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F $ 
:# % I (Community Hospitals) I 

Measure of Merit (MOM) MOM Wgt Criterion Wgt 

CRITERION 1 MISSION 
P I -  AD + ADFAM POPULATION 70% 
A1 - CIVILIAN PRIMARY CARE RATIO 15% 
A2 - CIVILIAN INPATIENT CAPABILITY 15% 

CRITERION 2 FACILITIES 
F1- FACILITY CONDITION 

# F2 - REAL PROPERTY CONDITION 15% I 
F3 - AVERAGE SQ FT AGE 
F4 - SAFETY SCORES (JCAHO) 

CRITERION 3 CONTINGENCY 
MC1- AIR HUB 
MC2- STUBBED BEDS 

CRITERION 4 COST/MANPOWER 20% 
C1-  COST OF INPATIENT CARE 100% 















































JCSG Analytical Tool 

Presented to 
Base Closure and Realignment Commission Staff 

by 
Ronald H. Nickel, Ph.D. 
22 February 1995 
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Overview 

o Generic tool to be used by each JCSG- 
WG. 

@ Custom tailored by each JCSG-WG. 
a Based on a mixed-integer, linear 

program. 
ca Tool was used as a decision aid, not as 

a decision maker. 

Data Elements 

@ Functional capacities by site. 

@ Functional values (FV) by site. 
e Military value (MV) by site. 
a Functional requirements. 



Example 

RJR has decided to go into the athletic equipment 
manufacturing business. A soon-to-be-fired VP, 
probably a former analyst, purchased five factories. 
After assessing the future demand for the three 
products that each factory can manufacture, 
basketballs, footballs, and soccer balls, the President 
of RJR realizes that his company has purchased too 
much capacity. 

The President of RJR asks an analyst, not the fired VP, 
to design a process for selecting the factories to 
retain. 

Factory Data 

Nike 20 16 12 
Adidas 11 9 7 
Spading 18 13 13 
Reebok 8 22 10 
Wilson 10 12 9 



Manufacturing and Functional 
Values 

Nike 1 75 90 75  

Adidas 2 85 75 77 

Spalding 3 90 75 82 

Reebok 3 85 80 75 

Wilson 2 80 75 85 

Optimization Formulations 

@ Minimize excess capacity (MINXCAP) 

@ Minimize negative military value 
(MINNMV) 

@ Minimize the number of sites (MINSITES) 

as Maximize weighted functional value 
(MAXFV) 

a Maximize sum of functional values 
(MAXS FV) 



Solutions 

Nike 1 0 1 1 1 

Adidas 0 0 0 1 0 

Spalding 1 1 1 1 1 

Reebok 0 1 0 1 0 

Wilson 0 1 O 1 0 

Alternative Solutions 

Nike 1 0 0 

Adidas 0 1 1 

Spading 1 O 1 

Reebok 0 I 0 

Wllson 0 1 1 



Solver 

a Tri-Department BRAG Team used the 
AMPUOSL software package to solve 
the optimization problems. 

a AMPL (A Mathematical Programming 
Language) was developed by AT&T 
Bell Laboratories. 
OSL (Optimization Subroutine Library) 
is an IBM product. 



# JCSG Model Example 

# Ronald H. Nickel, Ph.D. 

set SITE; # The set of ball-manufacturing factories 

set EXCLDl within SITE default (1; # A solution to be excluded. 

set EXCLDZ within SITE default (1; # A solution to be excluded. 

set EXCLD-INTER := if card(EXCLD2) 0 then (EXCLD1 inter EXCLD2) 
else EXCLD1; 

set EXCLD-1DIFFZ := EXCLDl diff EXCLD2; # Factories in EXCLDl but not 
# in EXCLDZ. 

set EXCLD-2DIFF1 := EXCLDZ diff EXCLD1; # Factories in EXCLDZ but not 
# in EXCLD1. 

set EXCLD-COMPLEMENT := SITE diff (EXCLD1 union EXCLDZ); 
# The set of factories not in EXCLDl or EXCLDZ 

set FUNC; # The set of ball types. 

set SITE-CAP := (SITE, FUNC) ; # The set of factory/ball-type 
# combinations that are 
# meaningful. 

param CAPAC (SITE-CAP}; # The ball manufacturing capacity at each factory 
# for each meaningful factory/ball-type combination. 

param no-func := card(FUNC1; # The number of ball types. 

param max-sites >= 0, default card(S1TE) ; 
# Number of open factories allowed in the 
# solution. 

param REQ (FUNC}; # The requirement for each type of ball. 

param MV (SITE}; # Manufacturing value for each factory. 

param NMV (s in SITE} :=  4 - MV[sl; # Negative MV scoring. 

param N {SITE-CAP) >= 0.0; # Functional value by factory and ball type. 

param min-assign default 0.001; # Cannot assign less than 
# min-assign * CAPAC is, fl of 
# ball type f to factory s. 

