Buildings 9 and 10.

WRNMMC will also provide several enhancements for wounded warrior care including
new Warrior Support Facilities. Services will include a Warrior Clinic, a Warrior
Housing Complex and non-medical support including a fitness center and parking garage.
The Department is working diligently to design these support services for wounded
warriors while maintaining the command and control equities that the Services see as
essential.

3
Section 1674(a) Plan for Provision of Healthcare for NCR Beneficiaries Report
Planning dates projected/actual dates dependent upon pending contractual action(s)



Fort Belvoir Community Hospital

The new Fort Belvoir Community Hospital will be a 120 bed inpatient community
hospital (Building C) with four attached clinic buildings, an attached utility plant, helipad
and two parking garages.

The Department anticipates the design for both WRNMMC and FBCH will be completed
during 2009. The Department expects construction and renovations to be completed
between the beginning of 2010 and August 2011. The completion of the project is
scheduled to meet the deadlines imposed by the Defense Base Realignment and Closure
Act of 1990, as amended. APPENDIX B provides the construction and transition
schedule and a list of clinics that will be at WRNMMC and FBCH.

3. Military Health System Mission

The Department will effectively continue the following missions as the recommendations
of BRAC 2005 are implemented:

e Provide casualty care;

e Provide health services in support of our nation’s military mission;

e Be prepared to respond anytime, anywhere with comprehensive medical
capability to military operations, natural disasters and humanitarian crises around
the globe;



e Ensure delivery of world-class healthcare to all Department of Defense service
members, retirees, and their families;

e Promote a fit, healthy and protected force by reducing non-combat losses,
optimizing healthy behavior and physical performance; and

e Be asource of innovative education, medical training, research, technology and
policy, striving to provide a bridge to peace.

4. Plan and Certification to Congress

Section 1674 of the NDAA for FY 2008 addressed minimum funding and the plan for the
provision of healthcare for military beneficiaries and their dependents in the National
Capital Region (NCR) under Section 1674(a) as follows:

MINIMUM FUNDING.—The amount of funds available for the commander of Walter
Reed Army Medical Center, District of Columbia, for a fiscal year shall be not less than
the amount expended by the commander of Walter Reed Army Medical Center in fiscal
year 2006 until the first year beginning after the date on which the Secretary of Defense
submits to the congressional defense committees a plan for the provision of health care
for military beneficiaries and their dependents in the National Capital Region.

Section 1674 of the NDAA for FY 2008 provided requirements for the plan for
healthcare for military beneficiaries and their dependents in the NCR under Section
1674(b) as follows:

MATTERS COVERED.—The plan under subsection (a) shall at a minimum include—

Section 1674 (b)(1): The manner in which patients, staff, bed capacity, and functions will
move from the Walter Reed Army Medical Center to expanded facilities;

Section 1674 (b)(2): A timeline, including milestones, for such moves;

Section 1674 (b)(3): Projected budgets, including planned budget transfers, for military
treatment facilities within the region;

Section 1674 (b)(4): The management or disposition of real property of military
treatment facilities within the region;

Section 1674 (b)(5): Staffing projections within the region.

Section 1674 of the NDAA for FY 2008 addressed certification in Section 1674(c) as
follows:

CERTIFICATION.—After submission of the plan under subsection (a) to the
congressional defense committees, the Secretary shall certify to such committees on a
quarterly basis that—

Section 1674 (c): patients, staff, bed capacity, functions, or parts of functions at Walter
Reed Army Medical Center have not been moved or disestablished until the expanded
facilities at the National Naval Medical Center, Bethesda, Maryland, and DeWitt Army



Community Hospital, Fort Belvoir, Virginia, are completed, equipped, and staffed with
sufficient capacity to accept and provide, at a minimum, the same level of and access to
care as patients received at Walter Reed Army Medical Center during fiscal year 2006.

5. Update on Congressional Requirement for Provision of Care Plan and Quarterly
Certifications

The Department is focused on establishing world-class care at WRNMMC and FBCH
while closing operations at WRAMC and transitioning from inpatient to ambulatory
surgery operations at MGMC. The transition planning for this effort is complex and
requires planning at both the facility and regional levels as well as integrating the
planning into the Department’s overall military healthcare system requirements.

One of the specified missions of JTF CAPMED is to oversee BRAC implementation
planning and related medical military construction projects in the NCR. This involves
coordinating the scheduling and funding of clinical and non-clinical work with the
Military Services, Military Health System (MHS) BRAC Program Integration Office, US
Army Corps of Engineers (USACE), and Naval Facilities Engineering Command
(NAVFAC). Accomplishment of this extremely complex mission requires a cogent
systematic approach to ensure integration and coordination of the many interdependent
systems throughout the entire life cycle of the BRAC transition. To do this in a coherent
fashion, JTF CAPMED developed an adaptive Joint NCR Master Transition Plan (MTP)
that has been included as an APPENDIX A to this report. This multi-faceted approach is
critical to meeting this specific JTF CAPMED mission and essential to meeting
congressional reporting requirements.

Transition Planning Process and Execution
WRNMMC and FBCH Outfitting and Transition Process Mock-up

See below for the order of major outfitting and transition milestones:

Construction
Equipment Planning Initial Occupancy
Pre-Procurement Full Occupancy
Procurement
Inspection and Acceptance
Installation and Testing
WRAMC Reuse Transfer
WRAMC Staff Transition

WRAMC Patient Transition

6



The execution of BRAC oversight responsibilities requires JTF CAPMED to focus the
transition process at three different levels: tactical, operational, and strategic.

e A tactical focus concentrates on the transition effort at each of the specific BRAC
sites, i.,e. WRAMC, NMMC, and FBCH. At a tactical level construction timelines
are merged with manpower, equipment and space requirements. This informs
individual work tasks, or lines of operation, that must be accomplished along the
BRAC timeline to allow for the orderly and precise movement of medical
capability from one facility to its transitional counterpart. In other words, this
tactical approach informs JTF CAPMED of what needs to be done at each site to
execute the BRAC business plan.

e An operational focus takes these tactical lines of operation for each site and
consolidates them to identify interdependencies among all BRAC sites throughout
the Joint Operating Area (JOA). This gives JTF CAPMED a common site picture
of all projects and assists in the identification of problematic areas and critical
pathways.

e A strategic focus allows for the development of the BRAC NCR Master
Transition Plan (MTP). The MTP is the capstone document regarding the
execution of JTF CAPMED’s mission of BRAC oversight. The MTP is an
adaptive document derived from the Integrated Master Schedule (IMS) and allows
JTF CAPMED integration and transition personnel to monitor and proactively
analyze the execution of BRAC and the maintenance of critical medical capability
during the process. Critical nodes and pathways can be studied well in advance of
their occurrence to exercise mitigation strategies designed to avoid possible
“service delivery troughs” caused by transitional movements of administrative
and clinical capability packages from one facility to another.

Methodologically, JTF CAPMED blends these three perspectives into a proactive,
analytical process to orchestrate the myriad of activities necessary to establish
WRNMMC and FBCH and transition medical capabilities from WRAMC while
maintaining the same level of care and access throughout the JOA as was available to
patients prior to the start of the BRAC process. The Department, through JTF CAPMED,
utilized this multi-faceted approach to answer its reporting obligations under Section
1674(a) of FY 2008 NDAA. The Department will ensure patients, staff, bed capacity,
functions, or parts of functions at WRAMC have not been moved or disestablished until
the expanded facilities at Bethesda, Maryland and Fort Belvoir, Virginia, are completed,
equipped, and ready to be staffed with sufficient capacity to accept and provide, at a
minimum, the same level of and access to care as patients received at WRAMC during
FY 2006.

The Department, through integrated program and project management, has set in place a
comprehensive planning effort to develop detailed milestone schedules and a transition of
operations plan as required by both the Section 1674(a) of the FY 2008 NDAA and
Section 2721(d) of the FY 2009 NDAA. The planning effort culminates in the
production of the MTP, APPENDIX A to this report, and covers all aspects of the
transition from WRAMC to WRNMMC and FBCH. It lays out the sequence and timing
of all service moves (clinical and others) from WRAMC to WRNMMC and FBCH. It
details all of the individual actions required to ensure success at each step of the




transition. The plan is dynamic in nature and will be regularly updated as it continues to
evolve across the duration of the BRAC execution timeline. Later iterations of the MTP
will also be used as the foundation to answer the Department’s quarterly certification
obligations under Section 1674(c) of the FY 2008 NDAA. The schedules provided in
this report represent the Department’s best and current understanding of the critical
milestones.

Major elements of the MTP include, but are not limited to:

Transition Management Organization

Relocation Planning Process

Civilian Human Resource Plans

The 2009 Joint Table of Distribution Methodology
Staff Education and Training Plans

Resource Management

Process Integration Plans

IM/IT Infrastructure Transition Plans

Section 1674 (b)(1): The manner in which patients, staff, bed capacity, and functions will
move from the Walter Reed Army Medical Center to expanded facilities.

Patients, staff, bed capacity and functions will move from WRAMC to expanded
facilities at WRNMMC and FBCH over a relatively compressed timeframe. Any
significant transition out of WRAMC is dependent on the delivery of new space at FBCH
and WRNMMC. Thus, the WRAMC transition requires the completion of FBCH, the
new additions at WRNMMC and construction of other supporting services (i.e.
administration and parking at Bethesda). Also several other key trigger activities at
Bethesda (e.g. staff training, attrition of inpatient census at WRAMC) must occur.

Central to the development, completion and oversight of the detailed plan in which
operations will move from WRAMC to the replacement facilities is the JTF CAPMED
Integrated Master Schedule (IMS), provided in APPENDIX A as part of the MTP. The
IMS delineates the key activities, targeted completion dates and critical transition
milestones.

The IMS provides JTF CAPMED, WRAMC and NNMC leadership, as well as the
various other participants in this process (such as USACE and NAVFAC), an
understanding and appreciation of the interdependency and relationships between various
location tasks as well as an indication of progress against those tasks. An example of an
interdependency would be that prior to WRAMC initiating the move of a clinical
function from WRAMC to FBCH, all of the required construction and outfitting tasks
assigned to the gaining location (FBCH) would need to be completed. Therefore in the
IMS there is an established requirement that the move not occur until all of those tasks
are completed and there is a linkage of milestones at the two locations. Conversely, there
are a number of tasks that must be completed by the clinic at WRAMC before they can
move to FBCH. In the WRAMC schedule these tasks are linked to each other, and to any
other tasks at WRAMC that might require association (such as this clinic cannot move
until another clinic has moved), but not to any other location schedule. The final task is
the beginning of “Clinical Transition”.



JTF CAPMED recently completed briefing each staff at the three geographic locations
(WRAMC, NNMC and DACH) on the IMS. JTF CAPMED IMS personnel have been
placed at each of the geographic locations to work with the organizations present (such as
NAVFAC) to develop the five project schedules. JTF CAPMED has developed a
template for the IMS which will provide status/progress information with drill-down
capability to the clinical level (e.g. Internal Medicine). The IMS contains approximately
15,000 tasks and is updated on a monthly cycle.

INITIAL OUTFITTING AND TRANSITION STRATEGY (I0&T)

A critical preparatory activity is the planning and execution of the Initial Outfitting and
Transition Strategy (I0&T). IO&T consists of three key elements:

e acentral performance based service contract,
e procurement contracts for long lead items, and
e contracts to support the reuse of current assets from WRAMC and DACH.

Highlights of these elements are described below:
Central Performance Based Service Contract

The purpose in pursuing a central performance based contract for purchasing equipment
and services for both MILCON projects is to achieve: unity of effort, patient safety,
economies of scale (i.e. cost savings through quantity purchases and maintenance
contracts), interoperability, and standardization of equipment across the NCA MILCON
projects. This contract will provide transition services (planning and execution) as well
as provision equipment, hardware, materiel and supplies to outfit each of the buildings.
Support for establishing this central performance based service contract is being provided
by two DoD contracting organizations — the U.S. Army Medical Research Acquisition
Activity (USAMRAA) and the TRICARE Management Activity (TMA) Acquisition
Team. The required pre-procurement documents for the contract are being developed by
the JTF CAPMED Program Manager and the JTF CAPMED/JOA Acquisition Team
Members. This contract is intended to support the Walter Reed National Military
Medical Center (WRNMMC) Request for Proposal 1 (RFP1) Medical Facilities and the
Fort Belvoir Community Hospital (FBCH) MILCON projects. Deadlines associated with
developing required pre-procurement documentation that have been met for this contract
are:

e USAMRAA/TMA submit Draft Acquisition Plan for Approval — Completed

e NNMC/DACH submit performance based service contract requirements —
Completed

e USAMRAA/TMA submit Final Acquisition Plan for Approval — Completed



e Acquisition Team submits final procurement documents to USAMRAA/TMA —
Completed

e Contact award— Targeted for January 2010

For purposes of the contract, the equipment requirements are divided into four categories:
medical, non-medical, IM/IT, and furniture and furnishings. As discussed below, long
lead items and efforts to support the reuse of equipment from WRAMC and DACH were
not included in this central contract.

Long Lead Items

Long lead items are generally defined as medical equipment items costing over $100K
which require more than 6 — 8 months to procure. To mitigate risk to the central
performance based service contract, the long lead items were removed and are being
procured via other contracting vehicles indicated below. Additionally, this assures the
medical equipment items critically linked to building design and construction are
available when needed. The long lead items consist of equipment such as linear
accelerators, diagnostic imaging equipment, pharmacy equipment and robotics,
laboratory equipment, ophthalmic lasers, 3-D applications equipment, and surgical
robotics. Contracting agencies to support long lead items were selected based on agency
contracting mission, available capacity, and experience in contracting for capital expense
equipment items. Therefore the requirements for long lead items are being supported by
several contracting offices. The MILCON funded long lead items for the FBCH are
being procured by the U.S. Army Corps of Engineers. The majority of long lead items
for FBCH and WRNMMC are being supported by the Defense Supply Center
Philadelphia (DSCP). Equipment that is not within the scope of the DSCP mission will
be supported by the Naval Medical Logistics Command (NAVMEDLOGCOM). One
unique requirement is the Da Vinci Surgical Robotic System required at both MILCON
sites. Since NAVMEDLOGCOM has purchased this item recently, they will support this
item for both projects. Deadlines associated with the long lead items procurement that
have been met are:

e DSCP identifies long lead items they can support — Completed

e FBCH coordinates and finalizes long lead items with U.S. Army Corps of
Engineers — Completed

e Long lead reuse and standardization decision — Completed

e NAVMEDLOGCOM assigns all other long lead items to a contracting activity —
In progress

e Contract awards (multiple)-FY 2010-FY2011
Reuse Items from WRAMC and DACH

The MILCON project teams are exercising due diligence to reuse major investment
equipment items ($100K and above) as well as other expense equipment (below $100K).
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From 10 March — 3 April 2008, the Joint Technology Assessment and Requirements
Analysis (JTARA) Team conducted assessments of current equipment and technology
used at Walter Reed Army Medical Center (WRAMC), DeWitt Army Community
Hospital (DACH), National Naval Medical Center (NNMC), and Malcolm Grow Medical
Center (MGMC) in the areas of diagnostic imaging, pharmacy, laboratory, monitoring
systems, and central materiel service. In a final report released in September, 2008, the
JTARA Team recommended that certain items, systems and technologies be considered
for reuse. Since the release of this report, the two MILCON project teams have assessed
the JTARA recommended items for reuse.

As both new MILCON projects reach 100% design and the MILCON project for
WRNMMC renovations nears 100% design, the decisions regarding reuse of these
JTARA items will be finalized. This should occur not later than October 2009. Reuse of
items is also balanced and coordinated with constructions schedules, equipment
standardization objectives, and clinical transition plans. Reuse of the major equipment
items and systems requires contracts to de-install, move, reinstall, test, and in some cases
recertify the equipment’s installation and operation. NAVMEDLOGCOM has routinely
supported such service contract efforts and will support contracts for equipment reuse
that require these services. A Diagnostic/Ancillary Services Group was created to drive
the final reuse decisions and to obtain the joint approvals and coordination actions needed
for the reuse items.

Equipment and systems under $100K were not evaluated by the JTARA Team, but assets
under $100K at WRAMC and DACH are being reviewed by JTF CAPMED, Army and
Navy for reuse at both sites.

Section 1674 (b)(2): A timeline, including milestones, for such moves.

The Department will utilize a compressed timeframe during August and early September
of 2011 to move patients, staff, bed capacity and functions from WRAMC to expanded
facilities at WRNMMC and FBCH. Any significant transition out of WRAMC based on
the compressed timeframe is dependent on the delivery of new space at FBCH and
WRNMMC. Thus, the WRAMC transition requires the completion of FBCH, the new
additions at WRNMMC and construction of other supporting services (i.e. administration
and parking at Bethesda). Also several other key trigger activities at Bethesda (e.g. staff
training, attrition of inpatient census at WRAMC) must occur.

The Department evaluated multiple courses of action in developing a milestone schedule
for the relocation of operations to the replacement facilities, which will constitute a major
part of the MTP. Several interdependent lanes of transition were analyzed: DACH to
new FBCH, NNMC to the expanded WRNMMC and WRAMC to FBCH and
WRNMMC.
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Current State vs. Future State of Healthcare Delivery in NCR

Current State: Two Large Medical Centers, Two Hospitals; Service Specific Staffing
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Future State: One Large Medical Center, One Large Hospital, One Clinic; Joint Staffing

Other Medical Treatment Facilities (MTFs) were assessed that could temporarily or
permanently provide additional capacity for WRAMC inpatient and/or outpatient care,
including healthcare facilities at Andrews AFB and Fort Meade, Maryland. Key
assumptions and issues related to each of these transitions are provided below.

Existing Dewitt Hospital to new FBCH

The DACH transition to the new FBCH is relatively uncomplicated. When the FBCH is
completed, services from DACH can readily move in. Some services could potentially
transition in advance as individual buildings and/or floors become available; however,
this approach will not provide great benefits. As described below (under WRAMC to
FBCH), Building C, the main hospital (including ER, ancillary support and inpatient
beds) will be the last building to be completed at FBCH. It is estimated that the existing
DACH to FBCH transition will occur between April and June of 2011. Outpatient
services would come on line in April while the inpatient tower is readied for occupancy.
Inpatients would then move over in June. See below.
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FBCH Internal Move Schedule (Major Moves Only)

2nd Qtr

CY 2011

2t Qtr *11 (April)

Allergy & Immunology
Audiology & Speech
Pathology

Behavioral Health
Cardiology

Community Health Nursing
Dermatology
Endocrinology

ENT

Family Practice

General Surgery

Gl & Virtual Colonoscopy
Internal Medicine
Occupational Health
Occupational Therapy
Ophthalmology
Optometry Services
Orthopedics & Podiatry
Orthotics & Prosthetics
Pediatrics

Physical Medicine and Rehab

Physical Therapy
Sports Medicine
Urology

NNMC to new WRNMMC

21 Qtr ’11 (June)

Anesthesia

Blood Donor Center

Breast Care Center

Central Sterile

Clinical Pharmacy

Emergency Amb. Services
Environmental Health

GME

Health Physics & Radiation Safety
Industrial Hygiene

Main OR

Main Radiology Suite

Nuclear Medicine

Nursery

OB/GYN

Obstetrics

Pharmacy

Radiology

Surgical

Transfusion & Pheresis Services

At Bethesda, the internal transition plan is also fairly basic. As each clinical and/or
administrative area is completed (in either new or renovated space), the respective
NNMC function will move in. Many clinics will vacate their space and move to
temporary space to allow for renovations in the clinical vacated space. Thus, the NNMC
transition to WRNMMC is governed by the construction schedule below.
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NNMC to WRNNMC Move Schedule (Major Moves Only)

1stQtr | 21 Qtr | 34 Qtr | 40 Qtr | 1stQtr | 274 Qtr | 379 Qtr 4th Qtr 1st Qtr 2nd Qtr 3rd Qtr
CY 2009 CY 2010 CY 2011
4th Qtr ‘10 1stQtr 11 3rd Qtr '11 (August)
" . Allergy Immunology Adolescent Medicine Administrative Building
31" Qtr ‘09 Anesthesia Service Adult Inpatient Psychiatry Adult Med-Surg Inpatient
General Surgery BH — AdolescentPsych  APU Anesthesia Pain Clinic
Breast Care Center BH — Adult Outpatient Audiology Speech
Cardiac Cath Cardiology Cardiac Rehab
1st Qtr ‘10 CT Surgery Chiropractic Clinical Inv. (Pharm)
Ophthalmology Dermatology Diagnostic radiology GME
Early Intervention ENT GYN Oncology

2nd Qtr ‘10

3D Modeling
Endo/Infertility

OB/GYN

Uro/Gynecology

3 Qtr ¢

10

Dental Readiness

ED/ER

Endocrinology

Family Health Center
ICU

Internal Medicine
Outpatient Pharmacy
PACU

Partial Hospitalization
Pathology, Blood
Radiation oncology
Radiographic procedures
Rheumatology
Satellite Radiology

Clinical moves to final locations following renovations and new construction.

Schedule as of Nov 2008 (CBB Dept Move Schedule)

Exceptional Family
Hematology Oncology
Infectious Disease
MOR

Neurology
Occupational Therapy
Optometry

Orthopedics

Orthotics

Pediatrics Primary Care
Pediatrics Subspecialty
Podiatry

Urology

Health Physics
Infectious Disease (Lab)
Neuro Sleep Lab
Neurosurgery

Oral Max Facial
Pediatric Sedation
Pediatrics Inpatient
Physical Therapy
Plastic surgery
Preventive Psychology
PT Inpatient
Pulmonary

Staff Parking Garage
Vascular surgery
Warrior Transition Unit
Women'’s Invitro



WRNMMC Services - Auqust 2011 Scheduled Completion

Inpatient Unit Care

Medical/Surgical Unit — Floor Three
Medical/Surgical Unit — Floor Four
Pediatric Inpatient

Pediatric Sedation and Procedure Unit
Inpatient Physical Therapy

Secure Inpatient Unit

Clinical Services

Neurosurgery

Neurological Sleep Lab

Cardiac Rehabilitation
Transplant

Plastic Surgery

Vascular Surgery

Women’s Invitro Procedural Unit
Nephrology

Pulmonary Clinic

Pain Clinic

Integrated Cardiac Health Project
Dental Clinic Expansion

Clinical Support Services
Preventative & Consultative Services
Investigative Research Pharmacy
Infectious Disease Lab

Duty Rooms

GME ON Call Rooms

Medical Duty Rooms

Command Duty Rooms

Warriors-in-Transition Support

Warriors-in-Transition Dorms

Warriors-in-Transition Mess Hall

Warriors-in-Transition Support Center (over 50,000 sqg. ft.)

Gymnasium
Courts and Pool

Fitness Center
Wellness Center
Integrated Cardiac Health Project

Administration

~120,000 sq. ft. of Administrative Functions
Potential Renovation of Buildings 3 & 5
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The Department anticipates beginning outpatient health care service delivery at the new
FBCH by April of 2011 and inpatient care by June 2011. The respective WRAMC
elements of these services will not be moved until August-September 2011. The new
space at Bethesda, Buildings A and B, should be available for care in part or in total
between November of 2010 and February 2011. This window of time is dependent upon
resolution of the later stage renovations which subsequently will affect the duration of
transition time. ldeally, five months of unfettered transition time would be available;
however, the realities of the schedule’s critical path may require overlapping transition
activities across the end stage (“red zone”) of construction.

Wargame Analysis

In February of 2009, JTF CAPMED sponsored a structured transformational gaming
exercise to evaluate the merits and risks of the various WRAMC transition strategies.
The goal of the wargame was to mobilize WRAMC transition stakeholders to evaluate
various strategies to transition existing services at WRAMOC to their final location. The
wargame was designed to meet the following objectives:

e Explore strengths, weaknesses and gaps of potential courses of action (COA) for
moving patients, staff and equipment

e Identify and analyze levers that may impact various timelines

e Identify stakeholders’ concerns — obstacles and derailers — with potential COAs,
suggestions, and next steps

e Identify a preferred COA to best ensure access to medical services in the NCR

More than 130 stakeholders participated, representing a mix of component clinicians
(e.9., WRAMC, DACH, and NNMC), command staff, JTF CAPMED, administrators,
logisticians, equipment planners, facility and construction experts, patients and patient
family members. Throughout the four days, stakeholders were assigned to one of five
teams (inpatient, outpatient, diagnostic and ancillary services, administration, and
patients) and were tasked with examining each COA and responding to specific
questions.

A particular concern was meeting the intent of the FY 2008 NDAA Section 1674 (c),
which requires that “patients, staff, bed capacity, functions, or parts of functions at
WRAMC have not been moved or disestablished until the expanded facilities at the
NNMC, Bethesda, Maryland, and DeWitt Army Community Hospital, Fort Belvoir,
Virginia, are completed, equipped, and staffed with sufficient capacity to accept and
provide, at a minimum, the same level of and access to care as patients received at
WRAMC during fiscal year 2006.”

Wargame participants evaluated three COAs, which varied primarily in the duration of
the planned move—ranging from an extended move of various services from as early as
November 2010 and extending to August 2011 to moving all at once over the course of a
relatively compressed timeframe in August 2011. A summary of the three COAs
follows:
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COA One - represents a multi-phased approach that spreads the transition from
WRAMC over a 6-8 month period. The “multi-phased” move requires completed
construction and outfitting of all of FBCH and Buildings A and B at Bethesda. This
option would occur in April of 2011.

COA One expedites the relocation of services and staff into these new facilities, while
ensuring essential services are retained at WRAMC as long as necessary to accommodate
any remaining lines of patient care. However, since the new home for the list of services
mentioned on page 15 will not be fully available until August of 2011, this option would
entail a second wave of transitions in August/September of 2011 following the delivery
and outfitting of all remaining facility elements at the new WRNMMC.

COA Two — seeks to concentrate the transition in June of 2011 in order to accommodate
the Services PCS cycle and the Graduate Medical Education (GME) cycle (ending June
30, 2011) and take advantage of a traditionally low inpatient census period.

COA Two begins the first transition wave into Bethesda in June of 2011. The strategy
minimizes the timeframe between the first transition wave and the end of transition, while
aiming to transition as many services as possible prior to the end of June. The driving
feature of this scenario is the desire to best facilitate the Services summer PCS cycle and
the GME cycle by having all GME providers in place by July of 2011. Additionally, this
option takes advantage of the typical trough in inpatient census across the month of June.

COA Three — is the reverse strategy of COA one, end-loading the transition in the final
month or so of the BRAC period. This “end-load” approach would occur in the
August/September timeframe of 2011.

COA Three transitions most WRAMC elements coming to Bethesda in the final weeks
of the BRAC timeframe. By waiting until August 2011 to begin moves, the Department
avoids leaving a small complement of services at WRAMC across the last five-and-a-half
months of the BRAC timeline. Virtually all functions move at once. By deciding to wait
until August of 2011 to migrate the bulk of operations transitioning from WRAMC to the
new WRNMMC, the construction congestion can be avoided. This would also help
ensure that a critical mass of services remains at WRAMC until all functions can be
transferred. Moving virtually all functions at once has the effect of being the most patient
centered approach. Patient safety, access and convenience are maintained to a greater
degree. Industry best-practices support this approach.

An August of 2011 move of functions from WRAMC to WRNMMC would allow for
focus on “internal” campus moves from old to new space (from DACH to FBCH and
from NNMC to WRNMMC). These internal moves must occur before functions from
WRAMC can move to WRNMMC and FBCH. This also mitigates the challenges of
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merging the staffs of multiple facilities are not overlaid upon the challenges of solving
the new space and systems problems.

Once WRNMMC is completed, all equipment installed in the new facilities, all problems
resolved in the new additions, and all training is accomplished by August 2011, then all
WRAMC services should be able to transition in one coordinated wave over in a
compressed timeframe.

Wargame Transition COAs and Timeframes

» Spreads the movement of WRAMC clinical and clinical support personnel over time, occurring as new

buildings and renovated space are completed both at the new FBCH and at Bethesda
COA One » Movement occurs in four or five planned and executed moves for several services/departments at a time
Multi-Phased Moves » NNMC internal moves as new construction and renovated spaces become available
» Begins in December 2010

» Seeks to concentrate the transition in June 2011 in order to take advantage of a traditionally low
COA Two inpatient census period and accommodate the PCS cycle
(I MDIEIVEIMY/ A/ » One large move June 2011 for FBCH; second large move in Aug/Sep for WRNMMC

» Primary move of WRAMC personnel occurs when all new and renovated facilities are completed
» Considered as primary and contingency option in case of extended construction or other delays
» WRAMC personnel ideally move over a 4-day weekend at the end of August 2011

COA Three
End-load Move

2010 2011 TIMELINE

m January » February » March-April>> May-June >> July-August>>

COA
One

COA
Two

In all of the options discussed above, the search for a best transition alternative is clearly
dependent upon the construction at WRNNMC. There will be more flexibility in the
transfer of services designated for FBCH. To the extent that inpatient care can be
transferred from WRAMC upon the opening of FBCH, outpatient and ancillary care
should be able to transition proportionately. We analyzed this relationship in our
transformational gaming exercise. In all options, on 15 September 2011, all patient
services will be transitioned out of WRAMC and the transfer of the WRAMC main post
property can occur.

All courses of action operate within a set of planning assumptions:

e Continuity of care will be 100 percent assured throughout the transition with
minimum interruption in health service delivery. While consideration may be
given to sending patients out to the network, on an as-needed basis, this practice
will be the exception, not the rule. The goal is to maintain the care of all
WRAMC primary beneficiaries within the NCR to the greatest extent possible.
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Internal moves at Bethesda and Fort Belvoir will occur as the space is made
available at both campuses. At Fort Belvoir, the transition will not occur until
Building C, comprising the inpatient, surgical and most ancillary diagnostic
services is available. Given that the NNMC is already a fully functioning
hospital, at Bethesda the transition will occur as each clinic/service is completed.

WRNMMC and FBCH will be governed and operated as joint integrated
facilities. The Deputy Secretary of Defense signed a Memo on January 15, 2009
approved a recommendation that will continue JTF CAPMED as a joint military
command and establishing WRNMMC and FBCH as joint subordinate
commands.

All certification, equipment testing, equipment training, and support system setup
will be completed before the first patient day. All activities relating to the
installation, setup, and operation of both fixed and moveable equipment will
occur in advance of any major patient moves from WRAMC.

Accreditation will be maintained or achieved. The JTF will work with
accrediting bodies, including the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) and the Accreditation Council for Graduate
Medical Education (ACGME), ensuring that the WRAMC transition does not
impede or negatively impact accreditation.

All staff training, including conducting ““day-in-the-life”” exercises (as necessary),
will have been completed before the first patient day. Day-in-the-life and other
staff training will be conducted months prior to the first patient day, ensuring that
staff has full knowledge and understanding of the “new” facility’s layout,
equipment, processes, etc.

A strategic communication plan will be executed. A comprehensive strategic
communication plan will be developed and executed, with appropriate messaging
for all stakeholders impacted by the WRAMC move, including WRAMC patients,
their families, personnel, and the community.

Transition moves occur during times that minimize patient and staffing
disruptions. The physical movement of patients will occur ideally over a long
weekend and/or at times to leverage a low patient census.

Resources ensuring the viability of the preferred course of action will be
provided. Funding supporting a compressed timeframe move during the
transition, e.g., extra shuttle services for patients, etc will be provided to support
the smooth efficient transition of patients.

All WRAMC primary beneficiaries will be accommodated in their final healthcare
“home” by the BRAC deadline. Beneficiaries who previously had been enrolled
with a primary care manager at WRAMC will be enrolled with a new primary
care manager.
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To inform the transition process, each stakeholder team reviewed and analyzed data,
including the following:

e The Fort Belvoir and Bethesda construction completion schedules for each service
e Construction staging diagrams

e A list of major equipment requiring a long lead time

e A list of services showing interdependencies

e Warrior care diagnoses data

This data review validated the following constraints significantly impeding the ability to
move patients out of WRAMC any earlier than April 2011:

e Due to the construction completion schedule, the new FBCH outpatient care can
begin no earlier than April 4, 2011

e FBCH inpatient services cannot operate until June 2011

e WRNMMC expanded capacity for inpatient services will not be operational until
August 2011

e The Warrior Transition barracks, staff parking, and new Walter Reed
administrative offices will not come online until August 2011

In any scenario, Warriors-in-Transition receiving only primary and secondary care should
be relocated to Fort Belvoir (pending scheduled March of 2011 completion of the
Warriors-in-Transition Center adjacent to FBCH) and Fort Meade (pending provision of
similar support facilities at Fort Meade) as soon as facilities are made available to
accommodate them. However, Warriors-in-Transition requiring tertiary services may
need to remain at WRAMC until their consolidated Warrior Transition Center (dorms,
dining, and support facilities) are opened at the end of the summer of 2011. Likewise,
services accessed by Warriors-in-Transition may need to be maintained at WRAMC until
the Warriors are transferred to WRNMMC. Essential Warriors-in-Transition services
include all physical and behavioral care modalities along with surgical and ancillary
services. The Department is fully committed to maintaining sufficient clinical,
administrative, and support capabilities at WRAMC to care for Warriors-in-Transition
until the replacement facilities or other locations are ready to assume their care. This
level of support and clinical activity may affect transition actions at WRNMMC and
FBCH.