# 
# Calculate upper bounds for the objective function components. 
# 

param MINNMV-UB :=  sum (s in SITE} NMV[sl; 

param MINSITES-UB := card(S1TE); 

param MINXCAP-UB : = sum ( (s , f) in SITE-CAP} CAPAC [s , f I /REQ [f ] ; 

param MAXSFV-UB := sum {(s,f) in SITE-CAP} FV[s,fl; 

param MAXFV-UB := sum (f in FUNC} max ((s,f) in SITE-CAP} FV[s,f]; 

# 
# Use WGT-PCT to weight the functional value and non-functional value 
# components of the objective functions. 
# 

param WGT-PCT >= 0, c= 100, default 99; # Percent of weight to put on 
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# non-functional-value portion of the objective function. 

param WGTl := WGT-PCT; # Weight for non-N portion of the objective 
# functions. 

param WGT2 :=  100-WGT1; # Weight for N portion of the objective functions. 

# 
# Decision variables 
# 

var OPEN (SITE} binary >= 0; # Open or closed decision variable for 
# each factory. 

var SITE-LOAD ((s,f) in SITE-CAP) >= 0.0, <= CAPAC[s,fI; 
# Amount of the requirement for ball type f to 
# be assigned to factory s . Amount assigned 
# is limited by capacity of factory s to manufacture 
# ball type f. 

var SITE-FUNC ((s,f) in SITE-CAP} binary; 
# 1 if any assignment of manufacturing workload for 
# ball type f is made to factory s; 0 otherwise. 

# The following variables, ALPHA, BETA,and GAMMA, are used to find 
# alternative solutions. 

var ALPHA binary; # At least one factory from the intersection is excluded 
# from the solution. 

var BETA binary; # At least one factory from the complement of the union 
# is included in the solution. 

var GAMMA binary; # At least one factory from 
# EXCLDl - (EXCLD1 intersect EXCLD2) 
# and at least one factory from 
# EXCLD2 - (EXCLD1 intersect EXCLD2) 
# are included in the solution. 

# 
# Objective Functions 
# 

# Minimize total open factory negative military value and 
# maximize the normalized N-weighted assignment of manufacturing 
# workload to factories. 

minimize MI-: 
(WGTl/MINNMV-UB) * sum (s in SITE} OPEN[sl*~NW[sl 
- (WGTZ/MAXFv-UB) * sum ( (t,g) in SITE-CAP} N[t,gl 
* (SITE-LOAD It, gl /REQ [gl ) ; 

# Minimize the number of open factories and maximize the normalized 
# Fv-weighted assignment of manufacturing workload to factories. 

minimize MINSITES: 
(WGTl/MINSITES-UB) * sum (s in SITE} OPEN[sl 
- (WGTZ/MAXFV-UB) sum ( (t,g) in SITE-CAP} N[t,g] 
* (SITE-LOAD [t, gl /REQ [gl ; 

# Minimize total capacity and maximize the normalized FV-weighted 
# assignment of manufacturing workload to factories. 

minimize MINXCAP: 
(WGTl/MINXCAP-W) sum (s in SITE} OPEN [sl 

(sum ((s,f) in SITE-CAP} CAPAC[s,fl/REQ[fl) 
- (WGT2/MAXN_W) sum ((t,g) in SITE-CAP} Fv[t,gl 
* (SITE-LOAD [t,gl /REQ [gl ) ; 

# Maximize functional value without workload assignment weightings 
# and maximize the normalized N-weighted assignment of manufacturing 



# workload to factories. 

maximize MAXSFV: 
(WGTl/MAXSFV-UB) * sum { (s,f) in SITE-CAP) FV[s,fl 
- (WGTZ/MAXFV-UB) * sum { (t.g) in SITE-CAP) FV[t,gl 
* (SITE-LOAD [t , gl /REQ [gl ) ; 

# 
# Constraints 
# 

# The requirement for manufacturing each type of ball has to be met. 

subject to func-assgn {f in FUNC): 
sum { (s, f) in SITE-CAP) SITE-LOAD[s, £1 = REQ[fl ; 

# Cannot assign manufacturing workload to a factory unless 
# the factory is open for manufacturing that type of ball. 

subject to func-open {(s,f) in SITE-CAP): 
SITE-LOAD[s,fl c =  SITE-FUNC[s,fI*CAPAC[s,fl; 

# Factories with no manufacturing requirement assigned 
# are closed. 

subject to site-closed {s in SITE): 
OPEN [s] c=  sum { (s , f ) in SITE-CAP) SITE-FUNC [s , f 1 ; 

# Allocation of manufacturing requirements cannot be made 
# to factories that are not open. 

subject to site-open {s in SITE}: 
sum {(s,f) in SITE-CAP) SITE-FUNC[s,fl <= OPEN[sl * no-func; 

# SITE-FUNC variables are set to 0 if little or no manufacturing 
# workload is assigned to a factory. 

subject to site-func-0 {(s,f) in SITE-CAP): 
SITE-FUNC [s, f 1 <= SITE-LOAD [s, f I / (min-assign * CAPAC [s, f] ) ; 

# This constraint is used to constrain the number of 
# open factories in a solution. max-sites has a default 
# value equal to card (SITE), i .e., it does not constrain 
# the solution unless max-sites is set to a lower value. 

subject to no-sites: 
sum {s in SITE) OPEN[s] c= max-sites; 

# 
# Exclude solutions defined by the sets EXCLDl and EXCLD2. 
# c 

subject to alt-opt-cond-1: 
sum {s in EXCLD-INTER) OPENLs] c= card(EXCLD-INTER) - ALPHA; 

subject to alt-opt-cond-2: 
sum (s in EXCLD-COMPLEMENT) OPEN[sl >= BETA; 

subject to alt-opt-cond-3a: 
sum {s in ExCLD-1~1~~2) OPENLsl >= GAMMA; 

subject to alt-opt-cond-3b: 
sum {s in EXCLD-2~1~~1) OPEN[sl >= GAMMA; 

subject to alt-opt-cond-123: 
ALPHA + BETA + GAMMA >= 1; 
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# Data file for JCSG optimization examples 

# Ron NIckel 
# 2-21-95 

set SITE := Nike Addidas Spalding Reebok Wilson; 

#set EXCLDl := ; 

set FUNC :=  basketballs footballs soccerballs; 

param CAPAC: basketballs footballs soccerballs := 
Nike 2 0 16 12 
Addidas 11 9 7 
Spalding 18 13 13 
Reebok 8 22 10 
Wilson 10 12 9; 

param N: basketballs footballs soccerballs :=  
Nike 7 5 9 0 75 
Addidas 85 7 5 77 
Spalding 90 7 5 82 
Reebok 85 80 7 5 
Wilson 8 0 75 85; 

param REQ := 
basketballs 25 
footballs 22 
soccerballs 25; 

# Banded manufacturing values for each site 
# 3 is good, 1 is bad. 

param MV :=  
Nike 1 
Addidas 2 
Spalding 3 
Reebok 3 
Wilson 2; 



OSL 1.2: 
bbdisplay=2 
bbdispfreq=50 
pretype=l 
prestrat=O 
simplify=3 
fracweight=1.5 
dspace=3000000 
bb-mfile=l 
bb-bfile=l 
toldinf=l.Oe-11 
bbimprove=l.Oe-10 
Allocating 3056974 double words for dspace. 

After presolving the matrix, there are 37 active columns, 47 
active rows, and 128 active elements 

The primal algorithm has been chosen 
Switching to Devex pricing--Growth of factorization 

Nodes Integer Simplex 
Searched Soln's Iters Best Bound 

0 1 68 51.906151 
0 2 83 51.904426 
5 0 2 218 51.904426 47.194637 
5 4 3 225 50.542451 48.413222 

MINXCAP = 50.5425 

OPEN [*I :=  
Addidas 1 

Nike 0 
Reebok 1 

Spalding 0 
Wilson 1 

SITE-FUNC SITE-LOAD CAPAC := 
Addidas basketballs 1 11 11 
Addidas footballs 0 0 9 
Addidas soccerballs 1 7 7 
Nike basketballs 0 0 20 
Nike footballs 0 0 16 
Nike soccerballs 0 0 12 
Reebok basketballs 1 8 8 
Reebok footballs 1 2 2 22 
Reebok soccerballs 1 9 10 
Spalding basketballs 0 0 18 

Spalding footballs 0 0 13 
Spalding soccerballs 0 0 13 
Wilson basketballs 1 6 10 
Wilson footballs 0 0 12 
Wilson soccerballs 1 9 9 
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OSL 1.2: 
bbdisplay=2 
bbdispfreq=50 
pretype=l 
prestrat=O 
simplify=3 
fracweight=1.5 
dspace=3000000 
bb-mfile=l 
bb-bfile=l 
toldinf=l.Oe-11 
bbimprove-1.0e-10 
Allocating 3056913 double words for dspace. 

After presolving the matrix, there are 35 active columns, 45 
active rows, and 122 active elements 

The primal algorithm has been chosen 
Switching to Devex pricing--Growth of factorization 
Switching to Devex pricing--Growth of factorization 

Nodes Integer Simplex 
Searched Solnls Iters Best Bound Gap 

0 1 87 51.904426 
0 2 108 51.904426 
50 2 271 51.904426 50.721758 1.2e+00 

MINXCAP = 51.9044 

OPEN [*I := 
Addidas 1 

Nike 0 
Reebok 0 

Spalding 1 
Wilson 1 

Addidas basketballs 
Addidas footballs 
Addidas soccerballs 
Nike basketballs 
Nike footballs 
Nike soccerballs 
Reebok basketballs 
Reebok footballs 
Reebok soccerballs 
Spalding basketballs 
Spalding footballs 
Spalding soccerballs 
Wilson basketballs 
Wilson footballs 
Wilson soccerballs 

SITE-FUNC 
1 

S ITE-LOAD 
7 

CAPAC : = 
11 
9 
7 
20 
16 
12 
8 
2 2 
10 
18 . 
13 
13 
10 
12 
9 
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1211 194 LINEAR PROGRAMMING MODEL DATASET 
Sort by Senrlce/DMIS ID - Final Consolidated Data Sheet 
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1211 194 LINEAR PROGRAMMING MODEL DATASET 
Sort by SenrlceIDMIS ID - Flnal Consolidated Data Sheet 