Armed with this information, the stakeholder groups discussed the strengths and
challenges of each COA, in detail, considering the following criteria shown below.
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Transition Course of Action Criteria

Criterion

Definition

Maintain Patient Safety and Quality of
Care

Provide Full Access to Services
Throughout

Minimize Impact on Graduate Medical
Education/Health Professions Education

Promote Patient Satisfaction

Promote Transition

Provide quality healthcare that is free from accidental
injury due to medical care or medical errors

Remain compliant with the Patient Safety and Quality
Improvement Act of 2005

Maintain and utilize qualified staff
Promote an environment that maintains patient
confidentiality

Develop and implement activities that will improve patient
safety and the quality of healthcare delivery

Provide a full range of services to all patients (ability and
capacity), which may include, but is not limited to,
specialty services, diagnostic testing, and substance
abuse treatment

Maintain quality education and training programs for
interns, residents, and fellows

Remain compliant with all policies and procedures with
the Accreditation Council for Graduate Medical
Education’s (ACGME) Institutional and Program
Requirements

Provide a patient-centered environment that exudes
trust, professionalism, responsiveness, and quality care

Minimize disruptions and adverse impact on staff
Meet all targeted dates and construction deadlines

Much of the wargame discussion focused on challenges associated with moving services
in a phased approach. While some services such as the OR and cardiology could move as
early as January of 2010, related and interdependent services such as the inpatient
medical surgical services, and cardiac rehab will not be constructed and outfitted until
August of 2011. Examples of such interdependencies are depicted in the chart below.
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WRAMC to WRNMMC Challenges
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PACU »{ Medical/surgical Units |
Operating Rooms
Anesthesia FRCH Neuro-Surgery
i i Vascular-Surgery
Radiology L Organ Transplant
Pharmacy
Cardio Thoracic Cardiac Rehab
Cardiology | Pulmonary
Cardiac Cath ICHP
0B/GYN »{ Women's Invitro
Services " T
I Adult Inpatient Psychology l "] Preventive/Consultative
- Psychology
Adult Outpatient Psychology » .
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Partial Hospitalization WTC Dorms
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All Outpatient | WTC Support Centers

Physical Medicine ( . —
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Outpatient Pediatrics
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Inpatient Pediatrics
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Various risks and mitigation efforts surrounding an incremental move were discussed
during the wargame, which informed strategic thought and critical planning needs.
Discussion included the risk of losing Residency Review Committee (RRC) accreditation
due to the loss of procedural volume, loss of staff supervision, and the loss of
interdependencies at WRAMC. The longer the transition, the more the risk. A
coordinated and synchronized clinical transition plan that ensures consideration of
interdependencies could mitigate such risk. Another mitigating effort includes
incorporating input from the RRCs into the “staff” plan to make certain that accreditation
requirements are being met.

Similarly, another risk with an incremental move is the risk of losing clinical
accreditations (e.g., blood bank, radiology, The Joint Commission, etc.). Again, the
consensus was that the longer the transition, the more risk is involved with losing
accreditation. In addition to involving accrediting agencies in the “staff” transition plan,
another mitigation effort would be to have a single governance for the two MTFs. This
solution would help in standardizing communication and developing common NCR-wide
policies and procedures.

A protracted move spreads out the “inconvenience factor” for access to clinical services
over a five-month period. This transition spread has the potential of decreasing patient
satisfaction, decreasing the continuity of care, and increasing patient loss to civilian
providers. Mitigation efforts for the inconvenience of a spread-out transition include
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developing a central appointing system and implementing effective strategic
communication (STRATCOM) messages to both internal and external community
stakeholders (a longer move would require more STRATCOM messages to be sent out).

After four days, the consensus among all stakeholder groups was the following:

= Belvoir and Bethesda internal moves should occur as new and renovated space comes
online

— For Bethesda, that movement occurs from spring 2009 through August of 2011

— For Belvoir, patients move from DACH to FBCH in April 2011 for outpatient
services and diagnostic care and in June 2011 for inpatient care

=  WRAMC functions transition to Belvoir and Bethesda over a compressed timeframe
in late August/Early September, following completion of several key trigger activities
at Bethesda including:
— Parking garages, Warrior Transition Center Complex, inpatient renovations,
administrative complex

— Equipment installation, certification, testing, training

— Support system setups and commissioning

— Building systems commissioning

— Staff training, including “day-in-the-life” exercises

— All critical Joint lines of operation are resolved and in place
— Mitigation Strategies

— Attrition of inpatient census.

Following the four-day wargame, the principle directors of the Clinical Transition War
Game Exercise met with senior leaders in the National Capital Area having joint
oversight of the WRAMC transition. Attendees discussed the results of the War Game
Exercise and debated the way forward. Group consensus was that, other than by
exception, services should not transition from WRAMC to WRNMMC and FBCH until
critical trigger activities are completed at the Bethesda campus and/or mitigation
strategies are leveraged. A key trigger activity is ensuring that essential clinical and
supporting services are in place and fully functional. Several facilities including staff
parking garages and the Warrior Transition Center Complex are not expected to be ready
for occupancy until late summer 2011. The consensus of the group was that it would
require risk to attempt to transition patients and staff with construction contractors still
spread across the Bethesda installation and inadequate staff parking available.

Following completion of critical trigger activities, delivery of a "quick" transition is
desired. While advantageous to shift services in phases over a longer period of time, the
group discussed the identified industry standard to transition whole services all at once,
i.e. over a compressed timeframe. Commander, JTF CAPMED, VADM John Mateczun
concurred in the concept and directed the transition team to provide supporting case
studies and develop a detailed execution plan, the MTP in APPENDIX A, for all
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precedent activities and mitigation strategies required to facilitate a coordinated
transition.

The wargame participants believed that the chosen option best matched their knowledge
of the hospital industry’s approach to transition. To verify this, the JTF CAPMED
conducted a study of recent high-profile facility moves, with a goal of extracting a
common set of lessons learned and best practices in merging and moving hospitals.
Hospitals and health systems selected for the study were chosen for their similarity to
WRNMMC/FBCH’s situation. Most selected hospitals represented major, tertiary care
facilities, whose move involved the relocation of a large number of patients, furniture and
equipment to a renovated or replacement facility; some institutions involved the
consolidation of multiple sites into one, and several had robust teaching programs.

Of the key study findings, nearly all administrators underscored the importance of
minimizing the length of the patient move to a one to two day window, with an initial
“soft” move of non-clinical administrative and support areas occurring two to three
weeks prior to the move. According to those interviewed, extending the patient move
any longer multiplies the potential for risk to patients, as the degree of concentration and
synchronization needed to successfully move inpatients is not sustainable for an extended
period of time. Even for outpatient services, there is value in an all at once “first patient
day”. The staff is prepared, energized and motivated, and patients are excited about
being in a newly opened/renovated environment.

In a few of these case studies the move was virtually “across the street.” Thus, it might
appear that the NCR is in a more difficult position requiring a move “across town.” Yet,
on closer examination, these examples are equally compelling in favor of an “all at once
move.” In cases where a major medical center has built its replacement facility “across
the street,” and moved over a weekend, that action, in itself, demonstrates that there is
little or no advantage to transitioning services early or in a piecemeal fashion because
otherwise that entity would have done so—being located “across the street.” Patients and
staff could walk back and forth for complementary services and yet these institutions did
not exercise that option.

Other findings supported the importance of carefully sequencing inpatients during the
physical move, the benefits of hosting strategically-planned orientations and
walkthroughs, the necessity of developing a robust move plan including contingency
plans, and suggestions for how to effectively structure a Transition Team to promote
efficiency. Finally, administrators reported a common set of challenges, including
ensuring that all department heads faithfully execute their individual move plans,
maintaining patient-centered care in the existing facility, securing patient and family buy-
in to the move, and managing the media's involvement with the move.

While wargame participants strongly recommended that the physical move of patients

and staff occur over a brief period, wargame participants identified essential predecessor
activities that must be planned and executed a minimum of six to nine-months prior to
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the WRAMC transitioning of patients and staff. These activities are identified in the
critical milestone chart within the MTP (APPENDIX A).

Section 1674 (b)(3): Projected budgets, including planned budget transfers, for military
treatment facilities within the region.

Funding Flow
The flow of Operations and Maintenance (O&M) funding to MTFs within the NCR will

be discussed in reference to fiscal years and by Military Medical Department. The
Department operates on a fiscal year budget cycle beginning 1 October and ending 30
September.

The Office of the Assistant Secretary of Defense (Health Affairs) (OASD/HA) receives
funding in Defense Health Program (DHP) appropriation for medical operations in the
Department. Funding levels are established and concurred with by the DHP Resource
Management Steering Committee (RMSC) and then approved by Military Health System
(MHS) senior leadership. These amounts are reflected on Funding Authorization
Documents (FADs). FAD amounts are the obligation authorities subject to the provisions
of 31 U.S.C. 81517 and DoD Directive 7200.1. Funding is executed in accordance with
applicable provisions of the DoD Appropriations Act and all other laws, regulations,
procedures and policies necessary to support the DHP appropriation.

The U.S Army Medical Department (USAMEDCOM) receives funds from OASD/HA.
USAMEDCOM allocates the funds to the Army MTFs. The Army MTFs in the NCR are
under the control of the North Atlantic Regional Medical Command (NARMC). The
Commanding General of Walter Reed Army Medical Center (WRAMOC) also serves as
Commander of the North Atlantic Regional Medical Command. The region covers 21 of
the northeastern States plus the District of Columbia.

The Navy Bureau of Medicine and Surgery (BUMED) receives funds from OASD/HA.
BUMED allocates the funds to Regional Medical Commands. The Navy MTFs in the
NCR receive funding from and are under the control of Navy Medicine National Capital
Area (NCA). The Regional Commander, Navy Medicine NCA also serves as the
Commander of National Naval Medical Center, Bethesda MD.

The Air Force Surgeon General’s Office of Resource Management (AF SGY) receives
funds from OASD/HA. AF SGY allocates the funds through Air Force District of
Washington to the Air Force MTFs in the NCR.

In FY 2009, military medical facilities in the NCR will be funded as they have been in
the past. Budget figures can be found below. MTFs will continue to receive funds from
their respective Service through their unique, Service specific means. As per section
1674(a) of the FY 2008 NDAA, WRAMC will continue to be funded at FY 2006 levels
until the new hospitals at Bethesda, MD and Fort Belvoir, VA are ready.
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Medical Treatment Facility FY 2008 FY2009 FY2010

Walter Reed Army Medical Center and Garrison $ 378,794 | $§ 387,319 | $§ 400,044
Dewitt Army Community Hospital at Fort Belvoir, VA $ 155,761 | $ 164565| $§ 171,183
Kimbrough Army Community Hospital at Fort Meade, MD $ 72453| % 76932 $§ 79410
National Naval Medical Center at Bethesda, MD $ 371558 | $§ 333613 | $§ 363,637
Naval Health Clinic Annapolis, MD $ 14234 | $ 12918| $ 14,081
Naval Health Clinic Quantico, VA $ 22535| % 21336| $§ 23,256
Naval Health Clinic Patuxent River, MD $ 14027 $ 11853| § 12,801
Malcolm Grow Medical Center at Andrews Air Force Base, MD $§ 72,000 $§ 62000 $§ 62,119

Total NCR Medical | $1,101,362 | $1,070,536 | $ 1,126,531

NOTE: Projected Budget amounts comprise O&M, RDT&E and baseline procurement
funding only and does not include OCO (other Contingency Operations used to be
GWOT); MERHCF (DoD Medical Eligible Retiree Health Care Fund); Congressional
Special interest items and any centrally funded equipment from the Medical Service
Headquarters. In FY 2008, execution for Medical Treatment Facilities in the NCR was
approximately $1.3B.

In FY 2010 and FY 2011, the three Service medical department headquarters will receive
funds from OASD/HA and determine appropriate program amounts for their respective
group of NCR MTFs. The Services will then coordinate with JTF CAPMED for the
distribution of funds to individual MTFs. This financial structure was concurred upon by
the DHP Resources Management Steering Committee (RMSC). See figure below.
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The financial structure for FY 2012 and beyond has not been determined as yet. Once
this has been determined, JTF CAPMED Comptroller will work with RMSC members to
determine the budget transfers. A major challenge, however, will be the determination of
an equitable baseline to be transferred.

Section 1674 (b)(4): The management or disposition of real property of military
treatment facilities within the region

In January-February 2006, the U.S. General Services Administration and the Department
of State made application for the Walter Reed Army Medical Center Main Post real
property in response to the Secretary of the Army report of excess for the 113 acres
associated with Main Post resulting from BRAC 2005. The applications were approved
by the U.S. Army and the plans are to complete a federal to federal transfer upon
completion of the Walter Reed Army Medical Center clinical mission. The Department
of State will receive the remainder of the property.
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Section 1674 (b)(5): Staffing projections within the region.

During the past 18 months, the JTF CAPMED has worked to consolidate and realign
medical manpower resources within the NCR. The strategy builds upon the initial
analyses of the NCR Multi-Service Market Office (MSMO), incorporates key elements of
resultant Programs for Design (PFD), and refines requirements through an iterative, spiral
development processes. Supporting analyses project workload figures, benchmark
military/civilian production standards and incorporate expert user input. The resultant
Joint medical manpower allocation reflects the unique mission requirements of JTF
CAPMED and captures efficiencies gained using integrated plans, interoperable assets
and standardized systems/processes.

Most recently, JTF CAPMED completed Phase 1V of a four-phased spiral development
process, included in the MTP located in APPENDIX A. A pre-decisional draft of the
Joint Table of Distribution (JTD) for both WRNMMC and FBCH has been completed
and forwarded to the Assistant Secretary of Defense (Health Affairs), the Military
Services, and the Joint Chiefs of Staff (JCS) for review. The objective is to complete the
review and formal documentation by early 2010. Completion of these actions will
support effective, timely military assignment and civilian human resource management
activities prior to the 15 September 2011, opening of the new facilities.

At this time, manpower requirements (nearly 10,000 individuals across WRNMMC and
FBCH) are distributed according to the new facilities’ organizational structures and
include occupational skill, personnel category, military Service, and military/ civilian
grade level details. The draft laydown is intended to operate within the existing pool of
manpower resources. It strives to ensure 1) that current Readiness missions supported by
the NCR are sustained in the future, 2) the impact of deployments and contingencies are
balanced across medical facilities -- sustaining the continuity of world-class casualty and
beneficiary care, and 3) civilian workforces experience minimal dislocation during the
transition. Graduate Medical Education (GME) faculty and support staff figures are
incorporated in the manning document. Consistent with past practice, GME resident
requirements are determined and managed by the military Services. Resident figures are
projected to remain at current levels. Critical faculty requirements are identified to
ensure that medical training programs are sustained. Finally, the laydown incorporates
contributions by Army, Navy and Air Force services within the NCR. As previously
noted, a pre-decisional version has recently been forwarded to principal stakeholders for
review.

Conclusion

The Department of Defense is fully committed to providing the finest casualty care to its
Wounded Warriors and to prepare to respond anytime, anywhere with comprehensive
medical capability to military operations, natural disasters and humanitarian crises around
the globe. The Department also strives to ensure delivery of the highest quality
healthcare to all its service members, retirees, and their family members. Toward those
ends, the Department is working vigorously with its many partners to ensure the manner
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in which patients, staff, bed capacity and functions will move from WRAMC to the new
WRNMMC and FBCH

The Department is grateful to Congress for its unwavering support and interest in the
transformational efforts the Department is undertaking in the NCR to provide world-class
medical facilities and an Integrated Delivery System. Congressional oversight and
support have made immeasurable contributions to this process and the entire Military
Health System (MHS) to ensure Service Members, retirees and all MHS beneficiaries
receive the finest healthcare available.
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APPENDICES

A.) Master Transition Plan for movement of operations from Walter Reed Army

Medical Center to Walter Reed National Military Medical Center and Fort Belvoir
Community Hospital

B.) Construction and transition schedule and a list of clinics that will be at
WRNMMC and FBCH
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Message from the Commander
Joint Task Force National Capital Region Medical

It is my pleasure to present the Joint Task Force’s Master Transition Plan. This
comprehensive document will guide the military medical commands of National
Naval Medical Center, Walter Reed Army Medical Center, DeWitt Army
Community Hospital and the 79" Medical Wing during the next two years as we
transition into the Walter Reed National Military Medical Command and Fort
Belvoir Community Hospital. This unprecedented transformation of the
Department of Defense’s military medical capabilities within the National Capital
Region will result in the establishment of two joint facilities serving as lynchpins
of an integrated regional health care network in the Nation’s Capital.

During this transition period we will leverage the best practices of each military Service in order to
integrate 13,000 military and government staff and more than 75 clinical and administrative services; all
while we build two state-of-the-art medical facilities to ensure our 600,000 eligible beneficiaries receive
superior healthcare. The National Capital Region is the primary receiving site for combat wounded
warriors and our number one priority is ensuring these heroes receive world-class medical, surgical, and
psychological health care. Our second priority is ensuring the successful integration of our staffs into
cohesive, joint medical teams to provide advanced, evidenced-based patient care, while ensuring we
“Care for the Caregivers” as we continue nearly a decade of support for sustained combat operations.

In response to the challenges of planning the largest military medical construction project in the United
State’s history and developing the first joint Military Medical Treatment Facilities, we have designed a
comprehensive plan that focuses on the four key components of this project: people (our greatest
resource), unified processes, advanced technology and physical infrastructure. To ensure this project is
managed with a focus on the complex interdependencies of transitioning four service-based medical
facilities into two joint medical facilities, we developed an Integrated Master Schedule which includes a
critical milestone chart and detailed action plans. This dynamic plan will be updated and published
quarterly to ensure we incorporate the principles of adaptive planning and should be seen as a living
document — flexible and adaptive.

I look forward to collaborating with our patients and staff as we adapt and execute this JTF CAPMED's
Medical Master Transition Plan.

T~ .

\ > %
JOH EATECZUN —=
VADM, MC, USN

Commander, Joint Task Force
National Capital Region Medical
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Preface

The MTP describes the transformation of the Department of Defense’s military medical capabilities within
the National Capital Region. Its audience includes the Executive Branch; Congress; Office of the
Secretary of Defense; Joint Staff; combatant commanders; officers, noncommissioned officers, civilians,
and enlisted personnel of all services.

The MTP is prepared under the direction of the Commander, Joint Task Force National Capital Region
Medical (JTF CAPMED) and it delineates how the JTF CAPMED will transition medical healthcare
services in the National Capital Region from four Service specific military treatment facilities to two joint
facilities as required by the Deputy Secretary of Defense (DEPSECDEF) on 14 September 2007. This
plan applies to the all Medical Facilities within the Joint Task Force National Capital Region Medical Joint
Operations Area.

The Joint Task Force National Capital Region Medical is the proponent for this publication. The preparing
organization is the J5 Plans and Policy Directorate, Joint Task Force National Capital Region Medical.
Users are encouraged to send comments and suggested improvements on Department of the Army (DA)
Form 2028 (Recommended Changes to Publications and Blank Forms), by memorandum to CJTF
National Capital Region—Medical, J5 Plans and Policy, 8901 Wisconsin Ave, Bethesda MD 20889 or
through the MTP update link on the JTF CAPMED BRAC Portal at
http://a58.aetc.af.mil:8080/saio/jtfcapmed
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Executive Summary

The Final Report of the 2005 Defense Base Closure and Realignment Commission (BRAC) contained
recommendations that will significantly transform the medical capabilities offered throughout the National
Capital Region (NCR). The four major military medical treatment facilities of National Naval Medical
Center (NNMC) in Bethesda, Maryland, Walter Reed Army Medical Center (WRAMC), DeWitt Army
Community Hospital (DACH) and Malcolm Grow Air Force Medical Center will combine into two inpatient
bedded-facilities: Walter Reed National Military Medical Center (WRNMMC) Bethesda, Maryland and a
newly constructed, Fort Belvoir Community Hospital (FBCH), Fort Belvoir, Virginia. The two facilities
currently named Walter Reed Army Medical Center (WRAMC) and DeWitt Army Community Hospital
(DACH) will cease operations when all their components have relocated to either WRNMMC or FBCH.
The facility currently known as NNMC will expand significantly and incorporate all tertiary care for the
National Capital Region. When this project is completed in September 2011, NNMC will cease
operations and will become WRNMMC, a joint medical facility assigned to Joint Task Force National
Capital Region Medical (JTF CAPMED). Malcolm Grow Medical Center (MGMC) at Andrews Air Force
Base, Maryland will transition from a bedded inpatient hospital to an outpatient ambulatory care center.

The 2006 Quadrennial Defense Review provided strategies to improve the management, performance,
and efficiency of the Military Health System (MHS). These strategies included elimination of redundant
command structures, alignment of resource streams, and provision of clear lines of authority and
responsibility for local decision making.

As a result, on 14 September 2007, the Deputy Secretary of Defense (DEPSECDEF) established JTF
CAPMED with the dual mission of ensuring the effective and efficient delivery of world-class military
healthcare within the NCR, overseeing the consolidation and realignment of military healthcare within the
NCR and conducting such other missions as may be assigned to improve the management, performance,
and efficiency of the MHS. On 1 October 2007, JTF CAPMED, under the command of military medical
Flag Officer, achieved Initial Operating Capability and one year later, Full Operational Capability.

On 15 January 2009, the action memorandum, “Civilian and Military Personnel Management Structures
for the JTF CAPMED” was signed by DEPSECDEF, directing that WRNMMC and FBCH be subordinate
joint military commands to JTF CAPMED. The transformation from four service-specific to two joint
medical treatment facilities (MTF) is a complex mission requiring the relocation of more than 9,000
military and civilian staff, consolidation of more than 60 medical services and the largest military medical
construction project in United States’ history.

Master Transition Plan

JTF CAPMED’s Master Transition Plan (MTP) guides the workforce in the JTF’s Joint Operations Area
(JOA) in executing the 2005 BRAC Commission directives. The MTP contains two primary sections: a
Transition section based on a Critical Milestone Chart and the Campaign Plan.

Section one, Transition, focuses on the key impact areas of the BRAC process, specifically the People
(wounded warriors, patients, and staff), Processes (clinical, administrative, and personnel), Technology
(evidenced-based technology, digital imagery and advanced telecommunications to enhance patient
care) and Physical Infrastructure (environmentally friendly building design and high-tech equipment).
Section two, Campaign, highlights the mission shift interdependencies (four hospitals to two) and the
cultural integration efforts necessary to merge three Service-centric medical cultures into an effective and
efficient joint medical infrastructure. The Master Transition Plan (MTP) serves as the capstone document
which guides JTF CAPMED and subordinate unit planning efforts throughout the 2+ year transition




process. MTP version 1.0 was developed using a detailed analytical process focusing on the three levels
of joint planning: tactical, operational and strategic.

Tactical planning emphasizes the transition effort at each of the specific BRAC sites, i.e. WRAMC,
Bethesda, MGMC and Fort Belvoir. There, construction timelines are merged with manpower, equipment,
and space requirements revealing individual lines of operations that must be accomplished to ensure the
precise shift of medical capabilities.

Operational planning takes tactical lines of operation and uses them to identify planning
interdependencies from each BRAC-site throughout the JOA. These interdependencies then provide
planners with a common site picture over all phases of project planning. Strategic planning assures the
full development of the MTP. The MTP covers all aspects of transition. Ultimately, it maps the sequence
and timing of all service moves (clinical, support, etc.) from WRAMC to WRNMMC and FBCH. It will
detail the individual actions required to ensure success at each step of the transition. The plan will be
dynamic in nature and updated quarterly (or more frequently if necessary) so as to evolve across the
duration of the BRAC execution timeline. Critical nodes and pathways can be analyzed well in advance
of their occurrence to exercise mitigation strategies designed to avoid possible “service delivery troughs”
caused by transitional movements of administrative and clinical capability packages from one facility to
another.

JTF CAPMED is actively engaged in all activities necessary to effectively transition from four service-
specific military medical facilities to two joint facilities by September, 2011. JTF transition strategy
focuses on four interrelated planning factors — people, process, physical infrastructure, and technology.

People, (patients, staff, and strategic partners), are the greatest resource within the JOA and meeting
their needs is a top priority of the JTF commander. During the next two years many will experience some
inconvenience associated with move-related planning such as construction of facilities, temporary internal
movements of medical services to accommodate construction, uncertainty about final placement of staff,
and the process of tri-Service integration into a Joint unit structure. To mitigate the impact on our people,
JTF CAPMED will publish a Strategic Communication Plan in September 2009.

The Process factor addresses the actions necessary to shift people and missions from current to post-
BRAC commission directed end state.

JTF CAPMED directed the development of unified processes for example:

e Relocation of patients, staffs, and services

e Transition management

o Determination of clinical and administrative operation concepts

e Preparation for and conducting of accreditation surveys and inspections
o Staff and Services integration

e Multi-Service cultural assimilation

e Equipment

e Healthcare Business Rules

Physical infrastructure addresses the buildings and equipment necessary to support and enable people
and processes

Technology is comprised of equipment, software, and technicians necessary to manage the data,
information, and communication necessary to support the infrastructure, processes, and people that will
combine to make the Military Healthcare System in the National Capital Region one of the finest in the
world.




Campaign Plan

To synchronize and carry out the MTP and critical milestones, JTF CAPMED developed an overarching
strategy of campaigns. The strategic framework for this transition strategy includes three separate
campaigns”.

o Campaign | begins at the present day to October 2012, and its goal is to “Operationalize JTF
CAPMED Forces” by realigning and transforming the JOA to implement BRAC requirements.

e Campaign Il spans the period of October 2012 to October 2017 with a goal to “Demonstrate JTF
CAPMED Capabilities.”

e Campaign Ill is JTF CAPMED'’s vision to 2023 with a goal to “Lead Strategic Change.”

Why a Campaign Plan? According to Joint Publication 1.0, a campaign plan is “a joint operation plan for a
series of related major operations aimed at achieving strategic or operational objectives within a given
time and space.” The transition that the NCR is undertaking in the next two years is the largest
transformation of military medical assets in United States history. To perform this transformation, the DoD
must carefully orchestrate and execute a multitude of tasks, including the relocation and integration of
medical staff and capabilities.

Campaign Plan | is the strategy for successful implementation of the BRAC requirements, mandated by
the U.S. Congress to transform the NCR. See the Campaign section of the MTP for the detailed
campaign plan covering the present to 1 October 2012.

Quarterly action plans will detail specific objectives and tasks to guide the JTF and its subordinate
commands (WRAMC, NNMC, FBCH, and the 79" Medical Wing) through the process of transitioning
from four Service-specific military treatment facilities to two joint facilities.

The end state for Campaign Plan | is the same as the Near-Term End State. The Near-Term End State
reflects the patients and staff perception of the WRNMMC and FBCH, and how the JTF postures itself for
the next stage of JTF CAPMED maturation. By 1 October 2012, one year past the requirement for
transformation, JTF CAPMED will have established:

o Interoperable systems that not only interact with each other, but provide a foundation for future joint
systems, exportable to any geographic location

¢ Integrated healthcare delivery systems that ensure a patient’s continuity of care throughout the
continuum of healthcare

e The Walter Reed National Military Medical Center on the Bethesda, Maryland installation

e The Fort Belvoir Community Hospital on Fort Belvoir, Virginia

e A JTF CAPMED culture committed towards the pursuit of quality care to our beneficiaries and an
unmistakable pride in our healthcare system

e Assured primary care access throughout and after the transition of personnel and equipment
between the following locations: Walter Reed Army Medical Center, National Naval Medical
Center, Malcolm Grow Medical Center, Fort Belvoir, and nearly 40 other military medical
treatments facilities throughout the JOA

! This document will only address Campaign |







INTRODUCTION

On 13 May 2005, the Department of Defense (DoD) announced its recommendations for the latest round
of Base Realignments and Closures (BRAC). The 2005 Defense Base Closure and Realignment
Commission reviewed the work of the DoD and made its recommendations to the President on 8
September 2005. The recommendations became law in November 2005, law that contained a significant
change affecting the landscape of military hospitals in the National Capital Region (NCR). Currently, there
are four inpatient military hospitals within the NCR:

US Navy National Naval Medical Center (NNMC), Bethesda, Maryland

US Army Walter Reed Army Medical Center (WRAMC), Washington, District of Columbia
US Air Force Malcolm Grow Medical Center (MGMC), Andrews Air Force Base, Maryland
US Army DeWitt Army Community Hospital (DACH), Fort Belvoir, Virginia.

Upon completion of the 2005 BRAC implementation, the NNMC and the WRAMC will merge to form the
Walter Reed National Military Medical Center (WRNMMC) on the existing grounds of the NNMC in
Bethesda, Maryland. As a result, WRAMC will cease operations by 15 September 2011. DACH will also
close, and a new, expanded facility, the Fort Belvoir Community Hospital (FBCH), at the same site will
significantly increase the medical capabilities available to beneficiaries in the southern portion of the
NCR. MGMC at Andrews Air Force Base, Maryland, will transition to an outpatient-only facility.

History of JTF CAPMED

The 2006 Quadrennial Defense Review articulates strategies for improving the management,
performance, and efficiency of the military health system (MHS). These strategies include elimination of
redundant command structures, alignment of resource streams, and provision of clear lines of authority
and responsibility for local decision making. In this vein, the Deputy Secretary of Defense (DEPSECDEF)
established JTF CAPMED on 14 September 1997. JTF CAPMED is a standing, fully functional, joint task
force reporting directly to the Secretary of Defense through the DEPSECDEF. It was assigned specific
forces representing the Army, Navy, and Air Force, and its Joint Operations Area (JOA) covers the
assigned forces attendant TRICARE catchment areas. Under the command of an O-9 medical
department officer, JTF CAPMED was charged with three primary responsibilities: ensuring effective and
efficient delivery of world-class military healthcare within the JOA using all available military healthcare
resources from its assigned forces; overseeing the consolidation and realignment of military healthcare
within the JOA in accordance with BRAC recommendations; and conducting other missions to improve
the management, performance, and efficiency of the MHS. Initial Operational Capability (IOC) was
reached on 1 October 2007, and Full Operational Capability (FOC) was achieved on 30 September 2008.

JTF CAPMED Commander’s Guidance

o Purpose: Provide guidance for and direction to forces assigned to JTF CAPMED to
achieve unity of effort in the accomplishment of its assigned mission

e Mission: Deliver integrated healthcare in the NCR, ensure readiness, and execute the
BRAC business plans to achieve the vision




0 Healthcare delivery in the NCR: Regional healthcare delivery, readiness and
disaster preparedness

o0 BRAGC: Construction projects/relocations, create a world-class medical center
Vision: A world-class medical center at the hub of the nation’s premier regional
healthcare system serving our military and our nation
Intent: The Commander JTF CAPMED serves as the senior medical officer in the JOA
with responsibility for the effective and efficient delivery of world-class military healthcare in
the NCR. This guidance will help assigned forces carry out the mission of the JTF by:

0 Stating the vision and mission of the JTF

o0 Establishing guiding principles and priorities to achieve mission success

JTF CAPMED Commander’s Priorities

Casualty Care: As America’s primary reception site for returning casualties, our
number 1 priority is casualty care. We will answer our nation’s call to care for its casualties
without fail.

Caring for the Caregivers: Our people are called to provide healthcare for all we
serve, often under trying circumstances, and we have a covenant leadership responsibility
to care for them.

Be Ready Now: The lessons of near constant engagement for more than 8 years
reaffirm the importance of constant preparedness at home and abroad. Without planning
and training, we will not be able to answer the call.

Regional Healthcare Delivery: Integrated planning for the efficient and effective
delivery of services on a regional basis is the key to quality and to mission success. We
cannot afford to optimize operations at any single facility at the expense of sub-optimizing
operations in the entire region.

Common Standards and Processes: Achieving common business and clinical
processes will be necessary to maximize regional potential. Differences that could impact
patient safety and outcomes as our people work in different facilities across the region on
a day-to-day basis cannot be tolerated.

JTF CAPMED Commander’s Guiding Principles

Mission Focus: We are at war and must focus on our responsibilities to provide
healthcare services while we prepare and train for deployments and contingencies
Serving Our People: Our success depends on the contributions of our active,
reserve, civilian, and contract personnel and their families. Personal and family readiness
is key to mission success. Developing and fostering, individual, family, and community
resilience is necessary for readiness

Leadership: Leadership is key to service. Everyone is responsible for developing their
own leadership potential to be ready to lead when necessary. All leaders are accountable
for ensuring someone is being prepared to replace them if the need arises. We must take
advantage of the leadership advantage of our young leaders, many of whom have
extensive combat experience.




Accountability: We take full accountability for our decisions and actions. We have
high standards and will meet our responsibilities with integrity and honor. We will be good
stewards of the resources we receive to accomplish our mission

Interoperability: The future of the military health system lies in interoperability and
cooperation among the Services. Each Service brings unique and critical capabilities but
they can only be as effective as the contribution they make to the overall mission. We
require:

o Alignment: The degree to which resources and processes support the mission,
vision, and priorities. If efforts do not support the mission vision and priorities, then
they are not aligned. Authority necessary to carry out the mission must be aligned
with accountability for mission success.

o Commitment to Change: Mission success demands that we continue to adapt
the way we think and operate. It requires leaders to set the right expectations,
minimizing the uncertainty caused by change through constant dialogue and free
flow of information

o Teamwork: Giving our best for something larger than ourselves is a core value
of service and it means putting aside personal ambition, ego, and pride.

Strategic Communications

JTF CAPMED'’s strategic communication element oversees strategic communication (STRATCOMM)
objectives in support of the JTF’s primary BRAC and integrated healthcare delivery mission.
STRATCOMM facilitates the accurate, timely, and transparent communication of the JTF’s goals, actions,
and tasks associated with the medical transition in the NCR.

Strategic communication efforts are directed at multiple audiences with the intent to better inform them on
the changes and opportunities created from the transition. These audiences may include the following:

DoD military personnel and their eligible family members

Military retirees and their eligible family members

DoD health professions personnel assigned to WRAMC, NNMC, DACH, the Andrews
AFB 79" Medical Wing (79 MDW), and other units throughout the NCR
Senior military and government leaders who visit MTFs in the NCR

Military and veterans support organizations

Health professional organizations

Health educators

Private nonprofit organizations that support wounded warrior care programs
Washington DC, Northern Virginia, and Maryland hospital associations
Members of the U.S. Congress and their staff.