FACILITY NAME INSTALLATION 

MOBILIZATION BED REQUIREMENTS 

ARMY 6030 
NAVY 2600 
AIR FORCE 980 
DOD 9610 

AD+ OTHERS MEDCEN BED 
AD FAM REQ 

East Medical Centers 2,136,190 2,216,670 1,492 
West Medical Centers 1,758,695 1,906,223 1,262 
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GLOSS,-iR17 OF TERMS A K P  A SRONl-MS 

ACITW D L n .  Full-time a u ~ ,  in the active military senrice of th: U r i t d  Sutes. It 
~ncludes federal duty of the active list ( f ~ r  national Guard personn ' 'ull-time training 
dc:!~. annual t r a m € ,  and anendancc i d e  in the active nuLtary s. : at a s c h o ~ l  
~esignated as a Servicc school by law O i  by the Secretary of tnc hk. department 
c~ncemed. As it is related to medical care, the term Active Duty doe> 11ot inciude Active 
Duty for Tr;iming. 

ADFM. Ari..:e Guty family member under age 65. 

ADMINISTiL4TlVE PERSONNEL. A personnel category used in the Medical Expense 
snd Performance Reporting System (MEPRS) also known as cleric2 or fogistics 
personnel. It includes all personnel employed at a Medical Treatment Facility who are not 
in\.c.ived in dlrect patient care. 

ADMISSiONS. The numhe: qf patients accepted for inpatien, service during a 12-month 
pzriod; does not include nek, sor.1~. 

ADPL. Averz e daily patient load. 

AFLOAT. I i G q  active duty personnel ser:ing aboard ships. 

;;HA. American i-;os?ital Associa:im. 

.LL@S. Average len-fi of stay. The average patient stay counted in days over zll or over a 
class ci inpatiens discharged over a given tlme period. AL9S is caicuiated by r l .  \ . i lng  the 
to+& :..~rnkr or inpatient days b), the total number of dispositions. 

ASF. Ae~omedical Stagin? Facility. 

.!-.'':t-J. Arnb~la-c;?~ worl unit. 

BASShZTZ. 7 ne number of bassinets normally a\.,.ilable for newSorr 'nfrxts. 

EZDS. The nur.3er of bed:. cribs. :~-l pediatric and neonatal ba. inets regu;,-rly maintained 
(se: up and stzf-ed fcr use) for inpa::=tts 2: of the reporting 7criod; does no! i:,, isde bassinets 
for r,ormal newoorn infants. Does include hospital unit 2nd nursing home-:;?: .;..it beds. 

BEhTEFICURY CATEGORY. Grouping of individuals in the same b-neficic class, 
(e.g., act!.. 2 duty, depender , of active duty, retked, dependents of retire?. etc.). 

B;O?vETillCS. A direct care hedth care workload (utilization) reporting system for the 
Sen*ices. 

BIRTFIS. Tile number of infi i r ,~ born in the hospital and accepted f: service in a 
neu.'; .>m i n f z t  bassinet during t 12-month period; excludes stillbirths. 

BOD. BeiA~5:ial mcupar,-y date. The year in which a new or renovated faz::~ry is 
vzcepted and recezired by tnc- ,ooLremment from the building contractor. 

ERAC. Basc Realignment ar,;? Closur:. 
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Army Hospitals & Medical Centers 

Location 
Fassett ACH 
Fox AH 
Noble ACH 
Lyster AH 
Bliss ACH 
Weed ACH 
Fitzsimons AMC 
Evans AH 
Walter Reed AMC 
D.D. Eisenhower AMC 
Martin ACH 
Winn ACH 
Tripler AMC 
Irwin AH 
Munson ACH 
Blanchfield ACH 
Ireland AH 
Bayne-Jones ACH 
Kimborough AH 
Gen Wood AH 
Womack AMC 
Patterson AH 
Walson AH 
Keller AH 
Reynolds AH 
Moncrief AH 

William Beaumont AMC 
Brooke AMC 
Darnall AH 
McDonald ACH 
Kenner ACH 
Dewitt ACH 
Madigan AMC 
Totals: 

Ft Wainwright, AK 
Redstone Arsenal, AL 
Ft McClellan, AL 
Ft Rucker, AL 
Ft Huachuca, AZ 
Ft Irwin, CA 
Denver, CO 
Ft Carson, CO 
Washington, DC 
Ft Gordon, GA 
Ft Benning, GA 
Ft Stewart, GA 
Ft Shafter, HI 
Ft Riley, KS 
Ft Leavenworth, KS 
Ft Campbell, KY 
Ft Knox, KY 
Ft Polk, LA 
Ft Meade, MD 
Ft Leonard Wood, MO 
Ft Bragg, NC 
Ft Monmouth, r.iJ 
F: Dix, NJ 
West Point, NY 
Ft Sill, OK 
Ft Jackson, SC 

Ft Bliss, TX 
Ft Sam Houston, TX 
Ft Hood, TX 
Ft Eustis, VA 
Ft Lee, VA 
Ft Belvoir, VA 
Ft Lewis, WA 

Yr Constl 
Yr modified 

53/90 
78/89 
62/78 
66/86 
67/90 

87 
41 187 

86 
77/91 

72 
58/90 

83 
4819 1 
57/78 
61 187 

82 
57 

83/91 
61 190 
65/78 
53,'s 1 
63/67 
69/86 -- 

I !  

65/89 
72/85 

72/89 
31 
66 

62/72 
67/92 
57/90 

92 

Norm 
Beds 
115 
4 2 

1 00 
7 5 

110 
28 

506 
1 95 
978 
434 
480 
165 
573 
250 
87 

1 20 
290 
152 
1 50 
465 
293 
69 

533 
115 
163 
432 

604 
496 
355 
60 

100 
1 20 
41 4 

Oper 
Beds 

30 
26 
39 
38 
42 
12 

421 
113 
731 
360 
171 
73 

408 
89 
18 

1 03 
112 
70 
50 

142 
206 

16 
36 
45 

112 
132 

340 
399 

1 26 
42 
52 
63 

265 

ADPL 
28 
17 
35 
39 
32 
19 

304 
96 

647 
298 
142 
71 

407 
51 
11 

103 
70 
61 
35 
63 

1 67 
16 
4'1 

23 
78 

115 

279 
350 
1 26 
36 
37 
64 

275 

Oper Bed: a bed that is currently set up and ready for the care of a patient. 
Average daily patient load (ADPL): average number of inpatients in the HOSP receivin 
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DoD Medical Program--Fiscal Year 1995* 

O~~crations and Maintenance I $9,605,170,000 , 
CHAMPUS I $3,555,6OO,uOo 

Procurenienr I I ! $32c,C89,000 
'Total Defense Hcalth Program Appropriation $9,934,759,000 

1 I 

Military Persorlnel 

Medical Military Construction ! $318,512.000 
I 1 
I I TOTAL MEDICAL PROGRAM i ,  $15,241,271,000 

* For additional information please contact Mr. Jimmy Norris, (703) 614-3242 
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The following table is a s u m ~ r y  of the Deparmant'e medical 

Medical C o r p s  

Dental CO-6 

Nurse Corps 

Medical service/ 
Biomedical Science/ 
Army Medical Specialist 

Vetsrinan Corps 

Warrant Officers 

Health Care 
Enlisted 

Total Military Medical 
Manpower 

Civilian Health 
Care Persome1 

Budgeted 
slbStrannt;b 



2- 

Medical Corps 

Nurse Corps 

Medical Service 
corps 

m y  Medical 
specialist corps 

veterinary C o m e  

Warrant Officcrs 

Medical Enlisted 

Dental ~nlisted 

Health Care 
Civilian 

TOTAL MEDICAL 
MANPOWeR 



Nurse Corps 

Medical Service 
corps 

Warrant officers 

Medical Enlisted 

Dental ~nlisted 

Heal th  Care 
civilian 

TOTAL MEDICAL 
MANPOWER 



Medical Corps 

D e n t a l  Cows 

Nuree COWS 

Medical Service 
corps 

~iomedicbl 
sciences C o w s  

Medical ~nlisted 

Dental ~nligted 

Health Care 
~ i v i l i  an 

TOTAL MEDICAL 
MANPOWER 
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b D a t a  f i l e  fcr  K T F  m o d e 1  

)i R o n  N i c k e l  
P 1 December 1 9 % ;  

s e t  Amy-MTC := FOX NO@LE LYSTER E?.SSCTT P L I C S  FITZSI:'! E V X : S  h X E E D  I K E  
%%?TIN WINN T R I P  1RW;li MUt!SC:J ELWJCI! IREIJ:ZC PJONES 
P:IMB LWOOD PATT KELLER WOkLkZt; RE'<?:OL3S I.:C>iCKF f';A!JMT 
5 R 0 0 K E  DG.N MCDEE KEIGNE3 DEJ i ITT MADIG WEED; 

s e t  AF-MTF := MXYWELL ELM LUKE DM0:ITH LilOCK T I W / I S  EE.LLE !LA..?iT!+ES VANBERG 
ECId.9iiDS USAFAC D0;ER E G L I N  TYNDALL 1 W C 3 I L L  F A T R I C K  MOOGY 
R O E I N S  MHOME SCOTT B P 3 K S  RIDREWS K E f S L E S  COLVBS IGiITEMN 
OFFUTT N E L L I S  K I R T  HOLLOMN CANNON SJOHNS GFCXKS MINOT 
WP.\TT T I N K  AZTUS SHAW E L L S  RCESE DYESS S H E ? F  L\UC-H W C K L N D  
H I L L  LANGLY FAIRCH WAYREN F T 3 I X ;  

s e t  Navy-MTF := FEND LEMOORE S D I E G  29PALMS GROTON PENS J.z.X G W E S  BETH PA?( L E J U  
CKPT CHAR BEAU M I L L  COX? PTSMTH BRCM OX::+.R; 

s e t  Army-MC-E :=  WREED I K E ;  

s e t  Army-MC-'Ei :=  F I T Z S I M  T R I P  BEAUMT BROOKE MADIG;  

s e t  AF-MC-E :=  KEESLER WPATT; 

s e t  AF-MC-W := T K 4 V I S  L9CKLND; 

s e t  Navy-MC-E := BETH PTSMTH; 

s e t  Navy-MC-W :=  S D I E G ;  