The JTF STRATCOMM element is closely aligned with the Public Affairs and STRATCOMM personnel of
the NCR’s four affected military inpatient hospitals in order to:

Develop a strategic communication strategy

Author strategic communication plans focused on specific events related to JTF
milestones

Monitor and track media activities related to BRAC and medical transition activities
Shape public perception and acceptance of the medical transition process.
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Key elements of the STRATCOMM plan include marketing, legislative liaison, and public affairs. Each of
these elements will provide the basis for the development of plans to reach specified audiences and key
stakeholders, thus creating awareness of the medical transition process. Through these efforts, the JTF
expects to maintain the support of its key audiences while reducing transition obstacles.

Using multiple forms of communications, STRATCOMM clearly informs target audiences on the intent and
progress of the BRAC transition. As BRAC law dictates the standup of the new WRNMMC and FMCH,
STRATCOMM will provide current updates on all efforts necessary to complete the BRAC-directed
transition.

JTF CAPMED Media Strategy

¢ Development of a Joint Strategic Communication Plan

o Websites for Joint Task Force and Sub-Elements

e Social media marketing and public engagement

e Joint-themed newsletter/online newspaper

e DOD-HA-moderated media

e Development of a joint closing and reopening events list and engagement plan

¢ Individual employee and beneficiary testimonials to demonstrate the positive impact on
individuals

JTF Enduring Messages

e Provision of “World-class”, high quality, comprehensive healthcare

e Enhancement of the quality of care and access to care for all eligible beneficiaries in the
region

o The continuance of fully accredited, integrated Graduate Medical Education and
clinical research programs

o A well organized, well planned transition process and a smooth occupation of the new
facilities with no interruption in, or degradation of, patient care

e Atransparent transition process with patients, staff and stakeholders notified as each
milestone is approached and reached

Without a complete and well-executed approach to STRATCOMM, the JTF will risk losing the support
necessary for a seamless transition and alienating our key audiences, including military medical
personnel, Component services, and political leadership. STRACOMM is an essential element in the
medical transition process, serving as the communication hub for all JTF BRAC-related activities. Its team
consists of skilled, dedicated professionals highly qualified in executing their missions.

At an operational level, the individual MTFs in the JOA are conducting robust STRATCOMM plans using
monthly town hall meetings open to patients, staff, and community members and informative news
articles in local base papers. These forums have addressed issues ranging from the physical designs of
the new facilities to cultural integration. The NNMC command has also built a dynamic display in the
BRAC Journey room highlighting past integration milestones and delineating future milestones.
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JTF CAPMED Master Transition Plan Development Process

The DOD, through the Joint Task Force National Capital Region Medical (JTF CAPMED), is carrying out
the BRAC Commission’s recommendations of closing WRAMC, renovating and building the replacement
facilities, and transferring operations from WRAMC to the replacement facilities.

The execution of BRAC recommendations requires JTF CAPMED to focus the transition process at three
different levels of Tactical, Operational, and Strategic and to align execution functions along enabling
dimensions of People, Process, Technology and Physical Infrastructure.

Methodologically, this organizational matrix ensures a proactive, analytical process orchestrating the
myriad of activities necessary to establish WRNMMC and FBCH, transition medical capabilities from
WRAMC, and do so while maintaining a consistent level of care and access throughout the JOA as was
available to patients prior to the start of the BRAC process.

Levels of Focus - Tactical, Operational, and Strategic

The Tactical Focus concentrates on the transition effort at each of the specific BRAC sites, i.e.,
WRAMC, Bethesda, and Fort Belvoir. Within this focus, construction timelines are merged with
manpower, equipment, and space requirements to reveal individual work tasks, or lines of operations,
that must be accomplished according to the BRAC timeline to ensure the orderly and precise movement
of medical capability from one facility to its transitional counterpart. This tactical approach informs JTF
CAPMED of what needs to be done at each site to carry out the BRAC recommendations.

The Operational Focus consolidates these tactical lines of operation for each site to identify
interdependencies among all BRAC sites throughout the JOA. This focus provides JTF CAPMED with a
common site picture of all projects and assists in the identification of problematic areas and critical
pathways.

The Strategic Focus directs the development of the BRAC NCR Master Transition Plan (MTP). The
MTP, as the capstone planning document, describes how JTF will effect a successful BRAC-directed
transition.

The MTP covers all aspects of the transition from WRAMC to WRNMMC and FBCH. It lays out the
sequence and timing of all service moves (clinical and other) from WRAMC to WRNMMC and FBCH. It
details all of the individual actions required to ensure success at each step of the transition. The plan is
dynamic in nature and will continue to evolve during the duration of the BRAC execution timeline; it will be
updated, at a minimum, quarterly to document the evolution.

The MTP, because it is derived from the Integrated Master Schedule (IMS), allows JTF CAPMED
integration and transition personnel to monitor and proactively analyze the execution and maintenance of
critical medical capability during the process. Critical nodes and pathways can be studied well in advance
of their occurrence so that mitigation strategies can be designed to avoid possible “service delivery
troughs” caused by transitional movements of administrative and clinical capability packages from one
facility to another.
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JTF CAPMED Planning Process
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FIGURE 1 - JTF CAPMED PLANNING PROCESS

People, Process, Technology and Physical Infrastructure Dimensions

The development of the MTP will employ the adaptive planning process, which is a cyclic process of
planning, executing, reevaluating, and carrying out follow-on planning. The first version of the MTP is
from a global perspective and focuses on the JTF CAPMED functional divisions “setting the conditions”
for the detailed planning of transition and relocation. Follow-on MTP updates will be published quarterly
and will include detailed plans for all aspect of the transition of patients, staff, and functions across the
JOA. Planning will focus on the enabling change dimensions that are interdependent:

e People — The organizational structure and human capital management to support world-
class medical care for our patients

e Processes — The business activities in the JOA that result in integrated patient care (e.g.,
rules, standard procedures, data analysis, metrics information)

e Technology — The data, applications, and technical infrastructure that supports the
delivery of world-class medical care

e Physical Infrastructure — The places and environments where the enterprise workforce
(e.g., military, civilians, contractors, mission partners) perform
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Figure 2 - The TLC Framework depicts Booz Allen Hamilton’s Transformation Life Cycle (TLC), which
provides a holistic, integrated approach for developing new or improved capabilities; it simultaneously
addresses the four dimensions of change.

The TLC Framework
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FIGURE 2 - THE TLC FRAMEWORK
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JTF CAPMED Critical Milestones

As the capstone document describing how JTF CAPMED will affect a successful BRAC directed
transition, the MTP will describe critical milestones that must be executed along a specific timeline
concluding in September 2011. To develop the MTP and accompanying Campaign Plans to transition
from four Service-specific MTFs to two joint, integrated MTFs, schedules will be used. Data used to
develop individual schedules and the IMS is depicted in Figure 3 - Schedule Framework.

Schedule Framework
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High Level

High Level Milestones;
Events & Tasks

Logic Ties &
Interdependencies 1-Codes WRNMMC FBCH

Detailed Tasks

Indlividual Stand- Bethesda Ft_Belvoir
alone zchedules G eographic G eographic
Schedule Schedule

FIGURE 3 - SCHEDULE FRAMEWORK

The JTF CAPMED Critical Milestones were identified using the following documents:

e The Commander’s Guidance Memorandum dated 17 October 2007

e Commander’s Information Memorandum to the DEPSECDEF dated 21 January 2009,
which directs the 2009 major objectives for the JTF

e The JTF Transition Wargame Report and Decision Brief dated 5 February 2009

e  CJTF Action Memorandum for the Transformation of four Service-specific hospitals to two
joint commands dated 16 April 2009

e The Integrated Master Schedule (IMS) — the Microsoft Project indentifying inter-
dependencies within and across each JTF J-code.
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According to industry standards, critical milestones are defined as the end of a stage that marks the
completion of a work package or phase, typically marked by a high-level event such as completion,
endorsement, or signing of a deliverable, document or a high-level review meeting. In addition to
signaling the completion of a key deliverable, a milestone may also signify an important decision or the
derivation of a critical piece of information, which outlines or affects the future of a project. In this sense, a
milestone not only signifies distance traveled (key stages in a project), but also indicates the direction of
travel as key decisions made at milestones may alter the route through the project plan. In most cases, a
milestone is used as a project checkpoint to validate how the project is progressing and to revalidate
work. Milestones are used as high-level snapshots for leadership/management to validate the progress of
the project; in many cases, there is a decision to be made at a milestone.

A JTF CAPMED Critical Milestone Chart (See Figure 4) was created to represent Tier 1 milestone level
data along a timeline.

Critical Milestones are:

e ameasure of progress

e visible to senior managers

e help communication outside of the project team

e focus project attention on results

e provide manageable stages of work

e enable responsibilities to be assigned at a high level.

The critical milestones chart also delineates those interdependencies, or connections, between two
related milestones, tasks, or activities.

Critical Milestone Chart Legend

The Critical Milestone Chart graphically depicts the key events that need to occur for a successful
transition of the three Services to one joint command at both WRNMMC and FBCH, while closing
WRAMC. These milestones were selected based upon analysis of the detailed schedules developed
within JTF CAPMED, numerous interviews with J-Code Directors and Staff, as well as a collaborative
working Summit held in May 2009. Each milestone indicates a specific point in time for this key event.
Tasks and sub-tasks within more detailed tiers of the Integrated Master Schedule (not pictured here) exist
to further define these actions.

Each milestone is shown as a colored diamond within a grouping/ category and timeframe, and is further
annotated to represent which JTF CAPMED J-Code has the lead for this milestone. This is denoted by a
color coding mechanism as seen below:

<> CoS Lead <> J6 Lead
’ J1 Lead ‘ J7 Lead
< 13Lead <> 18 Lead
Q slead <> CHR Lead
‘ J5 Lead
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The milestone grouping /category, is represented within lanes horizontally across the page. These are
further defined below. The milestones are also depicted within the timeframe they are expected to occur.
This is illustrated by alignment with the Calendar Year, Fiscal Year & quarter and month, as shown in the
timeline along the top and bottom of the chart.

The grouping/category of milestones is based upon their functional thrust and includes:
¢ Anchors — End state events which cannot move in time.
o People — Milestones which impact the organizational structure and human capital management
e Process — Milestones which impact the business activities performed by the enterprise.

e Infrastructure — Milestones which impact the places and environments where the enterprise
workforce performs work.

e Technology — Milestones which impact the data, applications, and technical infrastructure.

It is important to note that although the milestone is being led by a specific J-Code, the tasks associated
with these milestones are the responsibility of many J-Codes. These inter-dependencies are represented
graphically with asterisks as follows:

11 Inter-Dependency % J6 Inter-Dependency
13 Inter-Dependency € 17 Inter-Dependency
&

14 Inter-Dependency 18 Inter-Dependency

BRI R

15 Inter-Dependency Inter-Dependency with all J-Codes

The following symbol represents when a building at FBCH or WRNMMC will be ready for equipment
installation.

o

Anchors are lines shown vertically up and down the height of the chart, and are labeled according to the
event they represent.
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Master Transition Plan Facts
The following facts guide this transition plan:

e By law, WRAMC will cease patient care operations by 15 September 2011.

e The March 2008 Final Environmental Impact Statement for Activities to Implement 2005
Base Realignment and Closure Actions at National Naval Medical Center Bethesda,
Maryland states that after the transition to the WRNMMC, the Bethesda Naval Base wiill
have no more than 2,500 additional staff each weekday.

e On 15 January 2009, the DEPSECDEF approved action memorandum “Civilian and
Military Personnel Management Structures for the Joint Task Force National Capital
Region — Medical,” which recommended the following:

o0 Development of a DoD civilian model for NCR medical facilities that realigns
civilian personnel authorizations and delegates civilian personnel authorities to
the Commander of CITF CAPMED

0 Incorporation of the policy of “guaranteed” placement of current civilian
employees in the future CAPMED organization; guaranteed placement means
best efforts within applicable regulations to achieve placement in new positions
within the NCR

0 The establishment of Joint Commands at WRNNMC and FBCH, which will
continue JTF CAPMED as a joint military command establishing subordinate joint
commands and establishing all billets at both commands as joint.

e Continuity of care will be 100 percent assured throughout the transition with minimum
interruption in healthcare service delivery. While consideration may be given to sending
patients to the network on an as-needed basis, this practice will be the exception, not the
rule. The goal is to maintain the care of all WRAMC primary beneficiaries with the NRC to
the greatest extent possible.

e Based on recommendations from the JTF Transition War Game in February 2009, the
Commander, JTF CAPMED approved that the WRAMC to WRNMMC transition will occur
during a consolidated time frame prior to September 2011.

Master Transition Plan Assumptions

The development of the MTP occurs within a set of planning assumptions for the JOA during this regional
transformation:

e  Construction will be completed on time for WRNMMC, the Joint War Transition Unit, and
FBCH to facilitate the transition of patients (including wounded warriors) and staff from
WRAMC to WRNMMC/FBCH by 15 September 2011.

e All certification, equipment testing, equipment training, and support system setup will be
completed before the first day of patient care within the new MTFs.

o All activities related to the installation, setup, and operation of both fixed and movable
equipment will occur in advance of any major patient moves from WRAMC.

o Accreditation will be maintained or achieved. The JTF will work with accrediting bodies,
including The Joint Commission and the Accreditation Council for Graduate Medical
Education (ACGME), to ensure that the WRAMC transition does not impede or negatively
impact accreditation at either the WRNMMC or FBCH.
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All staff training, including conducting “day-in-the-life” exercises (as necessary), will have
been completed before the first patient care day.

Day-in-the-life and other staff training will be conducted months prior to the first patient
day, ensuring that staff has full knowledge and understanding of the “new” facility’s layout,
equipment, processes, etc.

A STRATCOMM plan will be executed. A comprehensive strategic communication plan
will be developed and executed, with appropriate messaging for all stakeholders affected
by the WRAMC move, including WRAMC patients, their families, personnel, and the
community.

NNMC will continue to execute the internal moves based on space availability/readiness
and will complete all internal moves prior to deadline to move WRAMC.

All WRAMC primary beneficiaries will be accommodated in their final healthcare “home”
by the BRAC deadline.

JTF CAPMED will allocate funds to Walter Reed National Military Medical Center and Fort
Belvoir Community Hospital.

JTF CAPMED will oversee programming, budgeting, and execution.

JTF CAPMED will use all available resources from its assigned forces.

Stakeholders

Key stakeholders for the successful transition of the NCR’s medical facilities include the following:

Our beneficiaries— 600,000 active duty, reserve, retirees, and their eligible family members
Our staff — more than 13,000 active duty, reserve, and civilian personnel
Our communities — Montgomery County, Northwest Washington, DC, Alexandria, Virginia,
and any other areas where our beneficiaries reside
U.S. Congress
DoD and the individual Services: U.S. Army, U.S. Air Force, U.S. Marine Corps, and U.S.
Navy
Combatant Commanders
JTF NCR
TRICARE Management Activity
Interagency partners, who include but are not limited to, the following:
0 Department of State
0 Federal Emergency Management Agency
0 National Institutes of Health
0 Department of Homeland Security
0 Department of Health and Human Services
0 Department of Veterans Affairs
Uniformed Services University of the Health Sciences (USU)
Federal entities such as the National Institutes of Health, National Cancer Institute,
National Intrepid Center of Excellence for Traumatic Brain Injury, and Psychological
Health
Military and veterans support organizations
Private nonprofit organizations that help wounded warriors
DC, Northern Virginia, and Maryland hospital associations.
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Campaign Plan

To synchronize and carry out the MTP and critical milestones, JTF CAPMED developed an overarching
strategy of campaigns. The strategic framework for this transition strategy includes three separate
campaigns®.

e Campaign | begins at the present day to October 2012, and its goal is to “Operationalize JTF
CAPMED Forces” by realigning and transforming the JOA to implement BRAC requirements.

e Campaign Il spans the period of October 2012 to October 2017 with a goal to “Demonstrate JTF
CAPMED Capabilities.”

e  Campaign lll is JTF CAPMED'’s vision to 2023 with a goal to “Lead Strategic Change.”

Why a Campaign Plan? According to Joint Publication 1.0, a campaign plan is “a joint operation plan for a
series of related major operations aimed at achieving strategic or operational objectives within a given
time and space.” The transition that the NCR is undertaking in the next two years is the largest
transformation of military medical assets in United States history. To perform this transformation, the DoD
must carefully orchestrate and execute a multitude of tasks, including the relocation and integration of
medical staff and capabilities.

Campaign Plan | is the strategy for successful implementation of the BRAC requirements, mandated by
the U.S. Congress to transform the NCR. See the Campaign section of the MTP for the detailed
campaign plan covering the present to 1 October 2012.

Quarterly action plans will detail specific objectives and tasks to guide the JTF and its subordinate
commands (WRAMC, NNMC, FBCH, and the 79" Medical Wing) through the process of transitioning
from four Service-specific military treatment facilities to two joint facilities.

Measures of Performance

Each objective in the campaign identifies a measure of performance (MOP), which is a criterion used to
assess actions tied to measuring task accomplishment, e.g., decision made, a policy promulgated, etc.
These measures serve as a qualitative basis to track mission accomplishment. The measures of
performance must be relevant and measureable to ensure that targeted objectives are accomplished
successfully.

2 This document will only address Campaign |
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Measures of Effectiveness

From the inception of the JTF, it has been a top priority that no discernible degradation of patient care will
occur during the transition period. To this end, it will be imperative that disciplined tracking of metrics
surrounding patient and staff satisfaction, clinical quality, and operational efficiency occur throughout the
transition and integration process. The goal is to provide both JTF and MTF leaders with a tangible set of
metrics on the effectiveness of the transition and allow for targeted process redesign should a
performance “dip” emerge. The foundation of these metrics is the following Defense Health Program
(DHP) performance metrics:

o Beneficiary satisfaction with health plan
e Inpatient production target

e  Outpatient production target

e  Primary care productivity

e Medical cost per member per year.

Additional measures of effectiveness for those critical pathways contained within the campaign are being
defined using industry standards and the Services’ best business practices. For example, to improve
quality, access to care, and patient satisfaction, adopting the WRAMC Data Warehouse and Business
Intelligence program, instituting JOA-wide the implementation of the Air Force Referral Management
System Tracking Reports (RMSTR) as a model for access to care, and implementing the Disability
Evaluation System pilot program to track additional patient satisfaction are all courses of actions currently
being studied. Subsequent versions of the MTP will further delineate these measures of effectiveness.
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TRANSITION

Change Dimensions

Transition is defined in Webster’s as the “passage or change from one state to another.” JTF CAPMED is
actively engaged in all of the activities required to effectively transition from four Service-specific military
Medical Treatment Facilities to two joint facilities by 15 September 2011. To accomplish this end state,
JTF CAPMED is focused on four dimensions of change that are key enablers to facilitate mission
accomplishment—PEOPLE, PEOPLE, PROCESS, TECHNOLOGY AND PHYSICAL INFRASTRUCTURE. As key
enablers, below is an explanation of how these dimensions of change work together to ensure JTF
CAPMED’s priorities are achieved by capability development, ownership building and program
stewardship.

PEOPLE will perhaps undergo the most profound change of all of these dimensions over the course of
the next two years. Wounded and ill warriors, DoD service members, retirees and their families; JOA
human capital to include military, civilian and contractor staff members; stakeholders across the JOA to
include internal and external entities and stakeholders outside of the JOA who are potentially affected by
the transformation; as well as leaders of the new joint commands are all representative of the people
involved in this transformation. Whether the change signals positive enhancement to healthcare delivery
and research capabilities or it creates stress, it is change nonetheless and requires diligent consideration
and planning. To mitigate the impact of this transition on our people, JTF CAPMED is developing a
Strategic Communication Plan that is scheduled for publication in September 2009.

The PROCESS dimension of change includes all of the activities that occur within the JOA to ensure that
the needs of our people are being met by the creation of efficient JTF CAPMED operations. Within the
process dimension, standardized processes and use of various tools such as the IMS and MTP for such
activities as relocating patients, staffs, and services; managing transition; determining concepts of clinical
and administrative operations; preparing for and conducting inspections; integrating staffs and services;
assimilating cultures; and conducting the myriad other activities can be orchestrated effectively to reach
FOC by 15 September 2011.

TECHNOLOGY represents a change dimension that sustains the process dimension and is intricately linked
and is essential to the support of the people dimension. Data, applications and technical infrastructure is
addressed in this dimension and it is here that the NCR as well as MHS performance will be influenced.
Along with equipment and software applications, the technical expertise necessary to manage the data,
information, and communication reside in this dimension.

PHYSICAL INFRASTRUCTURE as a change dimension is especially critical during this transformation as it is
highly complex and intersects with all the other change dimensions. As the oversight authority, JTF
CAPMED demands program stewardship in areas of governance and program management that drives,
integrates and coordinates the BRAC transition and the transformation to an integrated regional
healthcare delivery system.
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People

PEOPLE will perhaps undergo the most profound change of all of these
dimensions over the course of the next two years. Wounded and ill
warriors, DoD service members, retirees and their families; JOA human
capital to include military, civilian and contractor staff members;
stakeholders across the JOA to include internal and external entities
and stakeholders outside of the JOA who are potentially affected by the
transformation; as well as and leaders of the new joint commands are
all representative of the people involved in this transformation.
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Wounded Warrior Care

Since 2001, more than 15,000 casualties from Operation Enduring Freedom in Afghanistan and
Operation Iraqi Freedom in Iraq have flowed through the Nation’s primary casualty reception site—the
NCR. These wounded warriors are moved from Andrews Air Force Base to either WRAMC or NNMC to
receive triage, surgical, tertiary and appropriate rehabilitation care. When possible, wounded warriors are
transferred to military MTFs closer to their homes. However, many stay within the NCR for a year or
longer. JTF CAPMED'’s approach to wounded warrior services is to provide care for these seriously
wounded and ill warriors in condition-appropriate settings, while ensuring coordination, communication,
and integration at all levels.

Developing transition plans to support the relocation of wounded warriors from WRAMC to WRNMMC
and FBCH is one overarching priority of JTF CAPMED. On 26 September 2007, the NCR Overarching
Integrated Product Team (OIPT), on behalf of the DEPSECDEF, approved a plan to move a projected
350 wounded warriors, 176 staff members, and 150 families (e.g., non-medical attendants) from WRAMC
to WRNMMC. Current CONOPs include housing wounded warriors requiring tertiary care at WRNMMC.
Those patients requiring non-tertiary levels of care will be housed at other MTFs, as regulated by their
respective Services. FBCH construction plans include a warrior transition unit to accommodate 400
wounded warriors and a 288 bed Warrior in Transition (WT) Complex to house and care for some of
those warriors not requiring tertiary care. After construction is completed, the lodging capacity, including
Fisher Houses, barracks, and the Navy Lodge, will support a total of 1,370 wounded warriors and family
members in WRNMMC Warrior Transition Plans.

The plans for Warriors in Transition on the WRNMMC campus include the following requirements:

e Lodging for 350 patients (includes all Services’ severely wounded)
e Primary care space — 5,000 square feet (SF)

e Warrior in Transition services support staff (176 personnel)

e  Support services for family members (150)

e Administrative space — 41,000 SF

e Messing (dining areas) — 21,000 SF

e Gym -64,000 SF.

JTF CAPMED Warriors in Transition Plans

The JTF CAPMED HQ Director of Warriors in Transition has chartered three working groups to develop
transition plans for the WRNMMC site. The following working groups consist of Service representatives,
subject matter experts (SMEs) on Wounded Warrior issues, and patients:

e  Warrior Transition Center Working Group — Integrates service for wounded, ill, and injured
warriors throughout the JOA who are healing as they transition back to military duty or
civilian life.

e  Warrior Family Assistance Center Work Group — Identifies the full spectrum of common-
level services needed to support wounded warriors and their family members,
recommending changes and enhancement for the transition of wounded, ill, and injured
warriors and their families to WRNMMC.

o  Child Activity Room Working Group — Identifies total requirements for providing child care
to wounded warriors and their family members, focusing on MTF child care during all
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hospital shift work, hourly child care, and child care for Warriors in the Child Activity Room
of the Warrior Family Assistance Center (WFAC).

Warriors in Transition Working Group’s Current Activities:

¢ lIdentifying requirements for personnel, administrative space, warrior and non-medical
lodging, warrior clinics, and common levels of service

¢ Working to facilitate the transition activities for Warriors in Transition throughout the JOA,
including Warriors in Transition, WFAC, and child care

o Establishing a pre-decisional staffing model for the Warrior Transition Unit (WTU) that
received approval from the Deputy Commander, JTF CAPMED (DCJTF)

e Developing a patient tracking model to support real time tracking and location of warriors
in the NCR. It will be instrumental in managing patient surge in the NCR and ensuring that
the most seriously injured warriors receive care at the right place at the right time.

Current Challenges for Wounded Warrior Care:

¢ |dentifying installation resources available to meet WT requirements determined in the
National Defense Authorization Act (NDAA) 2008, 1650

e Executing transition of current monthly WRAMC population of approximately 743 warriors
to WRNMMC, FBCH, and Fort Meade by 2011

e Average length of stay is around 210 days ina WTU

e Dealing with issues caused by the removal of Congressional funding for the WRNMMC
Fitness Center. This resulted in a delay of the initial timeframe for approval of RFP #2 and
a possible delay in the building of the Fitness Center.

Plans are being developed to determine the common operating picture for wounded warrior services
required on the WRNMMC campus and will be included in the future versions of the MTP.

Joint Commands and Leadership

The first step in transforming the NCR from four Service-specific operated hospitals to two joint
commands is establishing joint leadership over the command elements of WRNMMC and FBCH. On

5 May 2009, Commander, JTF CAPMED (CJTF CAPMED) signed Decision Memorandum #0001
directing the establishment of Initial Operating Capability (I0OC) of WRNMMC and FBCH command
elements no later than 1 October 2010. The objective of the two joint commands is to enhance unity of
command and effort, focus the JTF and its actions to catalyze transformation from the current four
bedded facilities into two joint commands, standardize processes to achieve joint interoperable systems,
and achieve integrated healthcare delivery in the JOA.

To ensure that appropriate, timely, and joint-focused decisions are made for the new WRNMMC and
FBCH, the JTF established a Joint Commands Implementation Team (JCIT) consisting of members from
the JTF and the four affected MTFs. The goal of the JCIT is to create a bridging strategy to accelerate the
transition process for establishing the two joint medical facilities. The JCIT will develop a plan not later
than 1 August 2009 that will set the conditions for IOC. An Operation Order (OPORD) directing staff and
unit tasks required to implement and execute the transformation plan will be published not later than

31 October 2009. The OPORD will describe when to execute the commander’s plan, define the internal
actions necessary to set conditions, and establish “no later than” dates for JTF CAPMED staff and
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Service component action. The plan will also require JTF CAPMED staff and units to periodically update
the DCJTF on transformational activities.

These incremental actions are required to incrementally align the JTF CAPMED functions, facilities, and
people to the future JTF CAPMED end state in fiscal year (FY) 2012. Establishing command leadership
elements is the pivotal step in aligning responsibility for the future healthcare delivery process for the JTF
CAPMED JOA to the accountable commands, WRNMMC and FBCH. The transfer of appropriate
authority (Operational Control), once granted to JTF CAPMED, will complete the necessary requirements
to fully control the future action and direction of the integrated healthcare delivery network in the JOA.

The command structure for the future WRNMMC is an innovative blend of traditional Army, Navy, and Air
Force medical organization structures and will result in a joint command element. FBCH’s command
structure is similar in function and like WRNMMC is also joint. Figure 5 - WRNMMC Command Structure
organizational chart represents the WRNMMC’s future organization chart.

Efforts to integrate staff at NNMC and WRAMC began with the assignment of two full-time Deputy
Commanders for Integration (DCls). The mission of the DCls is to facilitate the integration of NNMC and
WRAMC into a singular “world-class” healthcare facility by maximizing sustainable, and projectable
complex patient care. To continue the integration of staff at WRAMC and NNMC, a process was
developed to establish Chiefs of Integrated Departments (CIDs) and Chiefs of Integrated Services (CISs).
These Integrated Chiefs oversee clinical care and clinical staff simultaneously at both MTFs, ensuring a
logical chain of command and reasonable span of control within the combined departments. As of June
2009, all 15 CIDs and 53 CISs were selected.
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FIGURE 5 - WRNMMC COMMAND STRUCTURE ORGANIZATIONAL CHART

Error! Reference source not found., Figure 6 and Figure 7depict the WRNMMC'’s future Deputy
Commander for Clinical Services’ organization charts with the CIDs and CISs identified. These CIDs and
CISs will play an integral role in the development of detailed transition plans, including clinic phasing
strategies and clinic activation plans, which will be included in future versions of the MTP.

29



B FIEL

EJNO

fIainsainan]

WEO o e Yo

(panunuo))

|ed1ul|) lepuewwo) Aindag JININNYM

FIGURE 6 - WRNMMC DEPUTY COMMANDER CLINICAL ORGANIZATION CHART

30



Inica

WRNMMC Deputy Commander Cl

{Continued)

FIGURE 7 — DEPUTY COMMANDER CLINICAL ORGANIZATION CHART (CONTINUED)
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Military Personnel

The 2005 BRAC recommendations will close WRAMC, integrate its military workforce of more than 1,700
personnel with the NNMC military workforce of nearly 2,000 personnel, and establish the new WRNMMC.
Another facility affected by the BRAC recommendations, DACH in Fort Belvoir, Virginia, is expected to
integrate military personnel from WRAMC and NNMC, augmenting its 324 military workforce to support
the newly built FBCH. The challenge of migrating more than 4,000 military personnel from their current
billets in Bethesda, at WRAMC, at DACH, and at Andrews AFB and shifting them to their new billets at
the new WRNMMC and FBCH is significant. Additionally, the number of military personnel disrupted by
this relocation is expected to increase as the Air Force expands its support of the newly established NCR
joint medical command with what is expected to exceed 400; military workforce at MGMC will also shift to
either WRNMMC or FBCH.

The military personnel necessary to support readiness requirements for all Services will be redistributed
to support the integration of WRAMC and NNMC into the new WRNMMC. On the north side of the NCR,
WRNMMC will provide primary, subspecialty, complex, and tertiary medical services. On the south side of
the NCR, FBCH will expand from a 60-bed hospital to a 120-bed hospital that delivers primary and
subspecialty care to nearly 600,000 NCR beneficiaries. These new medical facilities will report to the JTF
CAPMED. As joint medical hospitals, they will be staffed with a mix of military and civilian medical
professionals currently serving in similar capacities for the Army, Navy, and Air Force medical services.
The manning documents for the hospitals will be Joint Table of Distribution (JTD).

Manpower Planning

JTF CAPMED chartered the Joint Manpower and Personnel (J1) Joint Planning Group (JPG) to oversee
the transition of military personnel, contract issues, and manpower of critical functions to ensure
sustained healthcare at the current facilities and, once transition is complete, at the new facilities as well.
The members of the group consist of human resources representatives from the Air Force Medical
Service (AFMS), Bureau of Medicine and Surgery (BUMED), WRAMC, NNMC, and DACH. These
representatives provide advice and analysis of the Human Resources (HR) functions within each facility
and how best to integrate those functions in a joint facility.

Program Areas

Joint Table of Distribution

During the past 18 months, the JTF CAPMED J1 Manpower and Personnel Directorate has worked to
consolidate and realign medical manpower resources within the NCR to effectively continue missions
outlined in the 169 BRAC Business Plan. The strategy builds on the initial analyses of the NCR Multi-
Service Market Office (MSMO), incorporates key elements of resultant Programs for Design (PFD), and
refines requirements using an iterative, spiral development process. Supporting analyses project
workload figures, benchmark military/civilian production standards, and incorporate expert user input. The
resultant joint medical manpower allocation reflects the unique mission requirements of JTF CAPMED
and captures efficiencies gained using integrated plans, interoperable assets, and standardized
systems/processes.
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Most recently, JTF CAPMED completed Phase IVb of a four-phased spiral development process (see
Appendix A). A pre-decisional draft version 2.0 of the Joint Table of Distribution (JTD) for both WRNMMC
and FBCH has been completed and made available to OASD/HA, TRICARE Management Activity (TMA),
the military Services, and the Joint Chiefs of Staff (JCS) for review. The objective is to complete the
review, refine the version 2.0 document, and make the necessary programming adjustments by 15
August 2009. Completion of these actions will support effective, timely military assignment and civilian
HR management activities prior to the 15 September 2011, opening of the new facilities.

As of June 2009, manpower requirements in the draft JTD are distributed according to the new facilities’
organizational structures and include occupational skill, personnel category, military service, and
military/civilian grade-level details. The JTD draft assumes operation within the existing pool of
manpower resources. It strives to ensure (1) that current readiness missions the NCR supports are
sustained in the future, (2) that the impact of deployments and contingencies are balanced across
medical facilities, sustaining the continuity of world-class casualty and beneficiary care, and (3) that
civilian work forces experience minimal dislocation during the transition. Graduate Medical Education
(GME) faculty and support staff figures are incorporated in the manning document. Consistent with past
practices, GME resident requirements are being determined and managed by the military services.
Resident figures are projected to remain at current levels. Key faculty requirements are also identified to
ensure that medical training programs are sustained. Finally, the JTD draft incorporates contributions by
Army, Navy, and Air Force services within the NCR. As previously noted, a pre-decisional version has
recently been forwarded to principal stakeholders for review.