Rset C L U S T E R S  := DENVER WASHDC TE:i.iS SOCAR NCXFOLK SZ.3.7TLE; 
s e c  C L U S T E R S  := DENVER WASHCC TEELG.S SCC.;? t :OS?OiK;  

s e t  KTF-CLUSTER : = 

( SVANS,  DENVER 1 ( USAF.&C, GEPiVE.3 1 w [WREED, WASHGC) IANDREiYS, WASHCC) IZETH.  &q&SRDCI I O E K I 7 T ,  WASYCC) { K I X 2 ,  W.%SHDC) 
( BROOKE, TEXAS 1 LACKLND, TExL.S 1 
(SFLii.1, SOC>-Q) (MONC.?F, SOCA.Yl 
I W G L Y ,  NORFOLK) (MCDEC,  N o f i r c i K l  FTS?I:E, N o s r c x :  ; 

f (;."ACIG, S Z A T T L E )  (EREM, SEATTLE 1 ; 

~ a r a r r .  : C?:IS cper-beds a v s l i  - c e z ~  exp-bezz - - B C Z T ~ C  l-,csp c i v  b e d - a v a i l  : =  . - - - 
YO?: 0 0 0 1  2 0  i 7 - ,  - , - - 1165 
t j 0 3 L E  PC'@_" 48 :9C 126 7 8 7  
LYSTER 0 C 0 3  4 2  6 ? ? i 5i5 
BASSCTT 0 0 0 5  43 7 4 1 0 0  C 0 
E L I S S  0 0 ~ 4  3:) 1Q3 : 2: -- 3 q ,-, - 
F I T Z S I M  
EVANS 
F X E E D  
I KE 
Miri iTIN 
W I N N  
T R I P  
I.kWIN 
MUNSON 
BLPNCH 

' I R E L A N D  
BJONE; 
KIMB 
LWOOD 
PATT 
KLLLER 
WOMACK 
RE'INOLDS 
MONCRF 
EEAUMT 
BROOKE 
s.zx:.l 



LUKE 
DFIOEJT li 
LROCi: 
T . W V I S  
EEALE 
VATHER 
',WV B E R G 
ECPJARDS 
U SA.FAC 
DOVER 
EGLIN 
TYIdDALL 
MACDILL 
PATRICK 
MOODY 
ROBINS 
MHOME 
SCOTT 
BARKS 
.WDREWS 
I.:EESLER 
COLMBS 
IC-iITEME.1 
OFFUTT 
N E L L I S  
K I  ilT 
HOLLOMN 
CANNON 
S JOHNS 
GFORKS 
MINOT 
W A T T  
T I N K  
ALTUS 
S HAW 
E i L S  
REESE 
DYESs 
S U S P F  
L;!J G .:: 
G C K L N 3  
K I L L  
LEJJGLY 
FAIXCH 
WMREN 
FTDIS  

?END 
LEMOORE 
S D I E G  
2 9PALMS 
GROTON 
PENS 
J M  
GTLAllES 
EETH 
?Ax 
LE JU 
CHFT 
CHAR 
BEAU 
M I L L  
CORP 
PTSMTH 
EREM 
OPdh: HA.? 

p c p  - r3iic a c t - c u t - p o p  AC-bed-req  .L.SA PI :.:C Ff := . . -  .. 

L Y - ?  856t5 2 1 1.06 4.86 . 



BASSETT 
B L I S S  
FITZSYS? 
EV'AbI % 
WREED 
I 
MART I N 
WINN 
T R I P  
IRWIN 
MUNSON 
BLANCH 
IRETLWJD 
EJONES 
KIM8 
LWOOC 
PATT 
KELLEZ 
WOMP.CK 
REYNCLDS 
MONCRF 
BEAUMT 
BROOKE 
DARN 
MCDEE 
hTNI.IER 
DEWITT 
MADIG 
WEED 

t.L~:IWE L L 
ELM 
LUKE 
DMOEITH 
LROCK 

EEALE 
MATHER 
VAN B E .2G 
EDWARDS 
USA FP.C 
DOVE3 
EGLI:: 
TYNDiLL 
MRCDILL. 
P.I\TRI CK 
MOODY 
ROBINS 
MHGME 
SCOTT 
BPRKS 
ANCRE'h'S 
KEESLER 
COLMBS 
WHITEMN 
O F N T T  
N E L L I S  
KIRT 
HOLLO.MSI 
CANNON 
S JOHNS 
GFORKS 
MINOT 
WPATT 
T I N K  
ALTUS 
SHAW 
ELLS 
REESE 
DYESS 
SHEP? 