The Environmental Impact Statement for the Walter Reed National Military Medical Center caps the total
number of personnel in the MTF at a given time at 5932. The JTF applied conservative availability factors
to the requirement of both facilities to meet the day to day mission of this medical treatment facility. Not
all military authorizations are filled at 100% for a variety of reasons. There are shortages within the
service medical department for specific occupations such as individuals not available for assignment due
to full time training and transit between duty stations. A military fill rate was applied to account for these
types of shortfalls. Like the military, not all civilian positions are filled 100% of the time. Facilities in the
national capital region historically run a 10% vacancy rate. Civilian positions are vacant due to individual
leaving their position for better employment, family needs, retirement and other reasons. In addition,
civilian positions are also vacant due to recruitment actions such as the hiring for new and existing
positions. Finally, the availability factor includes individuals are not available to work each day due to
vacation, temporary additional duty, iliness, and professional development. Each of the services applied
a manpower availability factor in their requirements determination process.

In May 2009, manpower listings in the pre-decisional draft were updated to include projected healthcare
services at other locations (i.e., Andrews AFB, Pentagon Clinic, Tri-Service Dental Clinic at the Pentagon,
and a primary care clinic at Forest Glen). Requirements for operations at Andrews AFB are nearly
complete. Analyses of operations at the Pentagon and Forest Glen are still being developed; estimates
were taken from existing manning documents and serve as placeholders for future refinement. Operating
locations at Andrews AFB and the Pentagon are additives to initial requirement projections as they
represent workload that was not projected for the two main facilities. The proposal to locate primary care
services at Forest Glen is not an additive. These services were previously planned for WRNMMC and,
therefore, will be supported by resources that had been designated for that facility. In each instance,
requirements will be refined in future updated JTDs and supported by existing resources.
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Staffing

The MHS Human Capital Strategic Plan (see Appendix B) is the primary document for the strategic
alignment of JTF manpower resources necessary, which will ensure the provision of highly qualified
manpower and personnel support to the HR staff at WRNMMC, FBCH, and the JTF CAPMED
headquarters. This alignment will be accomplished by selecting highly qualified military and civilian
personnel with extensive backgrounds in HR. As a joint activity, the selection of military personnel must
include all Service Components to adequately support and reflect the JOA. The JTF is currently
implementing the MHS Human Capital Strategy, and future versions of the MTP will contain more detailed
plans.

Defense Medical Human Resources System Internet

The JTF unanimously selected the Defense Medical Human Resources System internet (DMHRS:) as the
personnel system to use in the Human Resources Department to support the JOA. After a demonstration
of DMHRSI, the JTF Commander was impressed with the benefits associated with having a single,
integrated HR management system and fully supported its implementation. Because this system will
provide visibility, standardized information, accurate reporting, and cost analysis capabilities, DMHRSi will
be implemented throughout the NCR JOA.

Standard Operating Procedures

Each medical facility in the NCR has its own standard operating procedures (SOPs) that govern
operations. Most of these SOPs are Service Component-centric. As joint facilities, development of joint
SOPs and best business practices must be identified, approved, and disseminated throughout the JOA by
September 2010.

Assignment of Military Personnel

The JTF will coordinate the realignment of military personnel by retaining personnel currently living in the
north for assignment at WRNMMC and those residing in the south for assignment at FBCH. With the
buildup of the FBCH, some military personnel living in the north may be reassigned to the south due to
their occupational code and the needs of the facility. To prevent disruption and maintain continuity in the
organizations, ideally military personnel who report to the JOA by FY 2010 will not be considered for
reassignment until after the successful integration of the new facilities.

Personnel Services Division

The Personnel Services Division (PSD) provides management of military personnel programs, including
assignments and reassignments, management of organizational structure, functional assignments, and
manpower authorizations for the JTF and its subordinate commands. The new medical facilities
integrated into the JTF CAPMED will contain joint PSDs that provide support to all military members
regardless of Service. The PSDs will have a staff trained in all aspects of military personnel functions that
is able to assist all assigned Airman, Soldiers, and Sailors. The PSDs will interface with the Component
detachments and the J1 JTF CAPMED for the assignment and reassignments of military personnel. The
PSD is currently an agency on the installation that supports the NNMC, WRAMC, and DACH. The J1 JPG
recommends modifying the memorandum of understanding (MOU) to continue the PSD support at the
installations where WRNMMC and FBCH will reside.
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Human Resources Department

Both WRNMMC and FBCH will have a Human Resources Department (HRD) function with representation
from each Service Component to support individual service needs for military personnel in a joint
environment. Services will include in/out processing of personnel, command sponsorship programs,
position management, end strength management, personal contract management, military pay, special
pay for physicians and allied professionals, personnel actions, civilian payroll, civilian personnel actions,
reserve liaison, The Joint Commission HR standards, screening for military personnel with an overseas
assignment, military leavel/liberty program recruitment, and retention.

Personnel Awards and Military Evaluations

At NNMC, the function of managing personal awards and military evaluations currently resides in the
Secretariat. The J1 JPG recommends that this function, along with its staff, be moved to HRD to handle
the increased volume of military and civilian personnel awards and evaluations. The HRD at WRNMMC
and FBCH will manage the functions of personnel awards and military evaluations.

Civilian Drug Screening

Civilian Drug Screening (CDS) is a function of the Civilian HR division. With the realignment of civilian
personnel in the HRD, the J1 JPG recommends that CDS remain in HRD.

Personal Contracts

The J1 JPG recommends that Personal Contracts be managed within the HRD. The rationale for this
decision is based on the accountability of contractors in the workplace and the ability to evaluate the
appropriateness of request for contractors in the event of military deployments or shortfalls in staffing.

Joint Human Resources Policy Committee

An HR Policy Committee, which will include Service representatives, will develop a list of standardized
HR polices across the JOA. Once the policies are reviewed and best practices are identified, the
committee will present to the J1 Joint Planning Group (JPG) for concurrence and approval. Once
approved, the policies will be disseminated across the JOA by October 2010.

Reassignment and Personnel Actions

Military personnel currently assigned to NNMC, WRAMC, and DACH will be identified for reassignment to
WRNMMC and FBCH in July 2010. Orders will be generated in concert with their respective Component.
Incoming military personnel to NNMC, WRAMC, and DACH in 2010 may be stabilized until after the
integration of the new facilities to prevent disruption of the staff as they transfer to WRNMMC and FBCH.

The establishment of the JTF is a mandate from the Secretary of the Defense for a “world-class region,
anchored by a world-class Medical Center.” According to BRAC law, WRAMC will close in September
2011, and its mission, along with its support staff, will relocate to the WRNMMC or FBCH; the population
growth in the South led to a decision to expand DACH from a 60-bed to a 120-bed hospital and to rename
it FBCH. Yet, if the transition plans for the military personnel functions were suspended or discontinued,
the mandate of the Secretary of Defense and BRAC law would not be met. At the same time, if military
personnel orders are not identified early, there may be a significant impact on quality of life issues for
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those personnel and their family members when assignments are transferred from WRAMC to either
WRNMMC or FBCH, which is 60-90 minutes south.

Civilian Personnel

The civilian workforce is a key resource for military medical facilities throughout the NCR, as it provides
continuity of care and corporate knowledge while sustaining and enhancing surge capability during
periods of military deployments. From now until September 2011, civilian employees, like their military
counterparts, will experience uncertainty and potentially some turbulence during the relocation to the
newly constructed WRNMMC and FBCH. Most of the more than 2,000 Army civilians at the current
WRAMC campus will transfer either to WRNMMC or FBCH, nearly 600 Army civilians at DACH will
transfer to the newly constructed FBCH and, after undergoing 4 years of transformative construction and
internal moves, the 1,400 civilians at NNMC will integrate with WRAMC's displaced force. All of these
Army and Navy civilian employees, acculturated to the military service where many have worked for their
entire careers, will become DoD civilians (versus Service-centric employees) with an as yet undefined
culture in 2011. Yet, throughout this challenging time, the nearly 600,000 beneficiaries the JTF supports
will need the expertise and empathy of these caregivers and support personnel who are experiencing
their own significant personal transitions. JTF leadership anticipated this need, and the DEPSECDEF
responded.

Two precedential DEPSECDEF decisions—the Guaranteed Placement Program (GPP) commitment and
the decision to convert to DoD civilians in the new joint facilities—have created unique challenges and
opportunities in connection with the transition of MHS civilians in the NCR to joint medical facilities in
2011. Under past BRAC practice, the closure of WRAMC might have resulted in a large-scale reduction-
in-force of WRAMC employees with their subsequent placement in positions at the newly expanded
WRNMMC and DACH facilities through the Priority Placement Program (PPP). For many DoD employees
displaced by BRAC decisions, the PPP is the tool through which they are able to continue their federal
careers at other DoD installations. Unfortunately, many employees affected in base closures typically
seek and find other positions on their own and leave early to have greater certainty about their futures.
For WRAMC, that kind of attrition was deemed a threat to continued quality care for wounded warriors. In
August 2007, the DEPSECDEF directed the Guaranteed GPP for all WRAMC employees to transfer to
the new WRNMMC or FBCH (see Appendix C). To successfully guide this transformation, a Civilian HR
Council was charted and will be develop and communicate the implementing policies and actions to fulfill
the GPP commitment.

The second precedential decision was logically aligned to the decision to stand up the new WRNMMC
and FBCH as joint facilities—specifically the determination that all civilian employees in the new joint
facilities of WRNMMC and FBCH will be DoD civilians. To implement that decision, current Army and
Navy civilians will convert to DoD civilian status, which will require creation of a new governance
structure. This structure must provide for the delegation of Title V authorities via a DoD Chain of
Command to the Commander, JTF CAPMED and will shift the authorities from the traditional delegations
via the Service Secretaries. Implementing this new structure will involve adapting a variety of programs
and policies that will effectively replace those that the Services and the Service Surgeons General
currently developed for recruiting, managing, motivating, and rewarding civilian MHS employees. This
change will also provide unprecedented opportunities to create enhanced leadership roles for MHS
civilian employees in the NCR that are in line with the MHS Human Capital Strategic Plan for 2008—2013
(see Appendix C).
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This transformative undertaking will affect stakeholders at all levels within the DoD and within other
agencies. Most obviously, the work and careers of WRAMC, NNMC, and DACH employees and
managers will be directly impacted by decisions made across the civilian personnel program areas.
Congressional representatives will continue to track the progress of the transition to ensure the well-being
of their constituents affected by the move, and the Office of the Secretary of Defense representatives in
Health Affairs, Personnel and Readiness, Civilian Personnel Policy, and the Civilian Personnel
Management Service will be developing new policies and procedures to implement the DEPSECDEF
decisions. Labor unions will be actively engaged as the exclusive representatives of bargaining unit
employees in the region, while Service and DoD Equal Employment Opportunity (EEO) and Injury
Compensation Program Managers will be involved to ensure the proper execution of their program goals
during and after the transition. The Service Headquarters, Manpower and Reserve Affairs, and the
Offices of the Surgeons General will be consulted to ensure needed alignment with the civilian policy and
structure in the Service medical organizations. The working-level civilian HR organizations will be
essential to the effective preparation and transition to the new joint MTFs.

Civilian Human Resources Council

The Civilian Human Resources (CHR) Council was chartered in September 2008 to oversee the transition
of civilian personnel to the new regional alignment by mid-September 2011. The members of the Council
are the WRAMC, NNMC, and DACH Deputy Commanders who have the delegated authority to create
and modify civilian personnel policy within their organizations. The role of the Council is to work
collaboratively to mitigate the adverse impact of transition, while simultaneously identifying, nurturing, and
leveraging opportunities to begin thinking and operating regionally on issues affecting civilian personnel
(see Appendix C). The CHR Council has already approved a detailed project plan containing more than
15 major CHR program areas and more than 300 discrete tasks identified to achieve the transition (see
Appendix C). The CHR Advisory Group, composed of senior HR experts, strategic communication
specialists, and DCls, is providing advice and analysis, making recommendations, and carrying out the
decisions of the Council (see Appendix C). The CHR Advisory Group includes full-time CHR consultants
at WRAMC, NNMC, and DACH. These consultants serve as “embedded” HR support who work within the
organization’s civilian personnel organizations and focus on work related to developing and implementing
new processes and ensuring that communication to managers and employees is aligned with a common
regional message.

Major Program Areas

Transition Staff

It is essential to have civilian personnel experts focused on developing, defining, and “pre-positioning” the
regional end state during the transition. Internal HR staffs in organizations affected by BRAC are typically
overwhelmed with daily operations and sustainment. They do not have the time, or in some cases the skill
sets, to develop new business rules or prepare employees and managers to operate effectively when
they move into their new organizations. Because JTF CAPMED is committed to leveraging available
assets rather than building a large headquarters staff, the transition staff will be positioned in the facilities
where they can see the changes firsthand and effect the most change. The JTF has already succeeded in
hiring “embedded” consultants in each of the HR offices (see Appendix C). The only remaining task is to
recruit the program lead for the JTF. Currently, the Special Assistant for Civilian Human Resources Highly
Qualified Expertise is performing this task.

37



Communications

Consistent, frequent, detailed communication is essential for maintaining workforce confidence in the face
of the scope and complexity of changes that will occur over the next two years. A CHR strategic
communication plan (see Appendix C) was developed and every major program area plan includes a
specific communications approach. The goal is not only to communicate to employees and managers
what they need to hear, but to hear what they need to say.

Labor

All of the facilities that the transition will affect have labor unions representing roughly 1,500 employees,
yet no two negotiated agreements or bargaining units are the same. The Commander’s goal is to have a
regional civilian workforce with common rules and procedures to support interoperability and consistency
across the region. Clearly, the development and execution of a labor strategy that meets statutory and
regulatory requirements and produces an optimum outcome for the region will be a considerable
challenge.

Classification and Position Management

The region will include civilian employees covered under the National Security Personnel System (NSPS),
the General Schedule (GS), and the Federal Wage System (FWS). Classification is the process by which
a pay plan, series, and grade are assigned to a set of duties for each position. The Army currently uses
an automated system called FASCLASS and does not adhere to the standard format for its NSPS
positions. The Navy uses a standard position description (PD) library for its medical positions but does
not have a centralized system for classifying non-medical positions. The Advisory Group has identified a
substantial number of potential inconsistencies in the classification of positions at WRAMC and NNMC
and must address them prior to transition. A working group is currently reviewing the various position
classification approaches and will recommend to the JTF Commander a single regional approach
standard. WRAMC, NNMC, MGMC, and DACH all use similar approaches for Position management, the
process used to review and approve/disapprove new positions or modifications to existing positions. The
challenge over the next two years will be to shift those deliberations to a regional view to avoid decisions
that will produce unintended consequences when merging workforces.

Performance Management

The region currently includes civilian employees covered by the NSPS five-level performance
management system, the Navy’s two-level system for non-NSPS employees, and the Army’s five-level
system for non-NSPS employees. When workforces are merged, a systemic standardization of
performance objectives and measures will need to be in place to ensure consistency and equity across
the region.

Personnel Servicing

Transactional and advisory personnel services for civilians are currently provided through Service-
directed HR offices and processing centers. Those servicing offices are not organic to the MTFs and
belong to either the Navy installation support organizations or the Army’s Civilian Human Resources
Agency (CHRA). Prior to transition, the JTF will need to identify and negotiate a servicing agreement with
an existing HR service provider. Attributes of the new provider should include best value and the ability to
meet the unique requirements of a regional healthcare delivery system.
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Change Management

To mitigate the stress associated with transformative change while supporting continuing effectiveness for
employees transitioning to the regional end state, a rigorous change management strategy is needed.
This strategy will be linked to strategic communications but will include a broader range of services and
training.

Recruitment and Staffing

The GPP commitment adds challenges to civilian personnel transition, while providing a unique
opportunity to preserve critical skills and demonstrate how the region will care for its civilian workforce. In
addition to the GPP, the continuing shortage of certain healthcare specialties will continue to stress
WRNMMC and FBCH standup efforts. Today’s recruitment and staffing efforts must focus on a workforce
that will triple in size at Fort Belvoir and respect the desire of the majority of current WRAMC employees
to migrate to Bethesda when WRAMC closes its doors in 2011. The NCR is among the most fiercely
competitive markets for healthcare professionals in the United States and the ability to accommodate
geographical preferences has the potential to be one of our most powerful recruitment and retention tools.
Recruitment and staffing strategies are being developed to focus on hiring for Fort Belvoir in 2011 and
developing plans to maximize the placement of WRAMC employees at their desired locations.

Federal Employees’ Compensation Act

Medical and wage replacement benefits paid to employees who have become ill or injured at work
represent a substantial financial liability. For employees on permanent disability, the payments are made
by the Department of Labor and the costs are charged back to the Services. Prior to the transition, JTF
will need to assess the Federal Employees’ Compensation Act (FECA) caseload in the current activities,
determine the appropriate disposition of existing cases, and ensure that the funds currently allocated to
the Services to reimburse the Department of Labor are transitioned to the new facilities. Because the new
facilities may also have an obligation to return previously injured employees to work and must be ready to
process new claims immediately after the transition, it will also be necessary to ensure that an effective
FECA Program transitions into the new region.

Equal Employment Opportunity

A key element of maintaining the trust and confidence of the civilian workforce will be the manner in which
employee concerns and complaints are managed. Planners anticipate that there will be a number of
ongoing EEO complaints in the existing Army and Navy facilities when the employees become DoD
civilians in the new joint activities. To resolve these complaints, the JTF will need to determine and carry
out the appropriate disposition of those complaints and ensure the corresponding development of a
robust EEO Program in the new region.

Transition Assistance

A significant element of the transition will be caring for employees who are ending their careers or who
are choosing to leave rather than to transition to another work location or position. Effective transition
assistance will include the use of incentives to shape the workforce where it is determined that there are
surplus or obsolete skills.
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Recognition

Each of the Services has specific civilian awards for outstanding and meritorious performance. Those
traditions and values must be adapted and embedded within the new joint MHS environment to provide
for comparable levels of recognition based on civilian contributions to the mission.

Gap Analysis

The conversion of more than 4,000 Army and Navy civilians in three facilities to two joint facilities will
require creation of some surge capacity for needed redundancy in some operational areas and to address
the doubling of the transactional workload that will occur when the serviced civilian population moves
from one HR organization and Service database to another.

The transition of a motivated, confident force of healthcare providers and support personnel is critical to
achieving the transformational objective of “a world-class region, anchored by a world-class Medical
Center.” Failure to transition the civilian force in a credible, transparent, and compliant manner is likely to
result in the increased personnel costs that typically accrue from poor personnel management decisions.
Perhaps more importantly, a loss of employee trust and confidence will have the potential to adversely
affect patient care for years into the future. The creation of joint hospitals manned by DoD civilians
working with military personnel from all Services provides an unprecedented opportunity to create world-
class regional healthcare that leverages the best of each Service’s medical culture and best practices
throughout the NCR.

Education, Training, and Research

This integration and establishment of a regional healthcare delivery system, which includes the Air
Force’s MGMC, FBCH, and the Uniformed Services University (USU), will establish a model for future
military healthcare, education, training, and research. Several hundred trainees and research personnel
will relocate from WRAMC when it closes in 2011. These trainees will require clinical and research
platforms at the new WRNMMC and the new FBCH.

The SECDEF’s justification for establishing the new WRNMMC is, in part, to transform legacy military
medical centers into a world-class joint operational platform. Creating a joint education, training, and
research platform in the NCR is optimal due to collocation with other institutions such as the National
Institutes of Health, National Cancer Institute, National Intrepid Center of Excellence for Traumatic Brain
Injury and Psychological Health, USU, National Library of Medicine, Armed Forces Radiobiology
Research Institute, and Suburban Hospital.®

The JTF CAPMED Education, Training, and Research Directorate (J7) was established in September
2007 to serve as principal staff to the Commander, JTF CAPMED on health professions education,
training, and research issues and functions that evolve in the JOA during integration and transformation.
Key to this directorate is maintaining military education, training, and research capacity by providing
programs needed to meet changing mission requirements resulting from the closure of WRAMC.

> Murray, J.S. (2009). Joint Task Force National Capital Region Medical: Integration of education, training &
research. Military Medicine, 174 (5), 448-453.
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Ensuring that military medical education programs appropriately prepare future healthcare providers and
leaders is essential to mission success. The J7 also develops partnerships for collaborative education,
training, and research among the military Services, with other federal institutions such as the Department
of Veterans Affairs and Department of Health & Human Services, across healthcare professions such as
nursing and medicine, and with civilian agencies such as local hospitals and academic institutions.

The J7 Director established a JPG in January 2008 to oversee the transition of education, training, and
research programs to a regional focus. Members of this group include representatives from the WRAMC
Health System, NNMC, MGMC, and the USU. The role of the group is to work interdependently to identify
and develop mitigating strategies to address identified concerns that may impact education, training, or
research programs in the NCR. Members of the J7 JPG are also representatives of various
subcommittees (or cells) that specifically focus on the following: Enlisted Training, Graduate
Medical/Dental Education (GME/GDE), Health Professions Education (HPE) and Research. In January
2008, the JPG met to develop a strategic plan for areas to focus on during BRAC construction and
transition and for the establishment of a regional healthcare delivery system.

Since October 2007, the J7 has carried out joint initiatives to prepare for the future state of education,
training, and research in the NCR.

Stakeholders

Stakeholders military healthcare, education, training, and research span a diverse set of health
professions personnel from WRAMC, NNMC, DACH, and MGMC; faculty from the USU; and federal
entities such as the National Institutes of Health, National Cancer Institute, National Intrepid Center of
Excellence for Traumatic Brain Injury and Psychological Health, Department of Veterans Affairs,
Department of Health & Human Services.

Graduate Medical and Dental Education

The GME/GDE) section of the J7 will oversee the impact of integration and BRAC on the GME/GDE
programs and will ensure that these programs are optimally positioned for the provision of world-class
training now and in the future. This section currently tracks eight active elements.

Accreditation

There are 53 physician training programs and 11 dental programs in the NCR accredited by the
Accreditation Council for Graduate Medical Education (ACGME) and the American Dental Association’s
Commission on Dental Accreditation (CODA), respectively. Additionally, the oversight bodies for these
programs, the National Capital Consortium (NCC) and the Naval Postgraduate Dental School, are also
accredited by those bodies. Accreditation is for a period of one to five years, and the final date for site
visits is typically known three months in advance. Table 1 displays the schedule for when programs are
DUE to have their site visit, based on the timing of their last site visit. The actual date of the inspection will
be 3—-6 months after this date, and this data will be updated in the MTP as it becomes available.

Table 2 - Site Visits Conducted Within the Last 12 Months lists those programs that have had site visits in
the last 12 months and Table 2 lists the site visits conducted within the last 12 months but the next
inspection date has not yet been identified.
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TABLE 1- SITE VISIT SCHEDULE BASED ON LAST VISIT

National Capital Consortium Programs Projected Site Visit Date
Internal Medicine—WRAMC April 2009
Cardiovascular Disease April 2009
Critical Care Medicine/Internal Medicine April 2009
Infectious Disease April 2009
Nephrology April 2009
Pulmonary/Critical Care Medicine April 2009
Rheumatology April 2009
Neurological Surgery June 2009
National Capital Consortium June 2009
Orthopedic Surgery June 2009
Radiation Oncology July 2009
Anesthesiology October 2009
Critical Care Medicine/Anesthesiology October 2009
Pediatrics October 2009
Pediatric Endocrinology October 2009
Pediatric Hematology/Oncology October 2009
Pediatric Infectious Disease October 2009
Neonatal/Perinatal Medicine October 2009
Pain Medicine October 2009
Clinical Neurophysiology (NNMC/NIH) November 2009
Family Medicine May 2010
Family Medicine/Sports Medicine May 2010
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National Capital Consortium Programs Projected Site Visit Date

General Surgery—NNMC June 2010
Naval Postgraduate Dental School June 2010
Comprehensive Dentistry June 2010
Endodontics June 2010
Maxillofacial Prosthetics June 2010
Oral Diagnostics and Radiology June 2010
Oral Pathology June 2010
Oral Facial Pain June 2010
Peridontics June 2010
Prosthedontics June 2010
Allergy/lmmunology September 2010
Transitional Year November 2010
Dermatology March 2011
General Practice Dental Residency June 2010
Otolaryngology August 2011
Forensic Pathology September 2011
Obstetrics/Gynecology May 2012
Clinical Neurophysiology—WRAMC May 2012
Oral Maxillofacial Surgery June 2012
Orthopedics/Hand Surgery June 2012
Physical Medicine and Rehabilitation August 2012
General Surgery—WRAMC October 2012
Pathology (Anatomic and Clinical) October 2012
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National Capital Consortium Programs

Projected Site Visit Date

Neurology November 2012
Internal Medicine—NNMC January 2013
Endocrinology January 2013
Gastroenterology January 2013
Hematology/Oncology January 2013
Preventive Medicine (NCC) March 2013
Preventive Medicine (USU) March 2013
Ophthalmology May 2013
Advanced Education in General Dentistry June 2013
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TABLE 2 - SITE VISITS CONDUCTED WITHIN THE LAST 12 MONTHS

Site visits conducted within the previous 12 months.

The next site visit due date not yet identified.

Child Neurology Child and Adolescent Psychiatry
Nuclear Medicine Forensic Psychiatry

Pediatric Gastroenterology Geriatric Psychiatry

Psychiatry Radiology-Diagnostics

Urology Vascular Surgery

Sleep Medicine

Designated Institutional Official/GME Organizational Structure

The organizational structure for education and research for the WRNMMC will be led by a Deputy
Commander for Education and Research. This position will be a Corps-neutral position. Under this
Deputy will be four Directors, a Director of Graduate Medical Education (physician), a Director of Health
Professions Education (Corps-neutral), a Director of Research (Corps-neutral), and a Director of Faculty
Development (Corps-neutral). A decision will need to be made as to what will happen with the NCC in the
future and where the Designated Institutional Official (DIO) (the individual who is responsible to the
ACGME for all matters related to the physician training programs) position will be placed.
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Integrated Medical Library

The JOA will maintain an Integrated Electronic Medical Library and a medical information system.
Developing it will require multi-phased process that occurs over the next two years with multiple tasks and
milestones, as shown in Table 3.

TABLE 3 - INTEGRATED MEDICAL LIBRARY MILESTONES AND TASKS

Task Milestone Date

Integrate WRAMC, DACH, and Kimbrough library management
systems into the USU library system

15 March 2009

Stand up electronic library services, provided by USU, to

personnel assigned to WRAMC, DACH, and Kimbrough 1 October 2009

Integrate the NNMC Medical and Dental library management

systems into the USU library system 1 April 2010

Stand up electronic library services, provided by USU, to

personnel assigned to NNMC 1 October 2010

Stand up electronic library services, provided by USU, to

personnel assigned to the JOA 1 April 2011

Additionally, the Medical and Dental Libraries at NNMC will be consolidated due to BRAC-related
construction. It is anticipated that this will take place no later than 1 October 2010.

Monitoring Impact - Construction on Educational Programs

The impact of construction at NNMC on educational programs is an ongoing process that is monitored via
a variety of avenues by the JTF Chief of GME and GDE, the NCC Executive Director, the Director of GME
at WRAMC/NNMC, the Dean of the Naval Postgraduate Dental School, the USU Liaison Officer to the J7,
and the USU Undergraduate Medical Education Representative to the GME/GDE/UME Cell of the J7.
Identified issues are discussed monthly at the GME/GDE/UME Cell meeting and on an ad hoc basis as
needed. One of the formal mechanisms for tracking this information will be the educational dashboards
discussed in the next section.

GME, GDE, and Allied Health Dashboards

In December 2008, the JTF CAPMED Joint Transition Planning Board (JTPB) approved the concept of an
educational dashboard system that would allow JTF and Component leadership visibility on key metrics
that reflect robustness, risks, and trends in the GME, GDE, Allied Health, Nursing, and Enlisted Training
programs. These dashboards, currently under development, will provide a single, easily accessible
location where current and relevant data is housed that will address the “health” of training programs.
Under consideration by the JTF/J6 is a joint portal for the JOA-wide dashboard. Key metrics for each of
these programs and data entry are currently underway, with a projected final presentation to the JTPB in
mid-2009.
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Standardized Medical Intern Simulation Training

The CJTF has directed that training in basic procedural skills be conducted using simulation resources for
incoming interns assigned to WRAMC and NNMC. A group of GME leaders developed a training plan that
the JTPB and CJTF both approved. Tasks and milestones for this project are shown in Table 4.

TABLE 4 - STANDARDIZED MEDICAL INTERN SIMLUATION TRAINING

Task Milestone Date

Brief program directors on training plan at NCC GME 11 March 2009
meeting
Collect and review SOPs currently being used for 31 March 2009

teaching procedural skills

Determine Simulation Center equipment and faculty 17 April 2009
needs
Conduct basic procedural training Mid-year 2009

Partnerships with Civilian Community and Other Federal Agencies

Many of the GME programs have relationships with medical facilities in the civilian community to
maximize educational opportunities for their trainees. In some instances, the civilian community provides
additional opportunities to increase the number and variety of medical procedures for trainees; in other
cases, the civilian community provides clinical and research opportunities that are not available in the
MTFs. The need to expand this outreach is one of the metrics that will be monitored closely to measure
the impact of BRAC and integration on the graduate and undergraduate educational programs.

Undergraduate Medical Education Dashboard

Similar to the educational dashboards mentioned above, Undergraduate Medical Education (UME)
leaders are developing a dashboard that will allow them to track the “health” of their UME programs. This
effort is being led by the USU representative on the GME/GDE/UME Cell of the J7 and was briefed to the
JTPB in May 2009 when the other educational dashboards were presented for final. This dashboard may
be maintained in a joint portal for the JOA that the J6 is currently exploring.

Health Professions Education and Partnerships with Civilian Community and Other
Federal Agencies for Nursing and Enlisted Training

The OASD/HA Human Capital Human Resources working group is looking into the feasibility of
partnering with Northern Virginia Community College with to enhance nurse and allied health recruitment
throughout the NCR. J7 HPE became involved as this has potential to greatly influence logistics, nursing
workload, professional satisfaction, and nurse transition planning at the target FBCH. FBCH does not
currently operate a new nurse transition program. Such programs, however, have proven effective for
helping newly degreed nurses transition to professional practice and achieve competency sooner than
those nurses who do not participate in transition programs. Nurses with bachelor’'s degrees enter the
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workforce at approximately an advanced beginner stage of professionalism. New nurses prepared at the
Associate’s degree level would have an even greater need for a transition program. Discussion and
analysis of the risks to patient safety, nursing staff satisfaction, and the cost of implementing a transition
program need to be raised. J7 HPE representation will serve as the catalyst for those discussions and
analysis. The risk of not having a voice in these negotiations is miscommunication of nursing needs,
decreased patient safety, and the bird’s eye view from a nursing/HPE perspective.

J7 HPE entered into discussion and partnership with the Medical Education and Training (METC)
Campus at Fort Sam Houston, San Antonio, Texas. Open dialogue and transparency of integration efforts
is essential to avoid conflicting curricula content and intent. The Chief, Enlisted Training and the Chief,
HPE have visited METC to address curriculum requiring immediate approval (e.g., medication
administration), the effect of NCR integration on any Phase Il training programs, the quality of life of
trainees in the NCR, and the impact of declining patient enroliment on Phase Il programs. The J7
anticipates at least semiannual site visits to maintain quality interaction and partnership with METC. The
risk of not partnering with METC is in producing conflicting or incomplete curricula and gaps in Phase |l
training opportunities. Ineffective Phase Il training can jeopardize program accreditation.

Nursing Education Dashboard

The nursing education dashboard (see Table 5) was developed by HPE cell members who are either
education and training SMEs or leaders from medical care facilities in the JOA. The intent of the
dashboard is to enable viewing of key metrics that reveal the status of nursing education programs and
training compliance. Graduate nurse education includes Master’s degree programs in the Graduate
School of Nursing at the USU. These programs prepare advanced practice nurses for family practice,
anesthesia, peri-operative nursing and adult mental health. Monitoring utilization of these programs helps
the CJTF CAPMED understand readiness from a health provider perspective. Advanced critical care and
resuscitative courses are required or highly recommended for enhancing the skill set of nurses who may
be deployed. Nurse transition programs include the formal education and training programs designed to
help new graduate nurses transition to a competent level of clinical skill and military leadership during
their first tour as a professional nurse.

TABLE 5 - PROFESSIONAL NURSE TRANSITION INFORMATION

Nursing Education Dashboard

Education Type Metric Organization

. Utilization Completion s
Graduate Nurse Education Certification usu

WRAMC, NNMC, DACH,

Deployment Skills Utilization Compliance 79" Medical Wing (MDW)

Utilization Intern Satisfaction
Nurse Transition Programs Supervisor Satisfaction WRAMC, NNMC, 79 MDW

Utilization = # seats filled/total seats available
Compliance = # individuals completed/total number required
Certification = # graduates successfully passing certification exam

Satisfaction = outcomes data from survey completed at specific times after training/education
completed
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Organization of the Health Professions Education Directorate

As part of transition planning, the HPE Directorate for WRNMMC must be defined to ensure that the
correct number and type of services and personnel are planned for the transition. Roles, responsibilities,
and PDs need to be developed or adapted from current and corresponding positions already in place at
facilities in the JOA. HPE cell members have designed proposals for the organization of this Directorate
and will be presented to the J7 JPG for review. The risk in not identifying the organization and
responsibilities of this Directorate prior to transition is chaos with a loss of information and a lack of
readiness of hospital staff personnel.

Integration of Directives and Policies

Currently, each medical facility and Service has policies and directives that affect and guide the education
and training of its medical department staff. These policy documents need to be studied to identify
commonalities and Service-specific requirements and issues. The HPE cell has begun gathering these
documents from the various Services and medical facilities for review. The HPE cell will report its findings
and recommend courses of action (COAs) to the J7 JPG, which addresses how and when to combine
directives and policies that have common intent and purpose. The goal is to have integrated directives
and policies in place approximately one year prior to the transition to mitigate confusion and increase
compliance with policies and directions related to education and training. The risk of not integrating these
documents is confusion, personnel dissatisfaction, and possible degradation of readiness.

Standardized Newcomer Orientation

Similar to the integration of directives and policies, it is necessary to design a command orientation that
addresses the mission, vision, and other vital information about the new medical centers for newly
reporting staff. This orientation is not only a higher authority requirement, but also is a key standard
required for facility accreditation. The HPE cell has a subgroup reviewing the current command
orientation content and policies of the medical facilities. This subgroup will report to the HPE cell, which
will in turn develop a COA for a command orientation plan to present to the J7 JPG. The integrated
command orientation plan should be finalized and staffed several months prior to n order to reserve
classroom space and schedule instructors and presenters. The risk of not integrating a command
orientation is the loss of opportunity to impart vital command information to new staff. Additionally, there
would be a loss of productivity if new staff were to arrange their own training for systems such as Armed
Forces Health Longitudinal Technology Application (AHLTA) or DMHRSI, and delayed computer system
access if Health Insurance Portability and Accountability Act of 1996 (HIPAA) or information awareness
training were not completed.

Single Learning Management System for the JOA

Currently, training is established and tracked by separate means within the Services. There exists no
common database to access availability, schedule, or view training completion in a single learning
management system (LMS). The HPE cell is working closely with staff from OASD/HA and the Human
Capital Joint Education Training team to encourage develop computer interfaces for the Army and Air
Force’s LMS to the DMHRSI Education and Training Module. The Navy already uses DMHRS: as its
LMS, which interfaces with Navy Knowledge Online (NKO) and Military Health System E-Learn
(MHSLearn) where online training is stored. The OASD/HA is gathering needs and lessons learned from
users of the Navy’s DMHRS: to increase the functionality and desirability of using the Education and
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Training Module. The risk of not establishing a single LMS is poor visibility of class offerings for required
training such as Basic and advanced life support, which will result in decreased completion and
certification compliance. Lack of a single LMS will also decrease the visibility of required training
compliance for staff and leadership, thus jeopardizing readiness and patient safety.

Standardized Training Records

Each Service has unique directions and methods of recording and monitoring staff training. The HPE cell
has asked a subgroup to examine the means and methods each Service employs for managing training
records and to compare these means and any directives associated with training records. The goal is to
present a recommended COA to the J7 JPG to integrate training record management. The risk of not
having some methodology for training record integration is increased workload at the first line supervisor
level (multiple data entry and typing), a loss of information, and potential non-compliance with accrediting
or other higher authority direction and standards.

Simulation Techniques for JOA Inter-professional Education

Use of simulation such as integrated human patient simulators, partial task trainers, standardized
patients, computer-based virtual reality, and role-playing are successful methods of teaching hospital
personnel clinical skills and interdisciplinary teamwork. Competent teamwork and clinical skills are
associated with increased staff, patient, supervisor satisfaction, and patient safety. Simulation allows a
medical staff to increase clinical and interpersonal competencies in a risk-free environment that does not
jeopardize patient safety. To capitalize on the simulation resources thought to exist in the JOA, the CJTF
requested that a Simulation Cell be established within the division of J7 HPE. This chartered cell is
consists of simulation and education SMEs from military and civilian organizations.

To date, the Simulation Cell has inventoried the major simulation resources in the JOA and will maintain a
database of these resources for future training planning purposes. A web-based learning needs
assessment was also created, with data collection to be completed by mid-April 2009. Goals, in addition
to those generated by the needs assessment, include providing oversight of the design of the simulation
center to be established at WRNMMC; establishing a memorandum of agreement with the Washington
Hospital Center simulation center and ER One; creating and standardizing evidence-based simulation
curriculums for various skills and team training; and conducting outcomes research surrounding
simulation techniques and learning strategies.

Joint Competency-Based Orientation Program for Enlisted Medics

The Enlisted Training Cell reviewed and approved a training program for enlisted medics in alliance with
similar efforts developed and implemented at Landstuhl Regional Medical Center (LRMC) in Germany.
The desired effect of the program is to standardize the scope of practice for in-garrison environments at
all medical facilities within the JOA, with joint enlisted medical personnel and/or supporting joint rotations
for enlisted personnel.

Because of each Service’s unique training requirements, culture, medical delivery systems and enlisted
medical scopes of practice, it was evident from the start of this new partnership that collaboration,
training, and medical enlisted competencies would be required to facilitate interoperability and maximize
cooperation between the three Services.
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Standardized Joint Medication Administration Plan

The Enlisted Cell, in collaboration with nursing SMEs from each Service, convened to establish a
standardized medication administration training plan to ensure that all medical facilities in the JOA with
joint enlisted medical personnel and/or supporting joint rotations for enlisted personnel were being taught
the same competencies.

The Enlisted Cell members completed a gap analysis between the Navy Corps School, the Air Force
Aerospace Medical Technician, and the Army 68W technical schools. This analysis revealed that all
Services train on essentially the same information, although the Army’s 68Ws are not permitted to
administer medications in garrison, but they do so while deployed. The fact that the Army’s 68W could not
perform the same scope of care as the Navy and Air Force medics would hinder patient care; the benefit
to the Services in standardizing joint medication administration is an established common curriculum that
will standardize training and enhance interoperability and joint deployability. The blueprint for the
standardized joint medication training plan was scheduled for completion in FY 2009, and at that time, the
proposed product will be briefed to the HPE Cell for approval. Once approved, it will then be presented to
the JTPB for final approval and implementation.

Joint Senior Enlisted Orientation Course

A joint senior enlisted orientation course was created to prepare Senior Enlisted Leaders (SELs) for duty
in a joint environment and to ensure that SELs are well versed on the requirements necessary for enlisted
advancement throughout the JOA. This course is an Air Force, Navy, and Army “101” primer that will train
SELs to write annual performance reports, decorations, and joint awards; to ensure that their Soldiers,
Sailors, and Airmen have the tools to meet promotion requirements and adapt to Service cultural
differences; and to provide guidance to enlisted members that have not previously served in a joint
assignment.

A draft course outline was approved by Tri-Service SELs, Navy Executive Medical Department Enlisted
Course attendees, reviewed/approved by SELs that attended the Senior Leaders Conference, and
members of the J7 JPG, HPE Cell, and the Enlisted Training Cell.

This course will provide JOA SELs with the knowledge and skills necessary to function effectively in a
joint environment. The inaugural course will be held at the USU from 8-12 June 2009, with approximately
30 attendees from each of the Services. Once this course is underway, there are plans to develop similar
officer and civilian orientation courses to provide them with rank-appropriate information and training.

Enlisted Training Educational Dashboard

The purpose of the Enlisted Training Educational Dashboard is to provide a means of viewing key metrics
that reveal the status of enlisted training programs in the JOA. This dashboard was developed with Tri-
Service involvement within the J7 Enlisted Training Cell. The dashboard provides a one-stop tracking
system for JTF and Component leaders to review key metrics that reflect training status, risks, and trends
in the performance of enlisted training programs. The dashboard is also intended to meet the CJTF
CAPMED’s priorities of casualty care, care for the caregiver, readiness, regional healthcare delivery, and
common standards and processes.

Enlisted Specialty Integration Training Plans

The Enlisted Cell is responsible for integration planning of all medical specialties. Work has begun on
developing a training and cross-flow plan that will include competency assessments, staffing utilization,
professional growth/ development, and cultural awareness for enlisted personnel supporting the JTF.
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Tri-service SMEs will engage in the review of each functional area’s training plans and will develop
standardized training plans that will ensure that gaps in training are addressed. To date, many of the
clinical tasks each Service trains its staff on are similar and will require little additional training.

Research

The goal of the J7 Research Cell is to establish a single Department of Research Operations (DRO) that
integrates the research oversight, monitoring, and education activities that existed in support of DoD
Assurances for the Protection of Human Subjects prior to BRAC 2005 at National NNMC, WRAMC, and
MGMC. In addition, the DRO will integrate and support research execution activities as appropriate
throughout the JOA and facilitate the forming of research partnerships with federal and non-federal
entities. The following paragraphs describe major objectives for establishing the DRO and progress to
date toward achieving those objectives.

Application for Joint DoD Assurances for the Protection of Human Subjects

Federal agencies that were signatories to the Belmont Report, or so-called “Common Rule,” agreed to
follow ethical principals when conducting research using human subjects. The DoD was a signatory to the
Belmont Report, and accordingly it issued directives that require military entities engaged in clinical
research to apply for and maintain a DoD Assurance for the Protection of Human Subjects (comparable
to the Health and Human Services Federal Wide Assurance) prior to conducting research.

Although policies and procedures the Army, Navy and Air Force developed to obtain a DoD Assurance
were derived from the same DoD source documents, the military service medical institutions that engage
in research in the NCR independently developed their own procedures for reviewing and approving
research projects. The Service-unique administrative, scientific, and ethical reviews currently required to
gain local approval to conduct research are complicated, time consuming, labor intensive, and frustrating
for all who engage in research. This complexity is especially true for studies that are take place at multiple
sites and that must undergo multiple reviews by the local Institutional Review Boards (IRBs).
Furthermore, the current dependence on hard copy submissions aggravates an already cumbersome
process.

From a research regulatory activity perspective, the 2005 BRAC law presented challenges but also
profound opportunities. Our vision to integrate the research activities of the three Services is to establish
a joint DoD Assurance for MTFs in the NCR. Our objective is to standardize, align, and streamline the
research regulatory oversight procedures for the MTFs in the NCR without compromising the review
standards. The intended result is that for investigators conducting intramural research, the review process
appears seamless to the reviewer and that any one protocol will only need to be reviewed by one IRB.

A major step remains prior to applying for Joint DoD Assurance. The DoD Component Commander
under which JTF CAPMED will operate must be identified in order to write a Human Research Protection
Program Plan and synthesize SOPs needed to apply for a DoD Assurance.

Standardization and Alignment of Research Operations

A preliminary step toward achieving Joint Assurance is to standardize the various SOPs the Services use
in their respective protocol review processes. Significant progress in this standardization has been made

since 2006. Standard format and content for research protocol templates have been agreed to, as well as
standard content and SOPs for conducting the administrative phase of research protocol review. Most

52



recently, the JTF proposed an SOP as a basic framework for conducting the scientific phase of research
protocol review. It remains in the process of developing a standardized process for reporting adverse
events and reviewing protocols that meet criteria for exemption from full IRB review.

Standardization of the Administrative and Scientific Phases of Research Protocol
Review

Research protocols must progress through three major review phases to gain approval for execution:
administrative, scientific, and ethical. In our efforts to standardize our SOPs, the JTF developed a
common procedure for executing the administrative phase of review. More recently, JTF staff officers
analyzed the several different models used for scientific review within the medical centers. After
considering the strengths and weaknesses of the different models, the JTF developed a framework for a
standardized review process. The “panel model” of scientific review was recommended, and an SOP was
drafted for use throughout the JOA.

Conversion to Electronic Document Management

Integration and operation of the DRO will require an efficient and easily accessible document
management system. Processing, approval, and monitoring of research is a complex and document-
intense activity. The acquisition of an electronic IRB system is an important initiative intended to
modernize and streamline JTF operations. Underway are efforts to standardize operating procedures
throughout the JOA, which has the additional benefit of preparing the JTF for implementing an electronic
IRB system.

In partnership with the Southeastern Regional Medical Command (SERMC), medical centers in the JOA
were awarded funds to conduct pilot testing of the electronic IRB system, IRBNet. As part of the pilot
testing, the necessary information management/information technology (IM/IT) approvals were obtained,
and access to the system using a “single sign” through the Internet was developed. Computer servers,
hardware, and software were purchased and installed on the SERMC post, and standardized protocol
templates and other documents were uploaded to the system. Although the training of staff, review
committee members, and investigators is ongoing, a “go-live” date is projected for SERMC. Other medical
centers in the JOA, beginning with WRAMC, will follow in succession.

Merging of Medical Center Research Competitions

The WRAMC and the NNMC Center have traditionally held independent research competitions. The
WRAMC convened the Bailey K. Ashford (BKA) research symposium for graduating trainees, and the
NNMC held a research competition for trainees and staff. Awards in laboratory and clinical categories
were presented to graduating trainees who won the BKA competition. Winners of staff and trainee
categories in the Navy competition advanced to the Navy’s national level of competition. A work group
has been formed and is charged with exploring the potential of merging research competitions while
preserving unique Service-specific characteristics where possible. A plan has also been developed and
approved to merge the poster and oral presentation phases of the competitions. The first combined
competition will be held in spring 2009.

Integration of Research Consultation, Education, and Training Assets

An important function of the clinical investigation programs that exist in the military medical centers is to
provide consultative services, education, and training for the conduct of research. Consultative services
are typically focused on helping investigators using biostatistics and other researchers with rational

53



experimental design. The JTF has identified the statisticians, inventoried biostatistical resources, and
created a catalogue of the various formal and semiformal statistical training courses that are currently
available. Our plan is to preserve the statistician staffing and maintain the resources while making the
Service-specific courses open throughout the JOA. In addition to consultations in experimental design
and the appropriate use of statistics, approximately 400 staff members or fellows are trained per year in
one or more of the following courses:

o Web-based Collaborative Institutional Review Board Training Initiative (CITI) course that
trains investigators in the ethical conduct of research

¢ NIH-sponsored course in principles and practices of clinical research

e Training in molecular biology techniques

¢ Training in statistics (basic and advanced courses)

e Courses to assist investigators in the execution of research and scholarly activities, such
as the WRAMC “Portable” and the “Protocol Outreach” courses

e Instruction on current good clinical practice procedures.

Preservation and Coordination of Research Execution Functions

Nursing- and dental-specific research training and execution activities exist within the medical centers.
The nursing and dental research activities at NNMC currently are staffed and operate within the Clinical
Investigation Department. The nursing research activity at WRAMC is independent of clinical
investigation, but collaborates in the research review and oversight activity. The plan through the
transition is to incorporate these activities within the integrated DRO.

Bench laboratory research competency and capabilities also exist within the medical centers. The
WRAMC maintains state-of-the-art laboratory services with space and equipment to support microbiology,
immunology, and chemistry studies. In addition to providing research execution capabilities for staff and
trainee projects, the laboratory services are also used in the research training mission. The laboratories
themselves are used for training fellows and staff in modern techniques commonly used in molecular
biology, protein chemistry, genomics, and immunochemistry. The JTF is currently tracking the demand for
these services, projecting staff needs, inventorying equipment, and estimating space requirements.

Establishing Research Partnerships with Other Federal Agencies and the Civilian
Community

Informal support exists in the medical centers for the many partnerships that exist to conduct research
with extramural collaborators. In the future DRO, the mechanism for this informal support will become
formalized. Collaboration with other federal and industry entities will be encouraged and facilitated
through a DRO office of sponsored research. This office will facilitate enabling Cooperative Research and
Development Agreements, Inter-Agency Agreements, Materiel Transfer Agreements, and other research
partnership-related documents. If appropriate, the office will also provide oversight of extramural funding
to ensure compliance with Federal Acquisition Regulations.

Perhaps the closest of projected partnerships is with the USU, which is on the north campus of the
WRNMMC. Participation with the USU in a recent Clinical and Translational Science Award has clarified
and advanced the research possibilities of this particular partnership.

Cooperation with sponsors of biomedical research such as the Army Medical Research and Materiel
Command, the Navy’s Office of Naval Research, the USU, the Defense Centers of Excellence, the
National Institutes of Health, the Veterans Administration, and industry will be encouraged when interests
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are aligned. The collaborations will be formalized through inter-agency agreements, memoranda of
understanding, grants, and cooperative research and development agreements.

Collaborations with established, mutually beneficial partnerships such as with the US Military Cancer

Institute, the Biospecimen Network, and the Infectious Disease Clinical Research Program will continue
and be nurtured.
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Process

The PROCESS dimension of change includes all of the activities that
occur within the JOA to ensure that the needs of our people are being
met by the creation of efficient JTF CAPMED operations. Within the
process dimension, standardized processes and use of various tools
such as the IMS and MTP for such activities as relocating patients,
staffs, and services; managing transition; determining concepts of
clinical and administrative operations; preparing for and conducting
inspections; integrating staffs and services; assimilating cultures; and
conducting the myriad other activities can be orchestrated effectively
to reach FOC by 15 September 2011.
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Currently there are thousands of individual processes in place at WRAMC, NNMC and DACH that ensure
safe, state-of-the art medicine is occurring at these individual facilities. By merging not only two large
medical centers (WRAMC and NNMC), but also establishing joint hospitals with integrated Service staff,
the development of unified processes is imperative to mitigate risks, maintain accreditation and standards
and facilitate a smooth transition.

This section of the MTP addresses the relocation plans, transition plans and the overarching processes
requiring standardization. JTF CAPMED first addressed how and when to relocate patients and staff from
WRAMC to WRNMMC at a transition wargame in February 2009. The wargame resulted in the
recommendation to do a consolidated move of patients and staff from WRAMC to WRNMMC in the
summer of 2011. To track and analyze the planning activities for the relocation of patients and staff, JTF
CAPMED developed the Integrated Master Schedule. Staffs from JTF CAPMED, NNMC, WRAMC and
DACH are currently in the process of establishing transition cells which will develop detailed plans of each
move, including clinical activation and patient move checklists. Future versions of the MTP will include
these plans in greater granularity.

The JTF CAPMED instituted the Joint Operational Planning Process to establish a systematic, fair
decision making process. There are multiple working groups and cells analyzing and addressing
numerous issues and processes that need to be standardized and tracked during the transition. These
issues include, but are not limited to, external inspections, medical quality assurance, clinical and
administrative concepts of operation, staff credentialing, and the development of joint issuances, patient
administration and establishing the resource processes to support the JOA.

Relocation

JTF CAPMED, from its inception, has largely focused on the timely and effective relocation of services. In
pursuit of this goal, the staff has participated in a broad array of activities focused on selecting an optimal
move strategy, refining post-move departmental operations, sequencing the activities associated with the
transition, and securing widespread buy-in for the transition plans. This section highlights some of the
primary manifestations of this effort, including simulating and selecting a move strategy and the
development of scheduling and project management architecture.

Moving forward, relocation efforts will likely align under a centralized transition planning office,
encompassing transition SMEs and senior-level hospital administrators.

Wargame

In February 2009, JTF CAPMED sponsored a Wargame event to evaluate the merits and risks of the
various WRNMMC transition strategies. The goal of the Wargame was to mobilize WRNMMC
stakeholders to evaluate various strategies to existing transition services at WRAMC to their final location.
The Wargame was designed to meet the following objectives:

o Explore strengths, weaknesses, and gaps of potential COAs for moving patients, staff, and
equipment

e |dentify and analyze levers that may impact various timelines

e |dentify stakeholders’ concerns—obstacles and derailers—with potential COAs,
suggestions, and next steps

o |dentify a preferred COA to best ensure access to medical services in the NCR.
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A graphical depiction representative of the interdependent lanes of transition that were analyzed during
the wargame, including DACH to the new FBCH, NNMC to the expanded WRNMMC, and WRAMC to
FBCH and WRNMMC can be seen in Figure 8 below.

Current State vs. Future State
of Healthcare Delivery in NCR

Current State: Two Large Medical Centers, Two Hospitals; Service Specific Staffing
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FIGURE 8 - CURRENT STATE VS. FUTURE STATE OF HEALTHCARE DELIVERY IN NCR
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More than 130 stakeholders participated in the wargame, representing a mix of patients, Component
clinicians (e.g., WRAMC, DACH, and NNMC), command staff, JTF CAPMED, administrators, logisticians,
equipment planners, facility and construction experts. Throughout the four days, stakeholders were
assigned to one of five teams (inpatient, outpatient, diagnostic and ancillary services, administration, and
patients) and were asked to examine each COA and respond to specific questions.

A particular concern was meeting the intent of the FY 2008 NDAA Section 16741), which requires that
“patients, staff, bed capacity, functions, or parts of functions at WRAMC have not been moved or
disestablished until the expanded facilities at the NNMC, Bethesda, Maryland, and DeWitt Army
Community Hospital, Fort Belvoir, Virginia, are completed, equipped, and staffed with sufficient capacity
to accept and provide, at a minimum, the same level of and access to care as patients received at
WRAMC during fiscal year 2006.”

The interim congressional report suggested several notional COAs. However, based on additional
information, including an updated construction schedule and SME input, simulation participants evaluated
three COAs. The COAs varied primarily in the duration of the planned move—ranging from an extended
move of various services from as early as November 2010 and extending to August 2011 to moving all at
once over the course of a long weekend in August 2011 (see Figure 9).

Simulation Transition COAs and Timeframes

» Spreads the movement of WRAMC clinical and clinical support personnel over time, occurring as new
COAOne buildings and renovated space are completed both at the new FBCH and at Bethesda

Multi-Phased Moves » Movement occurs in four or five planned and executed moves for several services/departments at a time

» NNMC internal moves as new construction and renovated spaces become available

» Beginsin December 2010

COA Two » Seeks to concentrate thetransition in June 2011 in order to take advantage of a traditionally low inpatient
: census period and accommodate the PCS cycle
Workload Driven Move One large move June 2011 for FBCH; second large move in Aug/Sep for WRNMMC

v

v

Primary move of WRAMC personnel occurs when all new and renovated facilities are completed
Considered as primary and contingency option in case of extended construction or other delays
WRAMC personnel ideally move over a 4-day weekend at the end of August 2011

COAThree
End-load Move
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TIMELINE
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FIGURE 9 - WARGAME SIMULATION TRANSITION COA'S AND TIMEFRAMES
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A SUMMARY OF THE THREE COAS FOLLOWS:

e (COA One - represents a multi-phased approach that spreads the transition from WRAMC
over a 6-8 month period. The “multi-phased” move requires completed construction and
outfitting of all of FBCH and Buildings A and B at Bethesda. This option would occur in
April 2011.

e (COA Two — seeks to concentrate the transition in June 2011 to accommodate the
Services PCS cycle and the GME) cycle (ending 30 June 2011) and take advantage of a
traditionally low inpatient census period.

e COA Three —is the reverse strategy, end-loading the transition in the final month or so of
the BRAC period. This “end-load” approach would occur in the August/September time
frame of 2011.

ALL COAS OPERATE WITHIN THE FOLLOWING SET OF PLANNING ASSUMPTIONS:

e Continuity of care will be 100 percent assured throughout the transition with minimum
interruption in health service delivery. While consideration may be given to sending
patients out to the network, on an as-needed basis, this practice will be the exception, not
the rule. The goal is to maintain the care of all WRAMC primary beneficiaries within the
NCR to the greatest extent possible.

¢ Internal moves at Bethesda and Fort Belvoir will occur as the space is made available at
both campuses. At Fort Belvoir, the transition will not occur until Building C, housing the
inpatient, surgical, and most ancillary diagnostic services, is available. Given that the
NNMC is already a fully functioning hospital, the transition will occur as each clinic/service
is completed.

o All certification, equipment testing, equipment training, and support system setup will be
completed before the first patient day. All activities relating to the installation, setup, and
operation of both fixed and moveable equipment will occur in advance of any major patient
moves from WRAMC.

e Accreditation will be maintained or achieved. The JTF will work with accrediting bodies,
including The Joint Commission and the ACGME, ensuring that the WRAMC transition
does not impede or negatively impact accreditation.

o All staff training, including conducting “day-in-the-life” exercises (as necessary), will have
been completed before the first patient day. Day-in-the-life and other staff training will be
conducted months prior to the first patient day, ensuring that staff has full knowledge and
understanding of the “new” facility’s layout, equipment, processes, etc.

e A strategic communication plan will be executed. A comprehensive strategic
communication plan will be developed and executed, with appropriate messaging for all
stakeholders affected by the WRAMC move, including WRAMC patients, their families,
personnel, and the community.

e Transition moves occur during times that minimize patient and staffing disruptions. The
physical movement of patients will occur ideally over a long weekend and/or at times to
leverage a low patient census.

e Resources ensuring the viability of the preferred COA will be provided. Funding supporting
an extended weekend move during the transition, e.g., extra shuttle services for patients,
etc., will be provided to support the smooth efficient transition of patients.
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o AllWRAMC primary beneficiaries will be accommodated in their final healthcare “home”
by the BRAC deadline. Most beneficiaries who previously had been enrolled with a
primary care manager at WRAMC will be enrolled with a new primary care manager.

In any scenario, Warriors in Transition receiving only primary and secondary care should be relocated to
Fort Belvoir (pending completion of the Warriors-in-Transition Center adjacent to FBCH) and Fort Meade
(pending provision of similar support facilities at Fort Meade) as soon as facilities are made available to
accommodate them. However, Warriors in Transition requiring tertiary services may need to remain at
WRAMC until their consolidated Warrior Transition Center (dormitories, dining, and support facilities) are
opened at the end of summer 2011. Likewise, services accessed by Warriors in Transition may need to
be maintained at WRAMC until the warriors are transferred to WRNMMC. Essential Warriors in Transition
services include all physical and behavioral care modalities, along with surgical and ancillary services.
The DoD is fully committed to maintaining sufficient clinical, administrative, and support capabilities at
WRAMC to care for Warriors in Transition until the replacement facilities or other locations are ready to
assume their care. This level of support and clinical activity may affect transition actions at WRNMMC and
FBCH.

Much of the wargame discussion focused on challenges associated with moving services in a phased
approach (see Figure 10 - WRAMC to WRNMMC Transition Challenges). While some services such as
the OR and cardiology could move as early as January 2010, related and interdependent services such
as the inpatient medical surgical services and cardiac rehab will not be constructed and outfitted until
August 2011.
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FIGURE 10 - WRAMC TO WRNMMC TRANSITION CHALLENGES

Various risks and mitigation efforts surrounding an incremental move were discussed during the
simulation, which gave way to strategic thought and critical planning needs. Such discussion included the
risk of losing Residency Review Committee (RRC) accreditation due to the loss of procedural volume,
loss of staff supervision, and the loss of interdependencies at WRAMC. Basically, the consensus was that
the longer the transition, the more the risk. A coordinated and synchronized clinical transition plan that
ensures consideration of interdependencies could mitigate such risk. Another mitigating effort includes
incorporating input from the RRCs into the “staff” plan to make certain that accreditation requirements are
being met.

Similarly, another risk with an incremental move is the risk of losing clinical accreditations (e.g., blood
bank, radiology, The Joint Commission, etc.). Again, the consensus was that the longer the transition, the
more risk involved with losing accreditation. In addition to involving accrediting agencies in the “staff”
transition plan, another mitigation effort would be to have single governance for the two MTFs. This
solution would help in standardizing communication and developing common NCR-wide policies and
procedures.

A protracted move spreads out the “inconvenience factor” for access to clinical services over a five-month
period. This transition spread has the potential of decreasing patient satisfaction, decreasing the
continuity of care, and increasing patient leakage/cost to civilian networks. Mitigation efforts for the
inconvenience of a spread-out transition include developing a central appointing system and
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implementing effective STRATCOMM messages to both internal and external community stakeholders (a
longer move would require more STRATCOMM, more inconveniences, and greater risk for error).

Preferred Course of Action

After four days, the consensus among all stakeholder groups was to recommend a modified COA 3

e Fort Belvoir and Bethesda'’s internal moves should occur as new and renovated space
comes online

o For Bethesda, these internal moves occur from spring 2009 through August 2011

e For Fort Belvoir, patients move from DACH to FBCH in April 2011 for outpatient services
and diagnostic care and in June 2011 for inpatient care

¢ WRAMC functions transition to Fort Belvoir and Bethesda over a compressed time frame,
ideally over one long weekend in late August/early September, following completion of
several key trigger activities at Bethesda including:

— Parking garages, Warrior Transition Center Complex, inpatient renovations, and
administrative complex

— Equipment installation, certification, testing, and training

— Support system setups and commissioning

— Building systems commissioning

—  Staff training, including “day-in-the-life” exercises

e To ensure that this COA is successful, all critical joint lines of operation must be resolved
and in place

o Mitigation strategies to ensure sustained patient care will be developed by the MTF
transition cells

e  Attrition of inpatient census at WRAMC will occur prior to the consolidated move as
inpatient spaces come available at NNMC/WRNMMC.

Following the four-day simulation, the principal directors of the Clinical Transition Wargame Exercise met
with those senior leaders in the National Capital Area having joint oversight of the WRAMC transition.
Attendees discussed the results of the wargame exercise and debated the way forward. Group
consensus was that, other than by exception, services should not transition from WRAMC to WRNMMC
and FBCH until critical trigger activities are completed at the Bethesda campus and/or mitigation
strategies are leveraged. A key trigger activity is ensuring that essential clinical and supporting services
are in place and fully functional. Several facilities, including staff parking garages and the Warrior
Transition Center Complex, are not expected to be ready for occupancy until late summer 2011. The
consensus of the group was that it would be risky to attempt to transition patients and staff with
construction contractors still spread across the Bethesda installation and inadequate staff parking
available.

Following completion of critical trigger activities, delivery of a "quick" transition is desired. While
advantageous to shift services in phases over a longer period of time, the group discussed the identified
industry standard to transition whole services all at once, over consolidated period of time. CJTF
concurred with the concept and directed the transition team to provide supporting case studies and
develop a detailed execution plan for all precedent activities and mitigation strategies required to facilitate
a coordinated transition. Appendix D is the Transition Wargame Report 2009.

64



Justification of End-Move Strategy

The simulation participants believed that the chosen option best matched their knowledge of the hospital
industry’s approach to transition. To verify this, the JTF conducted a study of recent high-profile facility
moves, with a goal of extracting a common set of lessons learned and best practices in merging and
moving hospitals. Hospitals and health systems selected for the study were chosen for their similarity to
WRNMMC/FBCH'’s situation. Most selected hospitals represented major, tertiary care facilities, whose
moves involved the relocation of a large number of patients, furniture, and equipment to a renovated or
replacement facility; some institutions involved the consolidation of multiple sites into one, and several
had robust teaching programs.

Of the key study findings, nearly all administrators underscored the importance of minimizing the length of
the patient move to a one- to two-day window, with an initial “soft” move of non-clinical administrative and
support areas occurring two to three weeks prior to the move. According to those interviewed, extending
the patient move any longer multiplies the potential for risk to patients, as the degree of concentration and
synchronization needed to successfully move inpatients is not sustainable for an extended period of time.
Even for outpatient services, there is value in an all-at-once “first patient day.” The staff is prepared,
energized, and motivated, and patients are excited about being in a newly opened/renovated
environment.

In a few of these case studies, the move was virtually “across the street.” Thus, it might appear that the
NCR is in a more difficult position because it requiring a move “across town.” Yet, on closer examination,
these examples are equally compelling in favor of an “all-at-once move.” In cases where a major medical
center built its replacement facility “across the street” and moved over a weekend, that action, in itself,
demonstrated that there was little or no advantage to transitioning services early or in a piecemeal
fashion because otherwise that entity would have done so—being located just “across the street.”
Patients and staff could walk back and forth for complementary services and yet these institutions did not
to exercise that option.

Other findings supported the importance of carefully sequencing inpatients during the physical move, the
benefits of hosting strategically planned orientations and walkthroughs, the necessity of developing a
robust move plan including contingency plans, and suggestions for how to effectively structure a transition
team to promote efficiency. Finally, administrators reported a common set of challenges, including
ensuring that all department heads faithfully carry out their individual move plans, maintaining patient-
centered care in the existing facility, securing patient and family buy-in to the move, and managing the
extent of the media's involvement with the move. Appendix E is the complete “Hospital Moves Best
Practice Report”
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Planning For Relocation and Transition

To facilitate planning, JTF CAPMED developed the Integrated Master Schedule (IMS) and is assisting the
three MTF’s to establish transition management offices. The Physical Infrastructure of this MTP contains
the relocation plans for patients and staff based on construction milestones. Transition managers from the
three MTFs are meeting and developing detailed relocation plans based on process standardization for
patients and staff which will be included in future versions of the MTP.

Plans take into consideration several key events dictated by BRAC recommendations. Leading up to the
final BRAC implementation date of 15 September 2011, the DoD anticipates that the design for both
WRNMMC and FBCH will be completed during 2009. It also expects construction and renovations to be
completed between the beginning of 2010 and August 2011. Efforts continue to meet all BRAC-imposed
deadlines. The IMS and MTP will both facilitate plans, execution and implementation of all the activities
required to meet the BRAC deadline.

In evaluating the move, it is crucial to understand that there are a number of services that will be new to
FBCH such as oncology and critical care. Also, the relocation of patients and staff from WRAMC to
WRNMMC is a complex process which will require detailed, adaptive plans. These relocation plans will
entail dedicated staff training, equipment testing and certification, transition services and clinical activation
checklists and any associated licensing and credentialing. Mitigation strategies to ensure safe, continuity
of patient care during the transition will also be developed.

Integrated Master Schedule

The IMS (Tier 2) is a project schedule that aggregates and integrates all of the detail, discrete work, and
planning activities supporting the execution of events and leading to the successful transition of WRAMC
to the new WRNMMC and FBCH. The IMS tracks milestones (Tier 1) and assimilates tasks from multiple
schedules (Tier 3), including geographic and JTF functional schedules into one master schedule as
shown in Figure 11 — Schedule Framework.
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FIGURE 11 — SCHEDULE FRAMEWORK

Each task on the IMS has a discrete beginning and ending date. Task information flows from individual
schedules that are integrated through logic ties known as interdependencies (predecessors, successors,
and constraints). IMS project schedule data resides in a database on a server and can be aggregated
and sorted. It can produce numerous project schedules and reports, thus providing information at varying
levels and in varying formats for different stakeholder groups. This live database is updated monthly to
reflect progress and maintain plan consistency.