H I L L  1 e 2 7  15032 2 8  
LANGLY 1 8 1 5  31455 4  5  

PEPJD 
LE?lOOXE 
S D I E G  
," 9FALMS 
GROTON 
PENS 
L7AX 
GLAKES 
EETH 
ex< 
LE J U  
CHFT 
C K m  
P EAU 
MILL 
CORP 
PTSMTH 
BREM 
O A K W  

p a r a m  : c1 - a c c r e d - h o s p  c l - c i v - b e d - a v a i l  c l  c i v - b e d - r a t - o  c l - p c p - r a t i o  c l - a c t - d u t - p o p  : =  
DENVER e 9 7 0  4 . 1 5  1486 78419 
WASHDC 40 7000 5 . 5 3  800 191769 
TEXAS 15 
SOCh? 18  
NORFOLK 13 
#SZA?TLE 2 3  

p a r a r n  w a r r i m e  rsq UShF := 9 8 0 ;  - - 
p a r a r n  w a r : l r n e - r e q 3 ~ . A .  := 6 0 3 0 ;  

w p a r a r n  w z r t i m e - r e q - U S N  := 260C; 

p a r a r n  MC-bed-req-EAST :=  1 4 9 2 ;  
p a r a m  MC - b e d - r e q - I C S T  :=  126.2;  

(PmEZC,  X!C.?EXS) (.LiJDSEXS, h X E E D )  
( W E E ; ,  6ET'ri)  (EETi ' ,  h-ZED) 
IFUEEC, K I M S )  (KIME,  WREEC) 
(WREED, CEWITT) ( D E K I T T ,  WREED) 
(ANDFtEWS, EETU ) (BETH, ANDilEWS ) 
I ANDREWS, KIMB ) I KIMB, ANDREWS ) 
I WCREWS,  DEirlITT ) ( DEWITT, rCUDREW.5 ) 
( S E T H ,  KIMB) (KIME,  BETH) 
IBZTH, DEWITT) (DEWITT, BETH) 

I BROOKE, LACKLND) I LAChZND, BROOKE ) 

(SHAW, MONC3F) (MONCRF, S P A i )  

(LANGLY, MCDEE) (MCDEE, LANGLY) 
I W G L Y ,  PTSMTH ) ( PTSMTH, LFNGLY ) 
(MCDEE, PTSMTH) (PTSMTH, MCDEE) ; 

# (MADIG, BXEM) (BREM, MADIG);  

p a r a r n  d i s t a n c e  := 

E V W S  USAFAC 21.7  USAFAC EVANS 21.7  

WFlCED AVi)F,EPIS 2 3 . 2  W[jREWS WREZD 
WiiEEi) E E 7 E  5 . 1  BET3 W2EED 
hXEED %:ME 2 2 . 9  KIM3 hXCED 
WREED DE:FIT; 3 7 . 1  DEIiITT W E E D  
aNDhEi iS  EETH 2 4 . 0  PET!! iV!DREWS 



ANDREWS K I M B  3 3 . 8  
ANDREWS DEWITT 2 5 . 5  
EETH KI?IB 2 3 . 2  
S E T H  DEVJITT 31.5 

BRDOKE LACKLND 1 5 . 6  

S%X EIONCRF 21.1 

LANGLY MCCEE 9.9  
LANGLY PTSMTH 2 8 . 9  
MCDEE PTSMTH 3 4 . 6  

# MADIG BREM 3 E . 9  

C :  \AMPLOSL\ J C S G \ M E D I C A L \ M T F .  DAT 1 2 / 2 / 9 3  

KIMB ANDREWS 3 3 . 8  
DEWITT ANDREWS 2 5 . 5  
KIMB BETH 2 3 . 2  
DEWITT EETH 31 .5  

LACKLND BROOKE 1 5 . 6  

FONCRF S W W  2 1 . 1  

MCDEE LANGLY 9 . 9  
PTSMTH LANGL'f 2 8 . 9  
PTSMTH MCDEE 34.6;  

BREM MADIG 38.9 ;  



t Form: 2 Beds: oper 
M l N N N  
Flow clusters 
Use chr beds 
Min AD pop 
Oper beds 
MC FV avg req 
MC flow 

Page 1 of 2 

PAX 
LEJU 
CHPT 
CHAR 
BEAU 
MILL 
CORP 
PTSMTH 
BREM 
OAKHAR 
MAXWELL 
ELM 
LUKE 
DMONTH 
LROCK 
TRAVIS 
BEALE 
MATHER 
VANBERG 