The IMS Information comes from a variety of sources. Primary sources include the JTF CAPMED Senior
Staff, Division Heads, and Action Officers; Component Commanders and Deputies; the DCls; Project
Office Staff; Naval Facilities Engineering Command (NAVFAC); and the Army Corps of Engineers.
Secondary sources include the Health Facilities Project Office (HFPQO), the Health Facility Planning
Agency (HFPA), and other contractors.

The IMS provides JTF CAPMED, WRAMC, Fort Belvoir, and NNMC, as well as other stakeholders, with
an understanding and appreciation for the complexities and interdependencies among various
stakeholders, including the JTF J-Codes, WRAMC, Fort Belvoir, NNM Component Commanders and
staff, the DCls, the Construction Project Offices, and outside stakeholders, including TMA, HA, MHS, and
others.
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Geographic Schedules: Five (Tier 3) geographic schedules are under development: the WRAMC
move, the NNMC to the new WRNMMC, the WRNMMC gain, the DACH to the new FBCH, and the FBCH
gain. Also note the following about the geographic schedules:

e The move schedules report tasks associated with functions leaving from or relocating at the
respective location. Schedule components include clinic/service/room location,
equipment/furnishings/staff, and associated tasks for activities, including training and relocation.

e The gain schedules report tasks associated with functions arriving at respective locations.
Schedule components include design, construct, equipment, manpower, and transition.

e The primary focus of geographic schedules is BRAC tasks. However, non-BRAC tasks or other
actions will be included to the extent that they affect BRAC execution.

JTF Schedules: Each J-Code is developing a detailed schedule (Tier 3) that includes detailed project
activities that support the critical milestones, objectives and tasks in Tiers 1 & 2.

Milestone: A significant event that marks progress in a project. Mission-critical milestones are
activities that must occur for the project to be successful. Timely completion of critical milestones
will result in an effective transition of WRAMC, DACH, and NNMC to the new FBCH and
WRNMMC and a transformed and integrated joint healthcare delivery system.

Objective: A concrete statement describing an element that the project is trying to achieve

Task: A cohesive, individual unit of work that is part of the total work needed to accomplish an
objective.

Given the interdependencies among and between J-Codes for tasks and activities associated with the
WRAMC transition and integrated health system transformation, the IMS will facilitate and encourage
cross-code collaboration.
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People, Process, Technology, and Physical Infrastructure

The people, process, technology, and physical infrastructure dimensions are key enablers that JTF
CAPMED will use to fulfill its mission (see Figure 12). These dimensions of change describe many
features that work together to enable an organization’s capabilities:

People — organization structure and human capital management (e.g., workforce planning,
leadership development, recruiting, performance management, training and development, reward
systems, labor relations, and diversity management)

Process — business activities performed by the enterprise, including associated sequence, rules,
data, and metrics information

Technology — data, applications, and technical infrastructure

Physical Infrastructure — places and environments where the enterprise workforce (e.g.,
employees, contractors, mission partners, and service providers) performs work.

People, Process, Technology and
Physical Infrastructure Dimensions

— Wounded Warriors — Medicalequipment

— Caregivers technology evolution or

— JointLeadership innovation

— Manpower— Military & — Information management
Civilian , and Information

— Requirementfornew skills Technology
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Process ' Physical " Physical Infrastructure

Relocation & Transition
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Master Transition Plan
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 Infrastructure " Design, construction
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FIGURE 12 - PEOPLE, PROCESS, TECHNOLOGY AND PHYSICAL INFRASTRUCTURE DIMENSIONS
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Monitoring milestones and tasks along these four dimensions will ensure that interdependent tasks are
effectively coordinated across J-Codes and that tasks have the participation of the appropriate
stakeholders to accomplish the mission.

JTF CAPMED Decision-Making Process

Since the inception of JTF CAPMED, integration planning has been carried out by military and civilian
personnel representing the JTF and by various MTFs across the JOA. These people have been
organized into JPGs and work groups aligned under the various J Directorates that have directed their
work. Many of these individuals began their work under the Office of Integration or the MSMO and carried
it to the JTF once the JTF became an active entity. Without the work from these groups, the JTF would
not be able meet BRAC requirements or build a new MHS in the NCR.

JTF planning and decision making is being accomplished using the Joint Operation Planning Process
(JOPP) as found in Joint Publication (JP) 5.0, Joint Operation Planning. The basic steps of the JOPP are
as follows:

1. Initiation — The process kicks off by an event that provides guidance or direction to develop a
COA to achieve an objective

2. Mission Analysis — Senior stakeholders provide a common sight picture. Threat vulnerability
analysis identifies critical requirements, capabilities, and vulnerabilities. Vulnerabilities are
categorized for further analysis, and SMEs assist with the process.

3. COA Development — Lines of operation (LOOs) are developed for each critical vulnerability.
LOOs are logical lines that connect actions related in time and purpose with an objective. A COA
is developed for each LOO during this step.

4. COA Analysis and Wargaming — In this step, advantages and disadvantages for each COA are
identified. During wargaming, each COA is subjected to a rigorous application to real-world
situations to gain better insight of its desirability and possible unintended consequences.

5. COA Comparison — The strengths and weaknesses of each COA are identified, and the COA
with the highest probability of success is identified.

6. COA Approval — The recommended COA is presented to the CJTF for approval.

7. Plan/Order Development — A decision memorandum is written and signed by the CJTF for
implementation within the JOA.

Generally, step 1 is completed either by the CJTF or the J Directorates. Steps 2 through 5 are carried out
at the work group level, and the work is brought back to the JPG for initial approval and presentation to
the JTPB for either approval or forwarding to CJTF for decision. The JTPB membership includes the JTF
CAPMED HQ J Code Directors, the DCls at the three MTFs, a USU representative, and ad hoc members.
The Chair of the JTPB is the J5 Director. Once a decision is made by either the JTPB or the CJTF, a
decision memorandum is written to communicate the decision to the appropriate lead (see Figure 13 -
JTF CAPMED JPG Process).
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JTF CAPMED Headquarters Directorates

JTF CAPMED is organized into seven Directorates, roughly following the pattern shown in figure 11-1 of JP
5-00.2, Joint Task Force Planning Guidance and Procedures. The Directorates are established as
follows:

J-1 Manpower & Personnel

J-3 Operations

J-4 Logistics and Facilities

J-5 Plans & Policy

J-6 Communication Support (IM/IT)
J-7 Education, Training & Research
J-8 Resources

Each of these Directorates oversees a JPG that is headed by its J Code Director and generally consists
of staff members from within the Directorate and staff members from other Directorates who serve as
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liaisons for coordination and planning purposes. The purpose of these JPGs aligns with what is stated in
JP 5-00.2, that Joint Planning Groups “...assist in planning and other directed tasks.” As a rule, the seven
JPGs provide direction downward to various work groups and receive the finished products of those work
groups, which are then presented to the JTPB. Usually in the form of decision briefs, these products
contain recommended COAs for the CJTF to consider and adopt for application throughout the JOA.

Many of the JPGs require work groups in order to have the correct mix of SMEs to adequately perform
the JOPP analysis of a particular event or challenge. Generally, the work groups are chaired by a
member of the JPG and consist of military and civilian personnel from JTF CAPMED and from MTFs and
other organizations and facilities located in the JOA. The work groups analyze the mission or situation,
develop the COAs and conduct a Wargame, compare the COAs, and make recommendations back to the
JPGs about which COAs they consider preferable to meet the mission or situation. The work groups are
either developed as standing groups or as groups that meet to meet the JOPP requirement and then
disband. The various work groups aligned with their J Code are listed in Appendix F — Joint Planning
Groups.

Conclusion

The bulk of the JTF’s work is carried out in the working groups, where SMEs from various organizations
collaborate to solve complex issues. As new issues arise, additional work groups will be formed to
address them.
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Transition Management

Having critically evaluated various transition strategies against criteria and chosen an optimal COA for
transition, administrators are now developing the administrative infrastructure that will guide the transition
plan through execution. As of June 2009, all plans are still notional, but the goal of the JTF is to institute a
transition management structure by July 2009.

During the transition from four Service-specific MTFs to two joint facilities, staff and patients from the
current four inpatient MTFs will relocate into one new MTF (WRNMMC) and one significantly expanded
and modified MTF (FBCH). While most healthcare mergers merely append the operations of the acquired
entity to those of the acquiring entity, the JTF is pursuing a “best practices” integration of three Services,
while striving for transformational advancement in the process. At the center of the proposed hub-and-
spoke structure is a Joint Integration Team (JIT), composed of subject SMEs with experience in hospital
mergers and moves (see Figure 14).
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FIGURE 14 - JOINT INTEGRATION TEAMS FRAMEWORK

This JIT will serve the crucial function of unifying the key functions and work groups involved in the
transition. The JIT will synthesize the input of senior-level health system administrators (e.g., DCls, DCAs,
Non Commissioned Officers, Integrated Department Chiefs), manage the activities of transition teams and
work groups, ensure the timely resolution of manpower- and space-related concerns, oversee the
execution of CONOPS-related concerns, and maintain consistent oversight of the J-Code schedules.
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Internal Transition Coordination

Combining the eight physical transition moves with desired integration across the three Services to meet
transformation goals makes this transition a uniquely complex process.

The physical transition is being managed by BRAC Project Management Offices (PMOs) and Transition
Cells at Bethesda and Fort Belvoir. The Army’s HFPA has the most experience in managing large
transition projects within the DoD, and the physical move is following its historically formulated guidance
to establish and operate transition cells at the two receiving sites. Project offices and transition cells
routinely interact and overlap in their responsibilities. And, given that there are two receiving sites in this
transition, all transition and integration activities must be coordinated between the two transition cells.
Figure 15 summarizes the typical project office and transition cell responsibilities.

Traditional Transition Office Responsibilities

Clinical Administrative
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* Policies & Procedures  Staffing Realignment

e Patient Moves ¢ Policies & Procedures
¢ Finance
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¢ Research * Housekeeping

* Volunteer Management
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The two project offices will stand up several transition teams and work groups, many with significant
commonalities. Figure 16, Figure 17, Figure 18 and Figure 19 illustrate the organization of these transition

cells.

Traditional Project Office Transition Responsibilities
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¢ Transition Move Coordination
(non-patient)

¢ Medical Equipment Acquisition &
Installation
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¢ Project & Staff PAO Communications
¢ Contract & Budget Management
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e Security

* Transition Coordination

FIGURE 15 - PROJECT OFFICE AND TRANSITION OFFICE RESPONSIBILITIES
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NNMC Transition Cell
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FBCH Transition Cell- HFPO
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FIGURE 17 - FBCH TRANSITION CELL - HFPO
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FBCH Transition Cell - Dewltt
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WRAMC Transition Cell
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FIGURE 19 - WRAMC TRANSITION CELL

WRAMC is close to fully staffing its own transition cell. As the primary “divesting” MTF, WRAMC must
take special care of the needs of its staff and patient populations. Roughly 4,500 staff alone will relocate
from WRAMC to FBCH and WRNMMC. Part of the composition of WRAMC’s transition cell are 13
Departmental Coordinators who will serve as the primary sending site’s representative for all aspects of
transition and integration that affect WRAMC's services and patients. Additionally, the JTF is in the
process of initiating a contract to hire Departmental Coordinators to represent the two receiving sites. A
minimum of 10 coordinators will represent the Deputy Commander distribution of the now organizational
structure of the two joint MTFs. There are seven deputy positions under the new structure; however, the
Deputy Clinical commander has the broadest range of responsibility, including surgical, medical,
behavioral health, and ancillary services. An individual coordinator will be established under each of these
clinical subdivisions.

The two receiving site transition cells, together with the project offices, will be organized to address
transition and integration requirements from the “people, process, technology, and physical infrastructure”
lanes

Transition Contract Support

The JTF is also securing contractor support for a JIT PMO for oversight and guidance. This PMO will
include representation from a civilian transition services entity with robust experience in large complicated
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transitions with national significance. The PMO will ensure that the JTF leverages industry best practices
and guidance throughout the transition. At least one Systems Architect/Engineer (A/E) and Scheduling
Director will be included on the PMO staff. It will operate under the direction of a Project Execution Board
consisting of the current DClIs from the four hospitals and the J3 (Operations), J4 (Logistics and
Facilities), and J5 (Plans and Policy) JTF Directors. This board will report to the DCJTF, with the JTF J4
functioning as the DCJTF primary lead and the Contracting Officer's Representative (COR) for all JTF
sponsored transition and integration contracts (see Figure 20). Formal connectivity between the Project
Execution Board and the equivalent Deputy Commanders at the four MTFs will be established.

Transition Support

Transformationsto

/ JointCommanders
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N e e
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Management Office

JIT Captains (JTF Staff)

Integration Integration
Coordinators Schedulers

FIGURE 20 - TRANSITION SUPPORT

The sending and receiving Departmental Coordinators will act in unison, with organic coordinators from
the JTF, Components, and MTFs, as JITs responsible for full integration of all activities occurring at the
Project Offices, transition cells, JPGs and cells, and all Departments and services. They will ensure that
all required products to support transition and integration are appropriately and adequately addressed in
these domains. Figure 21 shows the notional relationship between the transition entities and example
products.
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The JTF’s existing transition and integration contract support staff has been instrumental in facilitating
several baseline activities, including planning integration conferences, hosting clinical transition
simulations, and analyzing industry best practices in transition. Every day, this contract is focused on
designing, building, and maintaining the JTF’s IMS. In addition to capturing the physical elements of the
project, the IMS captures all the activities of the JPGs and cells. In this way, it provides a comprehensive
map of all transition and integration activities occurring across all domains. As receiving site transition
cells and JITs are formed, the JTF will need to further increase its scheduling and coordination
capabilities, but since the current contract cannot be further expanded, other contracting vehicles will be
used to augment transition efforts. .

The JTF, along with the U.S. Army Medical Research Acquisition Activity (USAMRAA) and TMA, is
procuring initial outfitting and transition (I0&T) services to support the receiving MTFs. This contract will
include support for the following tasks:

o Facilitating hospital transitioning and activation

¢ Provisioning/installing materiel, furniture/furnishings, and medical, non-medical, and IT equipment
¢ Providing initial transition and equipment training (operations and maintenance)

e Moving reused equipment and materiel to outfit the receiving MTFs.

This acquisition will be conducted though a full and open procurement to all interested and responsible
sources. The Government intends to award a single award under a Cost Plus Incentive Fee contract with
a period of performance that will begin approximately 14 November 2009 and run through 13 November
2010 with two one-year option periods. Most transition activities related to the physical movement and
activation of “things” will be managed under this contract.

With an initiation date of November 2009, this contract will be in place well in advance of the completion
of FBCH facilities and the first additions and major renovations at WRNMMC. |10 services required for
preliminary and phasing moves in advance of these major moves are being supported by various
partners, including the Defense Supply Center Philadelphia (DSCP)/Navy Medicine Logistics Command
(NAVMEDLOGCOM) and the US Army Corps of Engineers (USACOE) (Norfolk). The JTF is optimistic
that the IO&T procurement strategy will yield favorable monetary results. By packaging most of the
physical IO&T requirements under one contract, the JTF is allowing prospective contractors to realize
huge purchasing discounts due to the scale of the contract. This benefit, combined with the insertion of a
profit sharing element within the contract, should ensure a favorable outcome from a cost. Figure 23
illustrates the transition time line with respect to the existing transition contract, the forming JIT structure,
the move and activation transition services, and the implementation team.
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FIGURE 23 - TRANSFORMATION TIMELINE

Analysis of Capabilities across the Entire Transition Period

Moving forward, a key imperative for administrators will be to ensure that high-quality care is maintained
at each facility within the JOA during the entire transition period. To maintain continuity of care,
administrators are focusing on three areas:

o Outpatient capacity analysis — Given the far-reaching network of the Services’ outpatient
clinics throughout the JOA, it will be crucial to systematically track and project clinic volumes and
capacity as the transition approaches. This information will serve as the foundation of the JTF
outpatient transition strategy and will enable administrators to make well-informed choices for
how to reroute patients from their existing clinics to their new clinics and for how to sequence the
moves of interdependent clinics.

» Inpatient capacity analysis — While the volume of inpatients to be transferred between
facilities during the transition is minimal as compared to the number of outpatients, administrators
must also ensure that adequate inpatient capacity is secured at the time of the move. For this
reason, bed utilization data, by ward and by month, will be analyzed to help inform the transition
strategy.

o Continuity of care tracking — Maintaining continuity of care throughout the transition is one
of the JTF commander’s key priorities. Apart from pure capacity analysis, a variety of other quality-
of-care metrics—including clinical quality indicators, patient satisfaction scores, and average wait
times—uwill be monitored to ensure that the standards of care delivery are sustained before, during,
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and after the transition. The JTF, in collaboration with contractor staff, is currently developing
systems to track these metrics.
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Integration

To successfully transition from four Service-centric military MTFs to two joint facilities, the JTF must
ensure a process that will entail more than just the physical move or transition of staff, equipment, and
patients, but the development of standardized policies and procedures and unified business practices
across the JOA. Each Service has specific policies and traditions that shape the patient care environment
at the individual Service-specific facilities. With joint facilities, a strategy for a new way of doing business
is necessary to fully achieve integrated healthcare throughout the NCR. Three goals will help the JTF
formulate this strategy. The first goal is to establish joint leadership to ensure integrated clinical and
administrative practices and standard CONOPS discussed in the People section. The second goal of the
strategy is to homogenize all issuances and directives to improve patient care and decrease the risk of
Service-specific “ways of doing things,” which cause unnecessary turbulence during the transition and
beyond. Equally important in this second goal is to monitor and track all external inspections of the
commands impacted by the transition to ensure that medical standards of care are sustained across the
transition period. The third goal is to merge staff, including all three Services’ civilian and contract
employees into a joint, unified team focused on providing world-class patient care, while also
understanding Service differences and leveraging the best-of-Service practices and cultural norms.

Issuances

JTF CAPMED faces a significant challenge in the creation of a standardized set of joint medical
issuances (directives, instructions, manuals, etc.) throughout the JOA, and in particular, at Walter Reed
National Military Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH). Each
service’s governing instructions, policies and regulations have a distinct tone consistent with the jargon of
its particular service. Although the four existing inpatient military medical treatment facilities received
fully accredited status from the Joint Commission, each got there in a significantly different way. The
following is a breakdown of existing policies, directives and instructions by individual facility:

Walter Reed Army Medical Center 236
Dewitt Army Community Hospital 169
National Naval Medical Center 341
Malcolm Grow Medical Center 141

JTF CAPMED faces the challenge of reviewing hundreds of issuances from multiple installations and
arriving at an appropriate set of issuances to govern WRNMMC and FBCH in a manner that facilitates
world-class healthcare.

Implementation Plan for JTF CAPMED Issuances

Initially, personnel assigned to WRNMMC and FBCH will utilize JTF CAPMED issuances and then
develop their own as necessary. Over the next 12-18 months, existing Army, Navy & Air Force issuances
will be translated into joint issuances that assigned staff from both facilities will use in the execution of
their missions.

The challenges faced by the JTF Issuances work group stem from Service culture and nomenclature.
Each Service has a unique process for updating their medical issuances and each service Medical
Treatment Facility received higher headquarters guidance on how facilities should be administered.

While all Military Medical Treatment Facilities strive for accreditation from the Joint Commission (And
other functional-specific governing bodies), their approaches are different and these differences provide a
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challenge in integrating more than 800 existing policies, regulations and instructions into a standardized
library of JTF CAPMED joint issuances.

This comprehensive re-write of issuances will assist the JTF in fully preparing for the transition effort as
the sheer magnitude of the re-write will ensure a complete top-to-bottom review of all issuances
necessary to manage MTFs throughout the NCR and anywhere in the JOA.

External Inspections

Between 1 March 2009 and 15 September 2011, BRAC-affected MTFs in the NCR will undergo at least
85 visits by 42 different inspecting agencies. These agencies will visit and inspect installations, facilities,
programs, clinics, services, and equipment. Most of these inspections affect the accreditation required to
provide care for warriors and their families in the NCR. As we transition from four Service-specific facilities
into two joint facilities, it is imperative that the JTF CAPMED be prepared for these inspections and not,
though a lack of preparation or distraction, inadvertently create a situation that would negatively affect
one or more of these inspections.

These inspections have a number of stakeholders to keep in mind (see BRAC MTF Integrated
Accreditation Inspections). Up until 15 September 2011, 26 GME programs will be undergoing
accreditation inspections. Failure to pass accreditation not only affects the programs, but also it reduces
the number of specialty physicians for all military Services and the Public Health Service. The medical
laboratories of DACH, NNMC, and WRAMC will be facing 11 accreditations during the same period.
Failure to pass any of these inspections will result in either a reduction of medical care or an increase in
costs to send specimens to outside reference laboratories. The radiology and nuclear medicine
departments, including oncology and mammography, face a total of 13 inspections across the 3 facilities.
Not passing will result in a loss of diagnostic procedures and oncology treatments.

To keep track of these visits and inspections, the J5 Integration Division developed a Microsoft Excel®
database. The information from that database was then was placed into Microsoft Project® and converted
to milestones. These two documents are useful tools for the BRAC transition process.

Development of the External Inspections Database

Requests for information about upcoming inspections were sent out to the 79" Medical Wing, DACH,
NNMC, and WRAMC. As the information filtered back to J5 Integration, it was added to the Excel®
database. The inspection name, the inspected activity, the date of the last inspection, and the date of the
next inspection were all recorded on the spreadsheet. The spreadsheet was divided into MTF, GME,
HPE, orthopedic/rehabilitation, pharmacy, preventive medicine, and radiology worksheets. For the most
part, the next inspections were recorded as month and year. Some of the upcoming dates went as far out
as 2015.

After the spreadsheet was completed, a project was created in MS Project®. The main project was the
BRAC timeline, ending 15 September 2011. The data was entered into no specific order, but Project®
automatically tagged them with a sequential number that is recorded in column one. Each of the
inspections was listed in the second column by MTF and specific activity, i.e., WRAMC Lab. The third
column listed the inspecting agency. All inspections were listed as “0” days in length so that they would
show up on the timeline as milestones. The dates selected for the milestone were the first working day of
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the month and year recorded in the Excel® spreadsheet. Some events did not have specific times and
were either recorded in the same month as the last inspection or not given a specific date other than the
default date of the 30 January 2009, the day the project was initiated. The stars were chosen to mark the
milestones and the stars were color coded: silver is the 79" Medical Wing; olive is DACH; blue is NNMC;
green is WRAMC; black is Walter Reed Army Institute of Research; yellow is NCC; and purple is USU of
Health Sciences.

Upon completion of the External Accreditation Inspection Milestones Project (EAIM), the database was
uploaded onto the JTF Portal and distributed for use in the IMS to members of J5 Integration and J3.

Surveillance of External Accreditation Inspections

Throughout the transition period, members of the J5 Integration Division will monitor the IMS and
scheduled external inspections on the EAIM for potential conflicts. As conflicts are identified, the J5
Integration Division will notify the J5 of the situation. The J5 will then distribute the information, along with
possible mitigation strategies, to the Component Commanders for distribution to the individual or group
that can implement the most effective resolution of the conflict. As inspections are completed, delayed, or
accelerated, resulting changes will be recorded on the database and EAIM by the J5 Integration Division
members.

Possible Mitigation Strategies for Conflicts between the EAIM and IMS

MTFs require numerous inspections and accreditations in order to provide healthcare. From January
2009 through 15 September 2011, BRAC-affected MTFs in the JOA will face 85 inspections by at least 42
different agencies. The JTF must monitor the inspections to ensure that all the MTFs remain fully
compliant and capable to provide care for their constituents. The EAIM and IMS provide tools for the J5
Integration Division to monitor projected conflicts between inspections and movements. Proactively
oversight of this process assists in providing the JTF Commander the assurance that the high level of
healthcare in the NCR is maintained over the duration of the BRAC projects.

When conflicts between the EAIM and IMS occur, most mitigation strategies involve contacting the
inspecting agencies and requesting an adjustment in the timing of the inspections. When there is a
conflict, Integrated Department Chiefs will ensure that the agencies are contacted with plenty of time to
either advance or delay an inspection.

Another mitigating strategy would be to delay or advance a move to a new facility. This solution would
potentially have an impact on interdependent services offered or required by other elements that would
either remain in place or move without them. This solution would require much more coordination and
attention to detail and should only be used under dire circumstances such as the loss of accreditation or
the closing of a service or program.

Clinical Concepts of Operation for WRNMMC

To ensure successful integration, the JTF established a baseline understanding of where each medical
service area stood with regards to consolidation and formed a clinical transition plan. The process of
establishing this baseline of understanding led to developing an integrated clinical CONOPS for each
medical service area. This effort kicked off in October 2005 and has been an ongoing, iterative process,
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with the most recent updates occurring in November 2008. This clinical CONOPS serves as the
cornerstone upon which the BRAC transition plans are being built. It was critical that the CONOPS
correctly reflected the scope of service and functions that would be offered in the new WRNMMC and
FBCH. Each of the CONOPS provides an ideal outline of clinical operations, describes facility layout
requirements, and offers a manpower request for a consolidated service area in the new institution.

The organizational structure for the new WRNMMC and FBCH was used as the backbone for validating
the soundness of the clinical CONOPS. This validation included all of the areas under the Deputy
Commanders of Clinical, Nursing, Dental, GME, HPE, and Clinical Research. Two additional areas were
also included in the clinical CONOPS validation process: congressionally sponsored programs and new
clinical missions added after 2005.

Additionally, there is a fair correlation between the CONOPS input gathered at the July 2008 off-site and
the reviews conducted in November 2008. The template for the CONOPS was changed and abbreviated
in July 2008, but the mission, function, and scope of service did not markedly change from the original
CONOPS discussions held in 2005-2006.

The Clinical CONOPs report provided the following:

e Analysis of the July 2008 clinical CONOPS validation data

e Clinical CONOPS November 2008 validation report

e Action steps required for resolution of discrepancies in the clinical CONOPS

e Correlation between the July and November 2008 clinical CONOPS validation.

At the time of the report, the Directors for Clinical Integration formally recommended that the CONOPS
development effort should be viewed as an iterative process and recommended that the J5 lead a team
composed of the DCls, J-1, J-3, and J-4 Directors to meet biweekly until all issues were resolved.

Analysis of the July 2008 Clinical CONOPS Validation Data

During the July 2008 off-site, 258 total line items were identified that pertained to the CONOPS for the
new WRNMMC and FBCH. Of these 258 total line items, 185 items related to clinical CONOPS and 73
related to non-clinical CONOPS (see Figure 24).
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FIGURE 24 - JULY 2008 CONOPS DATA — 258 TOTAL LINE ITEMS
The 258 items were then placed into four categories:

Critical to mission — high
Critical to mission — medium
Critical to mission — low
Critical to mission — uncertain

robd =

Of the 185 clinical CONOPS line items, 51 were identified as critical to mission — high, 23 were identified
as critical to mission — medium, 8 were identified as critical to mission — low, and 103 were identified as
critical to mission — unknown. Further analysis of the line items revealed that three major categories were
readily identifiable: space concerns, manning/workload concerns, and CONOPS concerns (see Figure
25).
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TABLE 6 - JULY 2008 CONOPS DATA — ACTIONABLE ITEMS

Clinical CONOPS line items

~ Critical to Mission

Clinical Investigation Dept (N/S) High

Critical Care (N/S) High

Dental (N) High

Family Practice (N) High/ Medium
HPE Department (N/S) High/Medium
Clinical Research (N/S) High/Medium
Prosthetics and Orthotics (S) High
Pediatric Specialty Care (S) High

Social Work (N/S) High
Radiation Oncology-Conscious Sedation (N) [High/Medium
Traumatic Brain Injury Service (N/S) High
Chiropractic (S) High/Medium
Joint Pathology Center High

3-D Medical Applications Medium
Faculty Development Medium
Nephrology (N/S) Medium
Rheumatology (N) Medium
Simulation Center Low
Immunizations Unknown
Audiology and Speech Unknown
ENT (N/S) Unknown
Wound Care Clinic (N/S) Unknown
Tumor Registry (N/S) Unknown
Preventive Medicine (N/S) Unknown
Public Health Directorate (N/S) Unknown
Medical Readiness (N/S) Unknown

Clinical CONOPS November 2008 Validation Report

A GREEN, AMBER, and RED system was used to evaluate the clinical CONOPS to determine whether
the CONOPS supported the clinical service’s ability to execute its mission. The colors are defined as
follows:
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GREEN Clinical CONOPS includes the full scope of services and supports all functions
required to execute the mission

AMBER Clinical CONOPS does not include the full scope of services and supports all
functions and therefore the mission is compromised

RED Clinical CONOPS does not include the full scope of services and supports all
functions and the mission cannot be executed.

The DCls, along with the JTF staff, are currently addressing the issues raised through the CONOPS
validation process (see Table 7) by meeting with the medical service areas in order of the issues’
relevance and importance. As a part of this effort, the clinical CONOPS team will work closely with the
Administration/Logistics CONOPS team and compare overall manpower and space requirements as they
pertain to projected administrative and clinical missions in the new facilities.

TABLE 7 - CORRELATION BETWEEN THE JULY AND NOVEMBER 2008 CLINICAL CONOPS VALIDATION

Clinical CONOPS Line Items | Critical to Mission July 2008 Mission Execution Nov 2008
Clinical Investigation Dept (S) High

Critical Care (N) High
Dental (N) High
Family Practice (N) High/ Medium
HPE Department (N/S) High/Medium
Prosthetics and Orthotics (S) High
Pediatric Specialty Care (S) High
Social Work (N/S) High

Radiation =~ Oncology-Conscious|High/Medium Resolved
Sedation (N)

Traumatic Brain Injury Service|High

(N/S)

Chiropractic (S) High/Medium
Joint Pathology Center High

3-D Medical Applications Medium
Faculty Development (N/S) Medium
Nephrology (N/S) Medium
Rheumatology (N) Medium
Simulation Center Low
Immunizations Unknown
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Clinical CONOPS Line Items Critical to Mission July 2008 Mission Execution Nov 2008

Unknown
ENT (N/S) Unknown
Wound Care Clinic (S) Unknown
Tumor Registry (N/S) Unknown
Preventive Medicine (N/S) Unknown
Public Health Directorate (N/S) Unknown
Medical Readiness (N/S) Unknown TBD

Administration and Logistics Concepts of Operation for WRNMMC

In October 2008, the CJTF directed the JTF Component Command Chiefs of Staff to address the
integration of medical administration and logistics functions. Specifically, they were asked to address,
using a phased approach, how to shift approximately 2,300 authorizations from the existing WRAMC,
DACH, and NNMC to the new WRNMMC and the FBCH.

Phase 1 consisted of a manpower authorization drill in summer 2008 led by the JTF CAPMED J-1
Director. This phase was significant because it outlined the numbers that J1 proposed serve as the
foundation the Chiefs of Staff would use to compare their overall authorization recommendations for the
new facilities.

Phase 2 was led by the J1 directorate and was held at the USU in October 2008. At the time, the
functional SMEs met in Tri-service work groups, completed an assessment of required missions
necessary in the new facilities, and produced an initial study determining the manpower authorizations
required for the new facilities. The challenge this study presented was overcoming facility “nepotism” and
a projected overage of more than 1,000 authorizations. When these results were initially shared with JTF
senior leadership, CJTF reiterated his expectation that Environmental Impact Statement (EIS) caps of no
more than 5,932 (North Campus) and 3,198 (South Campus) would be strictly adhered to. He also added
several additional expectations:

o Expected efficiencies (decrease manpower and decrease overhead) as a result of mission
consolidations

e Existing manpower numbers would not change unless there was a change to existing
missions (provide clear justification for any increased manpower requirements)

From 6 through 23 January 2009, representatives from the NNMC, WRAMC, 79" Medical Wing’'s MGMC,
and DACH met to address the Administrative and Logistics CONOPS, manpower authorizations, and the
space necessary to support them at the WRNMMC and FBCH. Multiple meetings co-hosted by the NNMC
and WRAMC Chiefs of Staff and facilitated by the NNMC and WRAMC Deputy DClIs were held over a
three-week period. These meetings were attended by Chiefs of Staff, Administrators, and SMEs from
each branch of the Service and the four primary NCR MTFs. Representatives were led through a series of
discussions that addressed the requirements necessary to carry out the various Administration/Logistics
missions at the new facilities, the CONOPS which provided a detailed risk assessment to validate the
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requirements, and the spacing necessary to support the manpower authorizations. Extensive
documentation provides JTF senior leadership with an executive summary of the validation process of the
Admin/Logistics CONOPS. This CONOPS serves as the cornerstone upon which the entire BRAC
transition plans will be built.

The organizational structure and projected manpower requirements for the WRNMMC and FBCH
established during Phase 2 were used as the backbone for validating the soundness of the
Administrative/Logistics CONOPS. This validation included all of the areas under the Deputy
Commanders of administration, resource management, logistics, and other administrative functions listed
as Special Assistants, Command Suite, Strategy & Future Operations, and Readiness & Base
Operations.

The team’s initial focus was on the Administrative “big rocks.” In all meetings, groups were briefed on
what the desired end states were and what was expected of them in getting there. DCIs explained how
the JTF Phase 2 baseline draft authorizations were determined and shared with them the overall
constraints imposed as a result of BRAC law, EIS caps, and other mitigating factors. Additionally,
participants were advised to differentiate between those authorizations required to directly support the
MTF mission and those required to support installation/garrison operations. This particular distinction
proved difficult for many and several areas were marked RED for manpower and space reasons because
of a failure to make this distinction.

The Administration/Logistics CONOPS interim report also provides the following:

¢ Analysis of the CONOPS validation data broken down by sub function (e.g., IM/IT,
Logistics, Patient Administration [PAD], etc.)

e Action items required to address items of concern (transitioning areas listed as RED and
AMBER to GREEN)

e Issues deemed irresolvable at the Chief of Staff level by the DCls.

The preponderance of REDs were the result of disconnects between SME manpower authorization
requests and JTF Phase 2 baseline projected authorization. Additionally, as a result of this disconnect,
there was a bleed over into the spacing necessary to house the additional SME-requested requirements.

Administration and Logistics CONOPS Data Analyses: July and October 2008

During the three weeks of Administration/Logistics meetings, the team addressed 26 primary functional
items the. These 26 primary functions were further broken down into more than 100 total line item
functions identified as falling under the Administration and Logistics CONOPS during the July and
October 2008 off-sites that pertained to the new WRNMMC and FBCH. Those 100+ functions were
broken into four primary areas:

e Command Special Assistants

e  Deputy Commander, Administration

e Deputy Commander, Strategy & Future Operations
e Deputy Commander, Readiness & Operations.
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When analyzing each function, the team further assessed summaries broken down into three specific
categories:

e CONOPS
e  Manpower
e Space

The team then assigned them a color to reflect their overall ability to support the missions of the new
facilities:

GREEN The right mix of space and personnel exists to accomplish mission
AMBER A compromise exists, impacting the ability to accomplish mission
RED Degradation of manpower or space will prevent mission accomplishment

Every function was stratified, aligned under all four primary areas, and given either a GREEN, AMBER, or
RED rating. The ratings were then rolled up for an aggregate summary. In all, an excess of 200 sub
functions for each facility were reviewed and rated based on the GREEN/AMBER/ RED scale.

Administration and Logistics CONOPS Report

The organizational structure for the new WRNMMC and FBCH was used as the backbone for validating
the soundness of the Administration/Logistics CONOPS. This validation included all of the areas under
the Deputy Commanders of administration, logistics, resource management, and other administration-
related functional chiefs. The following list contains the functional areas that were reviewed:

e  Deputy Commander of Administration

e  Comptroller

e Patient Administration

e Human Resources

¢ Information Management/Information Technologie
o Logistics

o Facilities Management

¢  Clinical Nutrition

e Safety

e Deputy Commander Strategy & Future Operations
e Healthcare Operations (HCOPS)

e Quality Management (QM)

e Strategic Communications

e Deputy Commander Readiness & Operations

e Army Support

e Navy Support

e Air Force Support

e  Commercial Services

e  Security

e Operations & Emergency Preparedness
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e Commander’s Special Assistants
e Command Suite

e Command Secretariat

e Senior Enlisted Advisor

e Healthcare Mediation

e Legal Services

e Chaplain Services

o Executive Medicine

o Executive Services

e Inspector General/Internal Review/Command Evaluation
e  Warrior Transition Unit (WTU).

Figure 26 contains the organizational chart used in the report based on organizational structure received
from the JTF J1 directorate.

Administration & Logistics Functions

Special Assistants -

DeputyCommander DeputyComma nder Strategy &
Administration Future Operations

DeputyCommander for WTU
Readiness & Operations

-'-|
-—
-F

FIGURE 26 - SAMPLE JOINT HOSPITAL ORGANIZATIONAL STRUCTURE FOR ADMIN AND LOGISTICS FUNCTIONS

However, there was not a clear organizational structure for Commander Special Assistants (CSAs), and
as a result, the team discussed the definitions of some of the various commander support functions,
redundancies with missions projected for the HR directorate, and large amounts of staff requested to
support the commander (especially in the North). The organizational structure projected to support the
WRNMMC and FBCH and used as a basis for determining the CSA functions is shown in Figure 27.

96



Special Assistants

Commander

Command Suite Staff SEA Staff

Pastoral
Legal
Care

T L

| B

FIGURE 27 - ORGANIZATION CHART FOR COMMANDER'S SPECIAL ASSISTANTS IN THE JOINT HOSPITALS

Equal Hea lthcare Executive

Opportunity Mediator Services
Functions

Command

Evaluation

The Phase 2 draft JTD was used as the manpower baseline with the understanding that our objective
was to balance overall Administration and Logistics manpower at approximately 1,420 authorization
requirements (North) and 763 authorization requirements (South), respectively.

SMEs were given clear guidance to:

e Validate the Administration/Logistics CONOPS, present it to JTPB, and forward
unresolved issues to CJTF for disposition (11 February 2009)

o Keep projected authorizations aligned with the JTF Phase 2 baseline; if that is not
possible, prepare statements on what the projected impact to the mission would be if all
manpower requirements were not provided

¢ Not to use BRAC guidance as a reason to “get well”

e Lead comprehensive reviews across entire facilities (North and South)

e Address CONOPS, manpower authorization projections, and space allocations

e Improve information flow

e Update web sites containing CONOPS, documents, and space diagrams

e Develop mechanisms for continued feedback to leadership and user groups
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CONOPS-related deliverables include the following:

e Validation of WRNMMC and Fort Belvoir CONOPS — no later than 23 January 2009

e Complete, accessible, and usable documentation for leadership and user groups

e Feedback from commands; comments from July and October CONOPS, manning, space,
and facilities.

Additional direction was provided to address the existing manpower delta and to continue working, to
conclusion, the remaining open items—all of which should be resolved by summer 2009.

CONOPs Way Ahead

The next phase of establishing Administrative and Logistics CONOPS will be to work closely with the
clinical CONOPS team and to address overall manpower and space requirements as they pertain to
projected administrative and clinical missions in the new facilities. Additionally, teams will continue to
work closely with SMEs throughout the NCR to further develop processes and procedures with a joint
methodology as its foundation. Whereas initially, manpower numbers were the challenge, the
development of the JTD, for the most part, resolved the manpower challenges the team initially faced.
Team will now focus on spacing, establishment of joint processes (in particular for logistics, contracting,
and finance), and development of Service-specific administrative elements (Army, Navy, and Air Force)
that will serve as liaisons to our staff’s parent services.

Cultural Integration

Each Service has unique cultural traditions, norms, practices, and languages for managing its forces,
cultivating its leaders, and bringing a unique perspective to the care patients receive. The goal of cultural
integration is to recognize these individual differences in the Services, adopt the best practices from each
Service, and maintain those defining cultural norms and specialties to ensure that Airman, Sailors and
Soldiers stationed at WRNMMC and FBCH can leave the JOA and easily reintegrate into a Service-
specific environment when needed.

In February 2009, JTF CAPMED’s executive leadership attended a culture management issue
identification workshop. Phase Il of this workshop is scheduled for June 2009 with the Component
Commanders and other key stakeholders of the WRNMMC, including USU personnel. The outcome of
these workshops is the development of a comprehensive plan of action, including recommended
strategies and tactics for JTF CAPMED to achieve cultural integration. This comprehensive plan for
cultural integration will be published in October 2009.

Additionally, in June 2009, JTF CAPMED began conducting a course of instruction focused on
“jointness.” Joint is defined in the JP 1-02 Dictionary of Military Terms as “activities, operations,
organizations, etc. in which elements of two or more Military Departments (Services) participate. Joint
operations are governed by joint doctrine defined as fundamental principles that guide employment of US
military forces in coordinated action toward a common objective. Military forces used in this manner are
referred to as joint forces. A joint force is defined as a force composed of significant elements of two or
more Military Departments (Services) operating under a single joint force commander.” Using a top-down-
driven approach, the first two courses will focus on senior leaders—first enlisted and then officers. By the
transition period of April-August 2011, the goal is that all reporting members to JTF CAPMED, the
WRNMMC, and FBCH will attend a newcomer’s orientation with a briefing on Service cultures in joint
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environments. The Joint Senior Enlisted Executive Leadership Course is scheduled for June 2009 and
will cover the following topics:

e Breaking the language barrier

o Joint training

e Evaluations/fitness reports — understanding the Service-specific ways
o Joint career development

o History of the Services: customs, courtesies, and ceremonies

e Fitness programs

¢ Discipline and fraternization policies

e Service regulations and grooming standards.
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Healthcare Services and Business Plans

The processes related to the JTF’s charter for Base Realignment and Closure (BRAC) actions and the
integration of healthcare services drive many layers of management from the Headquarters (HQ) level,
through the Service components, down to workgroups, cells and teams at the clinic levels. The JTF
Health Operations Directorate executes its missions in support of the Standing Joint Task Force (JTF) by
balancing responsibilities related towards its readiness missions (ay-to-day, contingency & crisis
response) and integrated healthcare delivery missions throughout the JTF Joint Operating Area (JOA).

In addressing all aspects of the JTF mission, healthcare operations balance requirements of readiness
and healthcare delivery to ensure no degradation of day-to-day healthcare ops while maintaining a ready
posture should a crisis emerge. Healthcare operations works closely with JTF teams JOA-wide and
provides guidance/direction for the transition that ultimately affects all aspects of direct patient care
services from family medicine and primary care to surgical services, behavioral medicine and ancillary
support.

NCR Primary Care Strategy

Among the numerous Healthcare Operations diverse missions, development and integration of an NCR
Primary Care Strategy is perhaps the most essential as it ties together so many of the numerous essential
elements necessary to execute JTF CAPMED’s integrated regional healthcare delivery mission. The
NCR has nearly 600,000 beneficiaries, many of which will be affected by the transition. Ensuring they
have a clear understanding of where they will receive their healthcare now, through the transition process
and once the new hospitals are FOC as joint hospitals will require an aggressive step-by-step approach
and a dynamic marketing/communications campaign.

As outlined throughout the JTF CAPMED Master Transition plan (MTP), transition efforts focus on the key
impact areas of the BRAC process, specifically the impact on our People (staff, patients, and multi-
Service wounded warriors), Processes (clinical, administrative, and military), Technology, and Physical
Infrastructure. In order to ensure planners have a common site picture throughout the process, the JTF
has established action plans to demonstrate major focus areas throughout the transition period from their
current, pre-BRAC locations to their post BRAC-directed end-state guiding all planning efforts through the
beginning of FY2012.

Minimizing the impact on patients, staff and most importantly, wounded warriors and their families, the
MTP will clearly show the ‘nuts and bolts’ of a 4-2 hospital shift and 3-1 Service cultural integration
minimizing the time necessary to perform the shift, while ensuring a seamless transition between
healthcare delivery at the former sites one day to world-class healthcare delivery at two new facilities the
next.

Seamless transition is expected by our patients for a number of reasons. Most importantly, when they call
for care, they expect to receive appointments quickly and expect that care to be provided in a manner in
which they are most accustomed. At most installations outside the NCR, primary care services are
routinely provided on base with most referral services shifted to a local military hospital (If available) or to
an off-base civilian hospital. Here in the NCR, with the robust healthcare available to all of our
beneficiaries, establishing a common referral management data base is essential to effective referral
tracking and even more important for patient case management. The JTF maintains a close-eye over
available healthcare options throughout the JOA and is working closely with the Service components to
ensure our plans are flexible enough to understand that while there may be subtle differences in
processes at the 37 MTFs in the JOA, the referral management process must be the same at all of the
them.
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Common Standards and Practices

Achieving common business and clinical processes will be necessary to maximize regional potential.
When medical staff supports missions in facilities across the region on a day-to-day basis, differences
that could impact patient safety and outcomes will not be tolerated. Developing a common standards and
practices throughout the region is essential towards developing a world-class platform NCR-wide. The
question most often asked by our medics is, “When will we transition to common standards and practices
across the region?” The answer is in two parts:

e First, most of practices and standards are common right now. While Service cultures are
somewhat different in our various military hospitals, the medical standards and practices are
consistent throughout our JOA. Where there exists significant differences are in many of the staff
policies, administration/logistics practices, and service specific medical support requirements. A
team of JTF staff was commissioned in May 2009 to establish a common action plan for the
development of standard regulations/instructions/issuances, etc. that will be used at all of the joint
medical facilities in the JOA. With more than 500 documents to review from each of the Services,
DoD, JCS and other governing bodies, the task of re-writing each document into a common joint
frame of reference is a challenging one.

e Second, by 1 October 2010, each joint facility is projected to achieve IOC. With that comes a
leadership team that will guide the new hospitals towards FOC status. Working together with the
JTF staff and MTF transition teams (outlined in the Process section of the MTP), IOC leadership
teams will guide the integration of common issuances into the mission of each hospital. Each will
clearly guide hospital staffs on their mission requirements and each will provide not only a
common joint approach to healthcare but also an approach that takes into consideration many of
the Service-specific healthcare requirements our medics provide today.

Medical Quality Assurance Program

Medical Quality Assurance Programs are regulated by two DoD instructions (DODI) — DoDI 6025.13 and
6025.13- the Medical Quality Assurance Program in the Military MHS. This pair of Secretary of Defense
documents does not transmit authorities to CJTF CAPMED for the Medical Quality Assurance (QA)
Program to the future joint MTFs or its future commanders. These DoD documents instead place the
burden to carry out the Medical QA Program on the Secretaries of the military departments. The Service
Secretaries must operate their MTFs to meet certain standards and maintain accreditation from The Joint
Commission.

In aggregate, The Joint Commission conditions and standards require each accredited organization have
a “governing body.” For each Service’s MTFs, the Service Secretary and Surgeon General have a canon
of regulations and instructions naming the Service Surgeon General as the governing body. However, the
three Services’ canon of doctrine do not apply to the CJTF or to the future joint MTFs. Initial work on
COAs has revealed the current limitation of the flow of authority and internal governance under the
standing instructions and regulations. Further work to develop additional COAs will include at least one
COA that will require changes to the DoDI 6025.13 and the DoDI 6015.13-R to ensure the Medical QA
Program in the JOA is effectively administered. Plans are underway for a “summit” where stakeholders
can draft a solution.

Before the JTF’s intentions for a “governing body” summit are announced, the CJTF will decide, based on
legal review, the procedures, ground rules, preparations, list of attendees, assumptions, deliverables, and
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the range of possible COAs. For The Service Secretaries, Service Chiefs of Staff, and Surgeons General
will be interested in the final solution, and we anticipate that the COAs might require wargames, tabletop
exercises, and briefs to the Chairman of the Joint Chiefs and to the OIPT before a preferred solution is
presented to the Office of the Secretary of Defense (OSD) and Deputy DEPSECDEF for final approval.

Staff Credentialing and Privileging Plan

All medical staff must have current credentials and privileges sustained across the transition period.
Credentials and privileges ensure that all healthcare practitioners who are “responsible for making
independent decisions to diagnose, initiate, alter, or terminate a regimen of medical care must be subject
to credentials review and must be approved for delineated clinical privileges by a designated privileging
authority before independently providing patient care. Clinical privilege approval and medical staff
appointments are required for those practitioners assigned to an MTF.” * The JTF CAPMED Healthcare
Operations Directorate, working with the Service Components, is developing a plan to ensure that the
privileging and credentialing of healthcare practitioners is sustained during the transition. These plans are
due 1 August 2009, with an anticipated date to execute the plan on 1 November 2010.

This actionable plan will verify the credentials of healthcare workers and grant privileges to licensed
independent providers consistently across the JOA at all medical and dental treatment facilities (DTFs).
Efforts are underway to develop a process to permit proper authorities to rapidly reassign privileged
providers and credentialed non-privileged healthcare workers to different facilities on short notice. This
process will require the following:

o Design medical staff bylaws for joint facilities that meet operational and governance needs while
complying with The Joint Commission standards
e Ensure competence and appropriate performance of caregivers by:
o Promulgating policies and standards of performance, conduct, and ethical behavior for all
personnel
o Monitoring staff member performance and providing feedback on the monitoring and
assure this is covered in governance and QA sections
¢ Organize governance structure and processes to:
o Facilitate effective communication with medical and other staff leadership
o0 Ensure that patient and family views about facility operation are known to management
and to the governing board
o Ensure that the governing body is actively involved in overseeing care activities, quality,
and safety

Patient Administration

Few places in military healthcare better showcase the need for standardized, joint processes then Patient
Administration (PAD) services. Each service has a different approach to patient administration issues
and each aligns specific functions in different areas of the hospital organizational structure. The PAD
mission is responsible for tracking patients from the time they are identified to arrive at the medical
treatment facility (MTF) until their final disposition. This process includes inbound medical aeromedical
evacuation flights to patients transferred to VA facilities. Serving as our patient accountability lead while
providing literally dozens of other medical support functions is one of the reasons why healthcare

* BUMED INST 6010.17B 7 MAR 2003
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operations stood up a PAD Cell to ensure PAD mission alignment. Comprised of medics from each
Service medical department and the JTF staff, the PAD team is developing transition/integration plans
that impact numerous functions, people, policies, work spaces, work/communication tools, and
procedures that will be integrated to support the needs of its uniformed patients and all beneficiaries in its
joint military treatment facilities.

Multi-Disciplinary Clinical Operations

The JTF will ensure establishment of a military only Level | Trauma Center at WRAMC that will transition
to WRNMMC. This will provide expertise and standards like those of the American College of Surgeons
Committee on Trauma (ACS-COT). This will also require the following:

e Hiring qualified personnel and preparing them stand-up trauma service

e Ensuring the right space mix at the new WRNMMC

Centers of Excellence (COE)

JTF CAPMED staff continues to work with the NNMC BRAC Project Office staff to ensure the right space
at WRNMMC for Centers of Excellence and Institutes. The JOA will become home to many Centers and
Institutes that will provide clinical care and research to beneficiaries that fall within the responsibility of the
JTF or the interest of the JTF.

The JTF will ensure developing concepts for oversight of all clinical care and clinical research provided by
all Centers and Institutes within the JOA to include the National Intrepid Center of Excellence (NICOE);
Defense and Veteran’s Brain Injury Center (DVBIC); the Joint Pathology Center (JPC); the Vision Center
of Excellence (VCE); and the cancer centers of excellence.

Oversight (privileging and peer review) of that clinical care and research requires coordination as well.
CJTF and the USUHS President presented proposals for governance of the centers and institutes,
including the Joint Pathology Center to the acting OSD/HA in May 09.

JTF CAPMED will develop a concept for a Pain COE (PCOE). The PCOE will serve as the NCR’s
foremost COE providing comprehensive pain care management to include acute and chronic pain in both
the inpatient and the outpatient setting. Pain is a major issue for America’s wounded warriors as well as
many of our beneficiaries. JTF CAPMED will ensure the development of new modalities and export those
innovations into the JOA-wide—and DoD-wide—healthcare settings as well. A concept of operations and
charter for a multidisciplinary group to work on this is underway and is once ultimate governance is
established will present their recommendations.

JTF CAPMED is also focusing on developing a Wound Care COE at WRNMMC. An In Process Review
(IPR) was presented to the DCJTF. Currently, WRAMC and NNMC have clinics performing complex
wound care. Policies and procedure have been standardized. WRNMMC Surgery Clinic has 2 rooms
available for wound care and work is being done to ensure adequate space for research personnel and
Hyperbaric Mono-chambers at the new WRNMMC.

Standardized Ancillary Services throughout the NCR

Multiple Work Group’s are established throughout the NCR with the goal of developing fully-integrated
processes necessary to support our complex healthcare missions. An integrated laboratory, pharmacy,
and other services will ensure that providers with patients receiving parts of their care in one facility will be
able to clearly see updates when parts of that care is received in other facilities as well
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Case Management Standardization

Medical case management, while a significant part of the healthcare delivery process, varies throughout
the JOA. A work group was chartered to develop integrated standards of case management throughout
the JOA able to immediately support joint healthcare operations in the new joint facilities once FOC is
achieved.

Immunizations, Public health & Force Health Protection

FY 09 Influenza Vaccination Synchronization called for synchronizing influenza vaccine distribution
throughout the JOA. Lessons learned are being incorporated into the 2009-2010 influenza season with
special attention to the probability of 3 vaccines per patient including two for the H1N1 vaccine. Further
Immunization Delivery Optimization for the 2009-2010 influenza season plans is in the final development
stages and will be implemented by late summer 2009. Additionally, healthcare operations work groups
have developed an organizational plan that formulates and optimizes public health delivery within
integrated regional healthcare delivery system across the JOA and are developing a medical surveillance
plan for the JOA.

Physical Evaluation Board/Medical Evaluation Board (PEB/MEB) Process

Healthcare operations, in coordination with the JTF’s Service components, understand the significance of
the Physical Evaluation Board/Medical Evaluation Board (PEB/MEB) Process. A swift, standardized and
accurate PEB/MEB process is essential for ensuring Service readiness. The joint process the JTF is
developing will be consistent across all Service lines of operation and will avoid duplication of staff
needed to ensure a successful process.

Behavioral Health

The missions of America’s military services are complex and stressful. World-class behavioral health
services are essential to ensure our beneficiaries get the care they need when that care is needed.
Behavioral Health (BH) serves as the JTF CAPMED functional proponent and CJTF’s point of contact
(POC) for Social Work Service (SWS), Mental Health (MH), Family Advocacy Program (FAP) medical
issues, Exceptional Family Member Program medical issues, Educational and Developmental
Intervention Services, Services’ Substance Abuse Programs, Forensic Toxicology Drug Testing
Laboratories (FTDTL), Deployment Cycle Support Program (DCSP), Combat and Operational Stress
Control (COSC), and the Family Action Plan (AFAP) behavioral health issues. BH Coordinates and
collaborates with appropriate host installations, Service headquarters, and DoD staff action officers to
effectively implement all BH programs.

The BH team is developing subject matter policy and other implementing guidelines to facilitate
integration of BH and SWS healthcare delivery across the JOA through such actions as an inpatient MH
bed management policy, integrated psychology training programs, and a JOA policy for suicide
prevention and response. Development of such policies ties to transition by promoting the collaboration
and cooperation of the MTFs and components within the JOA and results in integrated and coordinated
regional healthcare delivery.
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Be Ready Now

Healthcare Operations Current Ops division is responsible for serving as the crisis ops eyes and ears of
the CJTF and JTF CAPMED. Their multi-Service team develops the operational orders necessary to shift
a 10,000-person work force and does so via joint Command, Control, Communications, Intelligence &
Situation Awareness process. They have developed processes for the issuance of formal orders for
medics throughout the JOA and provide command and control support during periods of increased threat
(i.e., Inauguration activities in January 2009).

Command, Control, Communications, Intelligence (C3I) & Situation Awareness

The CJTF’s essential mission tasks include command and control of assigned forces within the NCR
JOA. To meet this requirement, CJTF must prepare for and respond to contingencies, develop and
maintain functional relationships with critical DoD elements and other federal, state and local health and
preparedness agencies. Developing the plans necessary to facilitate these relationships and thus
execute them effectively remains a primary responsibility of the Healthcare Operations directorate.
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Resources

The flow of O&M funding to MTFs within the NCR will be discussed in reference to fiscal years and by
Military Medical Department. The DoD operates on a fiscal year budget cycle beginning 1 October and
ending 30 September.

The OASD/HA receives funding in DHP appropriation for medical operations in the DoD. Funding levels
are established and concurred with by the DHP Resource Management Steering Committee (RMSC) and
approved by MHS senior leadership and are reflected on Funding Authorization Documents (FADs). FAD
amounts are the obligation authorities subject to the provisions of 31 U.S.C. 1517 and DoD Directive
7200.1. Funding is executed in accordance with applicable provisions of the DoD Appropriations Act and
all other laws, regulations, procedures, and policies necessary to support the DHP appropriation.

In FY 2009, all funds for military medical facilities in the NCR will be funded as they have been in the
past. Specifically:

Army Facilities
U.S Army Medical Department (USAMEDCOM) receives funds from OASD/HA. USAMEDCOM allocates
the funds to the Army MTFs. The Army MTFs in the NCR are under the control of the North Atlantic
Regional Medical Command (NARMC). The Commanding General of Walter WRAMC also serves as
Commander of the NARMC. This region covers 21 of the northeastern United States plus the District of
Columbia. NARMC has the following resource responsibilities:
e Advise, recommend, and act for the commander on resource matters pertaining to the
NARMC. These matters include expenditure of appropriated funds; budget formulation
and execution; allocation; medical manpower expense and performance reporting;
strategic planning; command performance reporting; management control measures and
compliance; MOA/MOU review, drafting, and management; management of the Table of
Distribution and Allowances for the command; and business operation of the command
e Advise commander on resource management matters pertaining to the overall
management of the command
e Serve as the Chief Financial Officer (CFO) for the NARMC
e Provide technical and functional support to WRAMC and installation
e Serve as principal advisor on all areas of resource management, including coordination
with USAUSAMEDCOM, Office of the Surgeon General (OTSG), and the Defense
Finance and Accounting Service (DFAS)
e Coordinate and monitor the submission of Medical Expense and Performance Reporting
System (MEPRS) data by MTFs to USAUSAMEDCOM,; serve as MEPRS integrator for
MTF MEPRS analysts
e Conduct MTF level quarterly performance review and analysis
e Serve as principal advisor to the commander on improving performance at NARMC MTFs.
Use performance review and analysis to focus and measure the quality of healthcare
delivery
e Serve as lead agent for the NARMC Business Plan
e Conduct staff assistance visits to subordinate units
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Navy Facilities

BUMED receives funds from OASD/HA and allocates those funds to Regional Medical Commands. The
Navy Military MTFs in the NCR receive funding from and are under the control of Navy Medicine NCR.
The Regional Commander, Navy Medicine NCR also serves as the Commander of NNMC. Navy
Medicine NCR has the following responsibilities:

e Exercise command and fiscal oversight of subordinate commands assigned to the region

o Ensure the delivery of efficient, effective, and quality healthcare services within the region

e Provide personnel and training oversight to support the full spectrum of Navy and Marine
Corps combat and contingency operations

e Ensure planning and preparation for disaster and emergency management within the
region

Air Force Facilities

The Air Force Surgeon General (AF/SG) receives funds from OASD/HA and allocates those funds to Air
Force MTFs in the NCR.

In FY 2010 and 2011, funds for MTFs in the NCR will vary by Service medical department. The three
medical department headquarters will receive funds from OASD/HA. This financial structure was
supported by the DHP RMSC. See Table 8 - Proposed Budgets for FY 2010 for details.

Service Allocation Flow

Army

USAMEDCOM will allocate funds to Army MTFs in the NCR. USAMEDCOM CFO will notify JTF
CAPMED of the funds available for the Army MTF’s within the NCR. JTF CAPMED determines the
allocation of the funds to the MTFs and communicates through a financial management tool (RS-BUX) to
the CFO. The CFO uses the JTF CAPMED allocation to distribute the funds to the MTFs and then passes
funds to MTFs within the NCR via Program Budget Accounting System.

Navy

BUMED will allocate funds to JTF CAPMED. JTF CAPTMED allocates funds to the Navy MTFs in
the NCR via Program Budget Accounting System.

Air Force

The Air Force Surgeon General’s office will allocate funds to JTF CAPMED. JTF CAPTMED allocates
funds the 79" Medical Wing via Program Budget Accounting System and the 79" Medical Wing will
allocate to the medical clinics at Bolling and Andrews Air Force Bases.
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TABLE 8 - PROPOSED BUDGETS FOR FY 2010

Medical Treatment Facilities Sﬁﬁgﬁg
Walter Reed Army Medical Center and Garrison 400
Dewitt Army Community Hospital — Fort Belvoir, VA 171
Kimbrough Army Community Hospital — Fort Meade, MD 79
National Naval Medical Center — Bethesda, MD 364
Naval Health Clinic — Annapolis, MD 14
Naval Health Clinic — Quantico, VA 23
Naval Health Clinic — Patuxent River, MD 13
Malcolm Grow Medical Center — Andrews AFB, MD 62

Billing and Collections

Public Law 101-510 (U.S. Code 1095) established the Third Party Collection Program (TPCP), which
directs military hospitals to bill private insurance companies for the cost of care provided by the military
facility. When a patient has commercial insurance, the government will bill the insurance company for
outpatient clinic visits and bills this amount to the insurance company.

In FY 2009-2011, the MTFs in the NCR will continue to bill for the TPCP as they do now. All collections
received are returned directly to the MTF that provided the care. The Navy and Army MTFs have a
uniform billing office that collects insurance information and bills for healthcare provided. The Air Force
MTFs have contracted out all functions of TPCP the MTFs retain the collections received for the
healthcare provided.

In FY 2012, WRNMMC and FBCH will have a uniform business office that collects insurance information
and bills for healthcare provided. The remaining MTFs in the NCR will follow the guidance of their
respective service medical departments.

Military Services Account

The MSA function involves billing and collecting funds for medical services/supplies from DoD
beneficiaries, non-DoD beneficiaries, and all other patients receiving treatment/services in the MTF. Non-
DoD beneficiaries include but are not limited to foreign military, NATO, IMET, USCG, NOAA, PHS, CIA,
FBI, FAA, VA. Other patients include but are not limited to civilian emergencies, and federal employees/
contractors. Services/supplies include but are not limited to subsistence, family member hospitalization,
elective cosmetic surgery, and dental services. A complete and reliable record of financial transactions,
including collections control, accounts receivables, and deposits, must be maintained. The parent MTF
will make collections and deposits for branch medical clinics.
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In FY 2009-2011, the MTFs in the NCR will continue to bill for MSA as they do now. All collections
received are returned directly to the MTF that provided the care. The MTFs have a uniform billing office
that collects for healthcare provided.

In FY 2012, WRNMMC and FBCH will have a uniform business office to bill for healthcare provided. The
remaining MTFs in the NCR will follow the guidance of their respective service medical departments.

Medical Affirmative Claims

The Medical Affirmative Claims (MAC) Program (42 USC 2651-2653 and 28 CFR 43, the Federal Claims
Collection Act 31 USC 3711-3720A and 4 CFR 101-105, and the TPCP, 10 USC 1095, and 32 CFR 220
apply to these claims. The MAC Program provides the statutory and regulatory authority to recover the
reasonable value of medical care rendered for injuries or illnesses provided at government expense to
active duty members, dependents (as defined at 10 USC 1072, and retirees (as defined at 10 USC
1074(b), under circumstances creating third-party tort liability.

The MAC is the military program that addresses primarily claims for the recovery of the reasonable value
of medical care furnished by (or through) the United States, including TRICARE subcontracted providers,
to Uniformed Services beneficiaries—including active duty—due to injury or disease incurred under
circumstances creating tort liability upon a third party. It also addresses the collection of accrued pay for
lost time of Service members under circumstances creating tort liability upon some third entity. MAC often
involves collection from health insurance, or other insurance carriers, in cases resulting from accidents,
contractual medical coverage, such as no-fault or personal injury protection (PIP), and workers’
compensation. Pursuant to the Federal Medical Care Recovery Act, the United States may recover in any
case in which the United States is authorized or required by law to furnish or pay for hospital, medical,
surgical, or dental care, and treatment (including prostheses and medical appliances) to a person who is
injured or suffers an illness under circumstances creating tort liability in a third party.

The Legal Support Office is notified by the MTF or a civilian lawyer that there is legal issue pertaining to
the patient (for example, an auto accident). The Legal Support Office will file a military claim with
insurance companies and/or correspond with the civilian lawyer handling the case. Settlements will be
deposited to the MTF account.

In FY 2009-2011, the MTFs in the NCR will continue to bill for MAC as they do now. All collections
received are returned directly to the MTF that provided the care. The MTFs have a uniform billing office
that collects for healthcare provided.

In FY 2012, WRNMMC and FBCH will have a uniform business office to bill for healthcare provided. The
remaining MTFs in the NCR will follow the guidance of their respective service medical departments.

The JPG, with representatives from Army, Navy and Air Force Components and FBCH resource
departments, meet monthly to discuss and refine other issues like MEPRS codes, a Chart of Accounts,
Defense Medical Information System (DMIS) codes, and others that need to be defined prior to the
opening of the new medical facilities.
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Technology

TECHNOLOGY represents a change dimension that sustains the process
dimension and is intricately linked and is essential to the support of the
people dimension. Data, applications and technical infrastructure is
addressed in this dimension and it is here that the NCR as well as MHS
performance will be influenced. Along with equipment and software
applications, the technical expertise necessary to manage the data,
information, and communication reside in this dimension.

111



Information Management/Information Technology

Ensuring the transition of technological systems and procurement of advanced technology is a key
mission for JTF CAPMED necessary to support delivery of World-Class Healthcare across the JOA by
providing a seamless, integrated, and interoperable information exchange. According to U.S. News and
World Report, the “best” hospitals “incorporate advances in technology to deliver state of the art
medicine, document patient care and ensure communication across networks and between staff and
patients.”

The offices of the Chief Information Officer for both WRNMMC and FBCH will provide the full spectrum of
IM/IT services to more than 15,000 staff members. These services include:

Automation and maintenance services for hardware, software, and peripheral equipment in support of
desktops and corporate information systems including but not limited to electronic mail support services
for classified mail; centrally fielded systems such as CHCS I, AHLTA, Essentris, DBSS, and DMLSS; and
other business and clinical systems deployed locally or throughout the region.

¢ Network engineering support services

o Office Automation support services

o IM/IT strategies, forecasting, project management, and acquisition of advanced
technologies

¢ Clinical informatics including analysis, deployment strategies, management plans, and
training plans for mission-essential and higher clinical systems

e Customer support services including call center services, repair, and system maintenance

e Audiovisual support

¢ Digital imagery and photography services

e Television and video production services

e Telecommunications

o Web and database design, implementation, and maintenance

¢ Information assurance (lA)

JTF CAPMED'’s J6 (Communications Support Directorate) manages and maintains customer-focused
programs for Information Management/Information Technology (IM/IT) products and services. These
capabilities include, but are not limited to:

e Network and Network-Based Operations
e Clinical Informatics

¢ Information Assurance

e Visual Information

e Office Automation

e Telecom
e Web Services
e Server

o IM/IT Administrative Support Services

The Communications and Support Directorate (J6) has several objectives in supporting the JTF mission.
J6 facilitates the proper integration and guidance of the JOA tactical capabilities. J6 ensures connectivity
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throughout the operational environment, thus providing the JTF with the capability to effectively plan,
conduct, and sustain joint operations. J6 partners with the MHS and other agencies sponsoring innovative
global solutions to collect, process, protect, and disseminate data and information. Lastly, J6 develops
and implements internal IT strategic plans, policies and governance in support of JTF mission as follows:

o Establish IT capital planning processes linked to the budget and acquisition/program
management processes

e Develop and use performance and result based management for all command,
Information, Knowledge Management (KM) and systems

e Establish and implement modernization programs for IT, KM, and process throughout the
command and across the JOA

IM/IT Transition Plans

JTF CAPMED/J6 hosted an IM/IT Summit from 7-8 January 2009. The purpose of this summit was to
assist with the planning efforts for WRNMMC and FBCH. During the meeting, the IT Vision, IT Portfolio,
and IT Milestones were addressed and action plans formulated. Additionally, multiple linkages with the
MHS were determined. One of the summit's outputs was a high level milestone chart. The milestone chart
established dates for developing the necessary migration and system integration plans, design and
procurement activities for the new Walter Reed and Fort Belvoir facilities, renovation activities for the
Bethesda campus and several other key activities. The IM/IT high level milestone chart is shown in Figure
28.

IM/IT Milestone Chart
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Develop WRAMC Migration Plan for O .
North Data Center Design & Procurement Completion
O North &South € Milestone
Develop Dewitt, Critical
Migration Plan O Renovate North Data Centerat Bldg 27 Milestone
Develop System
Integration Plan
O Transfer Existing Bethesda Data Centerto Bldg 27
Confirm North As
Primary Data Center/
Southas COOP
Installation of Hardware at South Data Center
0 South Data Center Design 0 Software Installation & Testing (South Data Center)
& Procurement
0 EBD Technology & Life 0 Transfer Existing South Data Center to Bldg C
Cycle Management

0 JOAIM/IT Standard Business Rules & Policies

MHS Network Infrastructure

(Fiber OpticRing) Plan O JOA Portfolio Integration including
Applications & Systems

FIGURE 28 - IM/IT MAJOR MILESTONE CHART
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Migration Planning

Walter Reed Army Medical Center (WRAMC) is required to close by legislative direction not later than 15
September 2011. The WRAMC base closure process involves migrating and transitioning the WRAMC
campus, composed of its clinical, administrative, ancillary and business functions to two newly
constructed Department of Defense’s JTF-administered facilities, the new Walter Reed National Military
Medical center (WRNMMC) and Fort Belvoir Community Hospital (FBCH). The primary focus of the IM/IT
Migration Plan is on the migration of IM/IT functions currently supporting WRAMC'’s transition to the two
new JTF-administered facilities. There are three major activities associated with BRAC and migration at
WRAMC. These are:

1. Timely migration of existing Army specific clinical and business systems from the WRAMC
DOIM’s Data Center to Fort Detrick for support of Army locations currently supported by
WRAMC and the DeWitt Army Community Hospital

2. Timely transitioning of selected clinical and business systems to the new WRNMMC and
FBCH facilities so that BRAC goals are satisfied in a seamless transfer of information and
technological assets from WRAMC to WRNMMC and FBCH

3. The re-aligning of support functions currently executed by the WRAMC DOIM for North
American Regional Medical Command (NARMC) IM/IT once its headquarters in WRAMC
closes in September 2011

In addition to the WRAMC Migration Plan, the DACH (moves from DACH to FBCH) Migration Plan is
scheduled for development by the 3" quarter of Fiscal Year 2009.

Telecom/Cabling

The Telecom needs for both FBCH and WRNMMC are being incorporated during building construction
and oulffitting. Telecom will use Electronics Industries Alliance/ Telecommunication Industry Association
(EIA/TIA) 568/569 standards for installation and implementation. Completion of cabling is projected to
occur prior to Ready for Equipment (RFE) of both WRNMMC and FBCH. In the event of unforeseen
delays, the projected back-up plan is to schedule cabling installation between RFE and Ready for
Turnover (RFT) for both FBCH and WRNMMC. Communication cable trays and cabling are already
underway in Building’s A and E (the outermost clinic buildings). Building’s B and D are about four weeks
behind the schedules for building’s A and E. Table 9 is a portion of the FBCH Clinical Turnover RFE to
RFT. The entire FBCH Clinical Turnover RFE to RFT can be found in the Appendices.
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TABLE 9 - CABLING PLAN SAMPLE

Ling Director ate Department Service Unit  |Building/Floor] RFE Duratation| RFT
Partial
Behaviora Health - Hospitalization
1 |Behaviora Health Pediactrics Child Al Oct-09 2 Months |Dec-09
Pediatrics--
Primary Care
2 |Pediatrics Pediatrics (Outpatient) Al Oct-09 2 Months |Dec-09
Pediatrics
General &
3 |Pediatrics Pediatrics Subspecialty Al Oct-09 2 Months |Dec-09
Preventive and
Consultative
4 |Behavioral Health Behavioral Hedlth Liaison Services A2 Oct-09 2 Months [Dec-09
Orthopedics/Rehabilitation
5 [Surgical Services Medicine Chiropractics A2 Oct-09 2 Months |Dec-09
Orthopedics/Rehabilitation | Orthotic-
6 |Surgical Services Medicine Prosthetics A2 Oct-09 2 Months [Dec-09
Orthopedics/Rehabilitation [Occupational
7 |Surgical Services Medicine Therapy A2 Oct-09 2 Months |Dec-09
Outpatient
Substance Abuse Substantive
8 |Behavioral Health Prevention Abuse Services A2 Oct-09 2 Months [Dec-09
Child and Family/|
9 |Behavioral Health Behavioral Health Service A2 Oct-09 2 Months |Dec-09
10 |Behavioral Health Behavioral Health Family A2 Oct-09 2 Months |Dec-09
Hardware

The JTF is preparing to undergo a tremendous effort in support of the BRAC initiative. This effort will likely
involve several sites throughout the National Capitol Area (NCR) (specifically Walter Reed, Ft Belvoir and
Bethesda). While there may be additional sites involved, the initial three sites are the primary concerns
facing the JTF at this time. The key for this effort is to ensure integration and interoperability between
sites. Due to scalability requirements — the size of the datacenter at Fort Belvoir is considerably smaller
than the datacenter at Walter Reed. While the solutions do not need to be exactly the same they must be
interoperable in order to ensure seamless data transfer between both sites.

JTF CAPMED'’s goal is interoperable systems working together to ensure disaster recovery and systems
integration across the NCR. These systems must meet the following criteria:

e FEase of use
¢ Interoperability
e Cost effective

The following are the requirements necessary for hardware:

e Blade Servers — size and number to be determined by site (for servers and
PCs/workstations)

e VM Ware or Xen — virtualization of the environment.

e  Storage solution (SAN, NAS or both) — database support

115



o File share support and virtualization support

o Data de-duplication — provide increased disk storage capacity

e Data transmission — capability to transmit data from one site to another for migration,
COOP and/or disaster recovery

e Disk to disk to tape solution — provide for limited ready availability of backup data and fulfill
requirement for long term off-site storage

e Virtual Desktop — works in conjunction with PC blades and active directory infrastructure

Information Systems

Currently several information systems exist throughout the NCR. To ensure an integrated community, the
JTF must integrate the information systems provided by the three Services. This will require architectural
modifications to the network in order to support the various software platforms used by each Service.
Specifically, a seamless solution for the NCR requires a shared IT platform that will be used by all NCR
Military Treatment Facilities (MTFs). This shared IT platform would facilitate quick and convenient access
to all information systems (IS), computer-based healthcare records, and administrative/support files from
any medical facility within the NCR that directly impacts several layers of our healthcare delivery system.
This will result in enhanced care for our beneficiary community and facilitates interaction within the
service-lines to meet administrative and support requirements. A system that allows continued high
availability and increased performance of service-line culture is a critical requirement. Several efforts are
under way to include:

¢ Send out a data template to the Services that will collect relevant information on each IS

e Consolidate the input from Services in to a single list, review this updated list with Planning
Team, achieve consensus on IS to migrate, and integrate and/or consolidate during the
transition process

e Conduct an IT summit to analyze how IT can support the proposed IS implementation on
the proposed network

¢ |dentify infrastructure and support technologies, business processes and governance
structures needed to implement the enterprise solution

e Send the consolidated IS list to the Joint Transition Planning Board (JTPB) for
decisions/guidance and agreement on recommended systems for enterprise solution

Data Center and Fiber Optic Ring

JTF CAPMED is planning for a joint infrastructure which incorporates WRNMMC and FBCH, and supports
the sharing of pertinent information with other external agencies. Specifically:

e The North data center at WRNMMC will be state-of-the-art and flexible to accommodate
future technologies.

e The South data center at FBCH will mirror the north on a reduced scale with a warm/hot
COORP site for critical systems

e Partnering with MHS Network Infrastructure Office to develop a new Wide Area Network
Configuration

e AllJTF CAPMED Facilities will have the latest information exchange solution used to
share information with the Department of Veterans Affairs (VA) and other pertinent
external agencies
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The J6 has recommended a multi-phased approach for transitioning from the “As-Is” to the “To-Be” target
architecture. Phase 1 will start now and end September 2010. As part of this effort the J6 will convert the
Bethesda and Fort Belvoir campuses into JTF CAPMED-directed and operated single Metro Area/Local
Area Network (MAN/LAN) architecture. The J6 will oversee the Wide Area Network (WAN)
Telecommunications infrastructure at Army, Navy and Air Force clinics that were pre-BRAC supported by
Service lines in order to provide support lost due to WRAMC and NNMC transitioning to JTF-directed joint
facilities. Figure 29 depicts the projected Phase 1 plan below:

IM/IT Phase 1 Plan

NIPR &

NIPR & Children
Children

super high speed
redundantcircuit

DS3

NOTE: AHLTA/CHCS traffic between DS3s.
All traffic is between NNMC & FBHC. NIPR & NIPR &

Children Children

FIGURE 29 - IM/IT PHASE 1 PLAN

During Phase 2 the J6 will expand the WAN Telecommunications network between September 2010 and
September 2011. This will include a subset of “children” (clinics) into the JTF-directed network of clinics.
The J6 will re-align a pre-determined number of clinics such as the Army’s Fort Meade so that they are
incorporated into the JTF Wide Area Network architecture. The Air Force’s Malcolm Grow Medical Center
will become an enclave with connections to the JTF network for medical support. Figure 30depicts the
projected Phase 2 plan:
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IM/IT Phase 2 Plan

NIPR &
Children

NIPR &
Children

DS3

super high speed
redundant circuit

high speed fault
tolerant circuit

NOTE: AHLTA/CHCS traffic between DS3s.
All traffic between NNMC & FBHC. NIPR & NIPR &
Only clinical traffic within red lines. Children

Children

FIGURE 30 - IM/IT PHASE 2 PLAN

The J6 will complete transition (Phase 3) between September 2012 and September 2015 by enlarging the
scope of clinics brought into the JTF network. The J6 will re-align Army, Navy and Air Force clinics to
JTF-directed sites. In addition, J6 will re-design Wide Area Network Telecommunications support. Figure
31 depicts Phase 3 below:
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IM/IT Phase 3 Plan

NIPR & NIPR &
Children Children

high speed fault
tolerant circuit
NIPR &

Children super high speed

- redundantcircuit
high speed faul

tolerant circuit

high speed fault
tolerant circuit

NOTE: Assume Army & Navy Independence.
All traffic is between North & South.

Only clinical traffic within red lines. NIPR & LA

Children Children

FIGURE 31 - IM/IT PHASE 3 PLAN
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Evidence Base Design

JTF CAPMED has considered Evidence Base Design (EBD) principles that support patient and family
centered care. The following are several EBD IT contributing factors the J6 is implementing at all facilities:

e  Support patient and family centered care

¢ Implementation of “Smart Room” technology. A “Smart Room” looks to incorporate
technology and workflow software to help improve consumer care and clinician efficiency
with the incorporation of bed-side entertainment, patient educations, and two-way
communication devices.

e RFID technology provides the ability for patients to control the temperature and lighting at
the bedside.

e Mobile and handheld technology used to access bed status (Smart Suite by Cerner).

e There are plans to incorporate hard wired access in the patient rooms and considering the
same in waiting areas of the outpatient buildings as well for attending family members

e Plans for extended patient services via electronic Kiosks, for example patient check-in and
notification of pharmacy refills are being addressed.

¢ Finally, plans are being researched for Public Area Media Displays that can be used to
play infomercials, as well as entertainment and communication in family waiting areas

¢ Improve healthcare quality and safety. There are plans for hands-free, wireless,
communication devices that will allow staff to communicate internally thus
reducing/eliminating noise. In addition there are plans for medication dispensing units and
barcodes which will help reduce medication errors.

e Provide a positive work environment. There are plans for hands-free wireless
communication devices that will enhance communicate internally thus reducing/eliminating
noise.

e There are plans for Smart Beds which reduces physical demands on nursing staff thus
improving quality and safety of the healthcare work environment.

e Design for maximum standardization, future flexibility and growth. To accomplish this there
are plans for redundant and logical data pathways from the data center to each clinical
building and then through vertical risers in no less than three locations in each building.
Additionally, the project provides for future expansion requirements in the form of
generous communications rooms and additional conduit paths between the data center
and future rooms. There are plans for “ near saturation” distribution plan to permit any
communications outlet in any room to function as voice, data or fax offering expanded
flexibility to support future needs.

Work Groups

The J6 indentified the need for work groups (WG) related to key business and design drivers. Together,
their output comprises the contents of the BRAC Migration Plan. Each WG has representatives from the
Army, Navy and Air Force. Members are drawn from the technical community at each service and include
managers (Chief Information Officers (CIOs), Chief Technical Officers (CTOs) and Deputy Chief
Information Officers (DCIOs). The output and outcome from the efforts of each WG are expected to
facilitate the planning for solution systems to existing concerns.
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An organizational chart of the WG is shown below in Figure 32:

IM/IT Organizational Work Chart

JTPB

|
| |

|
IAWG BGWG CBIWG

FIGURE 32 - IM/IT ORGANIZATIONAL WORK CHART

The first WG is the Visual Information Work Group (VIWG). The VIWG develops strategies and timelines
for collecting visual information requirements. The group is responsible for records management, training
videos, images, audio-visual aids, and video teleconferencing services.

The second WG is the Technical Infrastructure Work Group (TIWG). This WG develops strategy and
timelines for collecting telecommunication network requirements. The WG is developing and documenting
the phases for the way forward. After estimating the costs and identifying risks for each, the group will
provide a recommendation to the JTPB. In addition, the TIWG will develop and document a Decision
Matrix describing key success factors in terms of timely decisions to be made at the Service Chief and
JTF senior management levels. Another duty for the TIWG is to develop and document a Risk
Management Plan describing potential risks which could potentially attribute to mission failure. The WG
will determine Internet Protocol infrastructure for integrated operations throughout the JOA.

The third WG is the Information Assurance Work Group (IAWG) which is a subgroup of the TWIG. This
WG develops strategies and timelines for collecting information assurance requirements. The WG
focuses on the Computer Network Defense Provider and Certification and Accreditation (C&A) Authority.




The Business/Governance Work Group (BGWG) and the Clinical/Business Integration Work Group
(CBIWG) are overseen by the Information Management and Planning Commission (IMPC). The
association and responsibilities of these entities is seen in Figure 33 below:

Governance Structure For CBIWG

Clinical/Business Business/
Integration Governance
Work Group Work Group
* |dentify clinical & business systems for * |[dentify business & governance
integration into JTF environment structure and rules for making
* Decide on strategy/timeline for decisions on integration issues
transitioning legacy systems to North & * Make decisions ASAP e.g., on issues in
South Campuses (e.g., LIS @ WRAMC) the TIWG Decision Matrix
* Develop strategy/timeline for * Develop strategy & timeline for
implementing warm backup site at implementing warm backup site at
South Campus for North campus South Campus

FIGURE 33 - GOVERNANCE STRUCTURE FOR CBIWG
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JOA IM/IT Standard Business Rules and Processes

The J6 is underway in the development of plans to standardize the business rules and processes
throughout the JOA. First, the use of existing systems from the MTFs to build a performance picture of the
JOA. Next, the development of plans to partner with the Services to develop a better common operating
picture. J6 will author a MOU/MOA with the Army OTSG to add JTF Navy and Air Force MTFs to the
Army Medical Department (AMEDD) Command Management System. J6 will use the Enroliment Capacity
Model and Practice Management Revenue Model for all JTF MTFs. Moving forward, J6 will use the MHS
Insight Tool as it matures to capture more leading vice lagging indicators. Another effort will include
piloting the use of MHS Value Dashboard Key Performance Measures. J6 will work with the BUMED,
AF/SG, and the Army OTSG for Financial Management Regulations (FMR) and Satisfaction Collaboration
on behalf of the JTF. The project plan model is shown in Figure 34 below:

4/4/2008 - 11/30/2008 12/1/2008 - 9/30/2009 10/1/2009 - 10/10/2011
Planning Phase Phase | Portfolio Integration Phase Il System Migration
A
( 3
Planning Phase Phase 1 Portfolio Integration Phase |l System Migration
* Requirement Review * Imaging - PACS *WRAMC Data Center Syslem Transfer
* APRO8 — Decision Brief to JTPB * Logistics - DMLSS * Dewitl Equipment Procurement
* APROS - Decision Brief to CJTF * Human Resources - DMHRS- | + {YDI) " NNMC Equipment Procurement
* MAY0S - Portfolio Survey * EMR (Inpatient) - CIS/Essentris) * JOA Data Center Construction Project
*OCTO8 - MTF CIO - MHS - Offsite | * Utilization/Risk Mgt. - M2 * Dewitt Data Center Construction Project
* Scheduling - §3 Surgery *MHS Pilot Infrastructure Solution — JTF JOA
* Logistics/Procurement - SPS, PD2 * MHS Pilot EMR — JTF JOA
4/4]2008 - 11/30/2008 121112008 - 9/30/2009 1 ) \ Y 10M/2009 - 10M0/2011 | " N \
Planning Phase Phase 1 Portfolio Integration y | J | Phase Il System Migration J | i

7!'1/2-0{]3 10!1#’-2008 111#2-009 4!112:009 THJE-OOQ 10M1/2009 17172010 4/1/2010 7/1/2010  10/1/2010 1712011 4f112011 7172011 10/1/2011

4/4/2008 10/10/2011

FIGURE 34 - IM/IT JOA-WIDE BUSINESS RULES IMPLEMENTATION TIMELINE
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Risk of Issue

Challenges posed by the migration from WRAMC to the new WRNMMC and FBCH include satisfying the
JTF CAPMED Commander’s Vision of a fully integrated healthcare network throughout the NCR. To get
there, J6 requires that the following goals be met for DOD’s healthcare delivery system in the NCR:

e Single integrated Active Directory Authentication/Email Infrastructure

e Single integrated in-patient care system

e Single integrated patient appointing and administration

¢ Integration of administrative systems to clinical repositories

e Single sign on for all JTF facilities

e Provider presence and location awareness system

e LAN based asset tracking

o COOP/Warm failover capability for North and South data center

¢ Smart Room technology for all patient rooms to support EBD for the North and South

¢ Single network management platform for all JTF facilities

e Provide tele-services, tele-psychology, tele-neurology, remote patient monitoring, remote
ICU concept, tele-surgery

¢ Provide world-class education and research facilities

¢ Integration with outside clinical partners (i.e. laboratories, Veterans Administration,
commercial hospitals and trauma and research centers, Radiology grid computing at the
Uniformed Services University of the Health Sciences (USUHS), National Institute of
Health (NIH) and the Center for Disease Control (CDC)

¢ Single homogeneous Open Systems Interconnect layers 2 (data link) and 3 (network)
between North and South facilities to support extension of layer 2 IP broadcast domains
and Quality of Service (QOS) between North and South
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Line Directorate Department Service Unit Building/Floor RFE Duratation RFT
1 |Behavioral Hedlth Behavioral Hedlth - Partial Hospitalization Child Al Oct-09 2 Months |Dec-09
2 |Pediatrics Pediatrics Pediatrics--Primary Care (Outpatient) Al Oct-09 2 Months |Dec-09
3 [Pediatrics Pediatrics Pediatrics General & Subspeciaty Al Oct-09 | 2Months |Dec-09

Preventive and Consultative Liaison
4 |Behaviora Health Behavioral Health Services A2 Oct-09 | 2 Months |Dec-09
Orthopedics/Rehabilitation
5 |Surgical Services Medicine Chiropractics A2 Oct-09 | 2 Months |Dec-09
Orthopedics/Rehabilitation
6 [Surgica Services Medicine Orthotic-Prosthetics A2 Oct-09 | 2Months |Dec-09
Orthopedics/Rehabilitation
7 |Surgica Services Medicine Occupational Therapy A2 Oct-09 | 2 Months |Dec-09
8 |[Behaviora Hedth Substance Abuse Prevention |Outpatient Substantive Abuse Services A2 Oct-09 2 Months |Dec-09
9 |Behavioral Health Behavioral Hedlth Child and Family Service A2 Oct-09 2 Months |Dec-09
10 |Behaviora Health Behavioral Hedlth Family Advocacy A2 Oct-09 | 2Months |Dec-09
11 |Behaviora Health Behavioral Hedlth Outpatient Integrated Adult A2 Oct-09 | 2Months |Dec-09
Preventive and Consultative Liaison
12 |Behaviora Health Behavioral Hedlth Services A2 Oct-09 | 2 Months |Dec-09
13 [Medical Services Medicine Dermatology E1l Dec-09 | 2Months |Feb-10
14 |Medical Services Medicine Endocrinology Service E1l Dec-09 | 2 Months |Feb-10
15 |Medical Services Medicine Optometry E1l Dec-09 | 2 Months [Feb-10
16 [Medical Services Medicine Infectious Disease E1l Dec-09 | 2Months [Feb-10
17 [Medica Services Medicine Rheumatol ogy E1l Dec-09 | 2Months |Feb-10
18 |Surgica Services Surgery Ophthalmology E2 Dec-09 | 2Months |Feb-10
19 [Medical Services Medicine Pulmonary E2 Dec-09 | 2Months |Feb-10
20 |Medical Services Medicine Allergy and Immunol ogy Bl Mar-10 | 3 Months [Jun-10
21 |Medical Services Primary Care Family Practice Bl Mar-10 | 3 Months [Jun-10
22 |Medical Services Medicine Cardiology B2 Mar-10 | 3 Months [Jun-10
23 |Public Health (Branch Occupational Health Occupational Health B2 Mar-10 3 Months [Jun-10
Orthopedics/Rehabilitation
24 |Surgica Services Medicine Sports Medicine B3 Mar-10 | 3 Months |Jun-10
Orthopedics/Rehabilitation
25 |Surgica Services Medicine Physical Therapy B3 Mar-10 | 3 Months [Jun-10
Orthopedics/Rehabilitation
26 |Surgical Services Medicine Chiropractics (PMR) B3 Mar-10 | 3 Months [Jun-10
Orthopedics/Rehabilitation
27 |Surgical Services Medicine Orthopedics B3 Mar-10 | 3 Months [Jun-10
Orthopedics/Rehabilitation
28 |Surgical Services Medicine Podiatry B3 Mar-10 | 3 Months [Jun-10
29 |Clinical Support Services Radiology Radiation Oncology D1 Apr-10 3 Months [Jul-10
30 Veterans Administration Ft. Belvoir VA Clinic D1 Apr-10 | 3 Months |Jul-10
31 Radiology Breast Care Center D1 Apr-10 3 Months [Jul-10
32 Cancer Care Breast Clinic D1 Apr-10 3 Months |Jul-10
33 |Surgica Services Surgery ENT Otolaryngology D2 Apr-10 3 Months |Jul-10
34 |Surgica Services Surgery Audiol ogy/Speech D2 Apr-10 3 Months [Jul-10
35 |Surgical Services Surgery Urology D2 Apr-10 3 Months |Jul-10
36 |Medical Services Neurology Adult Neurology D3 Apr-10 3 Months [Jul-10
37 |Surgica Services Womens Hesalth General OB/GYN C1 *1/10/2011] 4 Months |Apr-11
38 |Surgical Services OB/GYN Gynecological Oncologic Service C1 *1/10/2011{ 4 Months [Apr-11
39 |Medical Services Emergency Ambulance C1 *1/10/2011 4 Months [Apr-11
40 [Surgica Services Surgery Oral Maxillo Facial Surgery C1 *1/10/2011{ 4 Months [Apr-11
41 [Clinica Support Services Pharmacy Hematology Oncology C1 *1/10/2011f 4 Months [Apr-11
42 |Executive Medicine Executive Medicine Executive Medicine C1 *1/10/2011f 4 Months [Apr-11
43 [Surgica Services Surgery Anesthesia C2 *1/10/2011{ 4 Months [Apr-11
44 |Surgical Services Surgery General Surgical Clinic C2 *1/10/2011| 4 Months [Apr-11
45 [Surgical Services Surgery Vascular Surgery C2 *1/10/2011] 4 Months [Apr-11
46 [Surgica Services Surgery Cardio Thorasic Surgery C2 *1/10/2011{ 4 Months [Apr-11
47 |Critica Care Critical Care Critical Care C2 *1/10/2011| 4 Months [Apr-11
48 [Medical Services Medicine Gastroenterol ogy C3 *1/10/2011f 4 Months [Apr-11
49 [Behaviora Hedth Substance Abuse Prevention |Inpatient Substantive Abuse Services C4 *1/10/2011{ 4 Months [Apr-11
50 |Nursing Psychiatry Psychiatry (Inpatient Behavioral C4 *1/11/2011{ 2 Months [Apr-11
51 |Nursing Mother Baby Antepartum C5 Apr-11 | 2Months |Jun-11
52 |Nursing Mother Baby Couplet Care C5 Apr-11 | 2Months |Jun-11
53 |Nursing Mother Baby L&D C5 Apr-11 | 2Months |Jun-11
54 |Pediatrics Pediatrics Pediatrics--In-Patient C6 Apr-11 | 2Months |Jun-11
55 |Adult Medical-Surgical Adult Medical-Surgical Medical Surgery Cc7 Apr-11 | 2Months |Jun-11

* Date requires concurrence of contractor and COE, currently in negotiations

FIGURE 35 - FBCH CLINICAL TURNOVER READY FOR EQUIPMENT TO READY FOR TURNOVER
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Physical Infrastructure

PHYSICAL INFRASTRUCTURE as a change dimension is especially critical
during this transformation as it is highly complex and intersects with
all the other change dimensions. As the oversight authority, JTF
CAPMED demands program stewardship in areas of governance and
program management that drives, integrates and coordinates the
BRAC transition and the transformation to an integrated regional
healthcare delivery system.
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The building of WRNMMC and FBCH is the largest medical military construction project in history. These
physical infrastructures will enable the delivery of world-class medical care in the National Capital Region.
On the NNMC base, multiple capital improvement projects are underway including the construction of the
WRNMMC, renovation of existing clinical and administrative sites and construction of the National Intrepid
Center of Excellence. Fort Belvoir Community Hospital in the south of the JOA is being constructed
utilizing innovative designs and will dramatically increase the medical capabilities offered to our
beneficiaries living in Northern Virginia. The transition plans for these two projects included in this MTP
include the design and construction history of the facilities, a detailed overview of the construction at
NNMC, including a breakdown of the two construction projects — Request for Proposal (RFP) 1 and
Request for Proposal (RFP) 2, the proposed sequencing and timing of relocation plans based on clinical
construction milestones, and the Initial Outfitting and Transition Strategy.

Design and Construction Overview of New Hospital Facilities

The process of hospital construction in the private sector evolved significantly in the last several years to
achieve time efficiencies by overlapping the traditional components of a sequential Design Bid Build
(DBB) process. The truncation, through overlapping and other means, of the DBB process is current
practice in the private sector and allows for defining of contract cost for materials while still affording
flexibility in design to allow for advances in technology and practice.

Traditional Design Bid Build Process

Design

Procure (Bid)

Construction (Build)

Traditional DBB Process — a construction delivery method in which the owner contracts with separate
entities for the design and construction of a project. It consists of three phases; Design Phase, Bidding or
Tender Phase and Construction Phase.

FBCH Design and Construction Overview

The new FBCH is being designed and constructed through the Integrated Design Bid Build (IDBB)
procurement process instead of the traditional DBB process where the design and construction contracts
are awarded separately. The IDBB is an innovative process that uses coordination between the hospital
design firm and the actual construction contractor to improve constructability and provide accurate
cost/schedule impacts of design decisions. The process accommodates design updates much easier, and
enables the USACE to establish a construction contract for the hospital long before traditional processes
would have permitted, thereby meeting the aggressive construction timelines dictated by BRAC. In the
IDBB method, the design contract and construction contract run concurrently as separate Government
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managed contracts. This allows what would have been a five year process (if done sequentially) to be
completed in just under 4 years. The Department’s decision to enhance and accelerate these projects
was also accommodated within this IDBB process and further reduced the original schedule. IDBB also
requires the independent architect/engineer (A/E) firm and the construction contractor to work closely
together under Government control and produce a higher quality, more responsive end product.

The contractor, Turner Gilbane Joint Venture, was formed in November of 2006 for the specific purpose
of building FBCH. They bring expert healthcare preconstruction and construction knowledge as
separately they were already two of the nation’s largest and most successful healthcare builders with 35
years of award-winning construction history in the Washington Metropolitan Region. The designers,
HDR/Dewberry Joint Venture, have an equally impressive resume of world-class accolades. HDR is
ranked as the number one architectural firm in healthcare design by both Modern Healthcare and Interior
Design. Dewberry is an Engineering News Record’s “Top 50” design firm, and ranks in the top 25 in
several of Engineering News Record’s market categories.

FBCH Integrated Design Bid Build (IDBB) Process

Design

Procure IDBB

Construction Integration

Construction Phase

FBCH IDBD Process — an acquisition strategy in which the government directly holds separate Design
and Construction contracts (Similar to Design Bid Build) and the Contractor is involved early in the project
design cycle (as in Design Build).

WRAMC Design and Construction Overview

The new WRNMMC is being designed and constructed through a Design Build (DB) method where the
project’s design and construction are included within one contract versus the traditional DBB type of
contracts where design and build are separate contracts. This affords several efficiencies. First,
administration costs are reduced because there is only one contract to monitor. This is contrary to more
traditional approaches where design, construction and other needs are covered by several contracts.
Second, timely design changes can be readily implemented as construction and design are done
simultaneously. When unexpected design changes are needed, it is easier and less costly to alter the
design during the design phase rather than ordering a change once the design phase is completed. Also,
when using a single contract for both design and construction, the Government does not have to
coordinate the activities of the designer and builder since one entity is responsible for both functions.
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In the DB method, the initial design is developed to about 35% completion by top medical designers
before it is put out to bid for a design/construction contract. The design for WRNMMC was prepared by an
independent A/E design firm joint venture of HSMM/HOK (Hayes, Seay, Mattern & Mattern/Hellmuth,
Obata and Kassabaum), designers of award-winning state-of-the-art medical facilities across the country.
The one million square foot Barnes-Jewish Hospital, St. Louis, Missouri which won the Modern
Healthcare/AlA Design Award and the 2.1 million square foot Northwestern Memorial Hospital Chicago,
lllinois, which won the Building Design and Construction (BD&C) Building Team Project of Year, are two
recent examples.

In developing the design for the new WRNMMC, HSMM/HOK, working with Departmental engineers and
military service medical facility offices, collaborated and consulted with the medical staffs from both
NNMC and WRAMC, Wounded Warriors, patients and their families and residents of the surrounding
communities. A series of three iterative design meetings were held with all stakeholders. The end product
was a set of floor plans depicting 90% complete functional layout of buildings, clinics and supporting
facilities plus the technical specifications, quality standards and hospital building code requirements. It
also included the government’s required construction schedule and phasing plan in order to meet
statutory BRAC deadlines with minimal disruption to ongoing healthcare operations.

This package became the basis for soliciting and awarding a DB contract. The contract was awarded to
Clark/Balfour Beatty, Joint Venture (CBB), Bethesda, Maryland, who in turn, was required to hire an A/E
firm to develop a complete set of construction documents and specifications that comply with the
HSMM/HOK medical design. CBB selected and hired the A/E firm of HKS, Inc., which is also an award
winning healthcare design firm. The construction documents that HKS will prepare will become the basis
for CBB to complete construction of the facilities. The Department’s health facility planning team
maintains control and oversight of the designers and construction contractors throughout the planning,
design and construction process. This ensures that the Government team remains in control of the
process and responsive to its customers.

WRNMMC Design Build (DB) Process

Design

Construction Phase One (Build)

Construction Phase Two (Build)
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WRNMMC DB - a construction project delivery system where, in contrast to “traditional design-bid-build”,
the design and construction aspects are contracted with a single entity known as the design-builder or
design-build contractor.

WRNMMC Cancer Centers and Integrated Cardiac Health Project

As an example of the mission responsiveness and flexibility of the DB process, the Department has
managed to accommodate evolving concepts of patient care and practice such as the concept of
providing a comprehensive cancer care center which was not part of the original Program for Design
(PFD). The Department was able to make over 10,000 square feet of space available to accommodate
the previously unconsolidated cancer centers on Level 3 of Building A at WRNMMC. This allowed for the
realignment of these centers so that Women’s Care functions (Ovarian Cancer and Breast Cancer) are
aligned with common support amenities. A cosmetics boutique for Chemotherapy patients, a meditation
room, a patient education room, and counseling rooms were added as part of a new concept organized
around patient-centered comprehensive cancer care.
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Overview of WRNMMC and FBCH

Walter Reed National Military Medical Center

The new WRNMMC will consist of two new Buildings A and B, which will be predominantly patient care
areas. Building A will include mostly ambulatory care, primary and specialty care. Building B will include
imaging, diagnostics and critical care beds. Other inpatient and surgical service renovations will occur in
Buildings 9 and 10. See Figure 36 and Figure 37 below for an overview of the future state and clinical
facilities of the Walter Reed National Military Medical Center.

Walter Reed
National Military Medical Center
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