1 
1 
1 
1 
0 
1 
0 
1 

3 
3 
3 
3 
3 
3 
3 
3 

3.82 
5.68 
4.69 
6.62 
4.26 
5.35 
4.82 

3 
3 
3 
3 
3 
3 
3 

EDWARDS 
USAFAC 
DOVER 
EGLlN 
TYNDALL 
MACDILL 
PATRICK 

3.14 

7.76 
4.52 
5.56 
4.70, 
4.37 
4.26 
6.55 

1 ( 3 
1 ( 3 

1 
0 
1 
1 
1 
1 
1 

6.98 
5.38 
3.83 
6.03 

0 
0 
0 
1 
1 
0 
0 

11 
1 ' 
1 
1 
1 
1 
1 
1 
1 

7.01 

0 
0 
1 
0 
0 
0 
1 

0 
1 
0 
0 
1 
1 
0 
0 
0 
0 
0 

3 
3 
3 
3 
3 
3 
3 
3 
3 

MOODY 

1 
0 
0 
1 

10 
55 
20 
85 -  
25 
50 
15 

1 

I 

1 
1 
1 
0 
1 
0 
0 

10 
15 
20 
951 

5.06 

5.58 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

109 
25 
30 
75 

30 
80 
39 

120 
57 
69 
20 

5.02 
5.22 
4.83 
7.88 
3.76 
5.06 
5.00 

3.81 
4.24 
5.92 
5.48 
5.04 
5.89 
7.10 
3.24 
4.04 
5.85 
5.90 
5.40 
4.68 
4.87 
4.45 
3.82 
4.64 
5.90 
4.76 

ROBINS 
MHOME 
SCOTT 
BARKS 
ANDREWS 
KEESLER 
COLMBS 
WHITEMN 
OFFUTT 
NELLIS 
KlRT 
HOLLOMN 
CANNON 
SJOHNS 
GFORKS 
MlNOT 
W P A T  
TlNK 

0 
0 
0 
1 
0 
0 
0 

LU 

176 
40 
90 
49 
66 
42 

431 

47 
31 
31 

120 

5.52 

1 
1 
0 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
0 
1 

137 
26 
71 

139 
40 
30 
20 

195 
9 

30 
20 

LU 

224 
40 
90 
80 

102 
65 

437 

33 
157 
60 

275 
79 

142 
72 

251 46 

18 
0 

22 
59 
25 
62 
30 

18 
37 
22 

5 9  
25 
62 
30 

47 
32 
31 

348 

185 
235 

15 
50 
20 
25 

8 
15 
15 
15 
25 

160 
25 

60 
70 
39 

408 
14 
35 
48 

JL 

238 
27 

-90 

14 
22 
18 
0 

14 
22 
18 
45 

70 
388 
433 

29 
123 
77 
40 
28 
36 
48 
34 
75 

433 
90 

139 
31 

118 
32 

244 
306 

0 5 1 7 1 7  
26 

107 
77 
40 
30 
29 
44 
34 
47 

175 
651 

26 
49 
53 

7 7  
12 
41 
41 
29 
22 
18 
21 
14 
19 
0 

42 

48 
25 
28 
34 

0 
0 
0 
0 
0 
0 
0 

26 
49 
53 

12 
41 
41 
29 
22 
18 
21 
14 
19 
39 
42 

48 
25 
28 
34 

IJ 

93 
36 
47 

0 
0 
0 

45 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

39 
0 

0 
0 
0 
0 

0 

100 
112 
68 

388 
14 
70 
46 

52 
37 
27 
71 
16 
40 
15 

IJ 

93 
36 
47 

-- 

52 
37 
27 
71 
16 
40 
15 

54 
106 
65 

176 

0 
20 

0 
281 

175 

01 

14 
22 
18 
0 

I 

I 

22 
20 
14 

281 

0 
0 
0 
0 
0 
0 
0 

U 

0 
0 
0 

18 
0 

22 

22 
0 

14 
0 

I 

34 

I 

59 
25 
62 
30 

124 

I 

48 
25, 
28 

I 

107 

0 

42 

I 

1 

I 

93, 
36 
47 

52 
37 
27 

195 
16 
40 
15 

43 

I 

I 

0 

0 

0 
20 
0 

43 1 

- 

97 

I 

39 
- -  

26 
185 
228 

7 
12 
41 
41 
29 
22 
18 
2 1 
14 
19 
0 

- 

I 



Form: 2 Beds: oper 
MINNFV 1 4766 
Flow clusters o 
Use civ beds I 
Min AD pop 25000 
Oper beds i 

MC FV avg req o 
MC flow 1 

DOD Army Navy AF 
Total sites 99 32 19 48 
Tot. retalned = 83 26 17 40 

Before Aner 
Avg MV = 3.00 3.00 
Avg FV = 5.72 5.77 
Avg MC RIP 6.52 6.60 

,SHEPP 
LAUGH 
LACKLND 
HILL 
LANGLY 
FAIRCH 

DYESS 1 
0 
1 
0 
1 
0 
1 

3 
3 
3 
3 
3 
3 

4.26 

WARREN 
FTDlX 
-FOX 
NOBLE 
LYSTER 
B ASSRT 
BLISS 

m M  
EVANS 
,WREED 
IKE 
MARTIN 
WlNN 
TRIP 
IRWIN 
MUNSON 
BLANCH 
IRELAND 
-BJONES 
KlMB 
LWOOD 
PATT 
KELLER 
WOMACK 
.REYNOLDS 
MONCRF 
BEAUMT 
BROOKE 
DARN 
MCDEE 

.KENNER 
DEWlrr  
MADIG 
WEED 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

1 
1 
1 
0 
0 
1 
1 

- 0 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
0 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
0 
0 
1 
1 

5.00 
3.72 
7.16 
5.88 
5.68 

314.71) 

0 

3.98 
6.07 
4.86 
4.90 
5.60 
5.02 
5.51 
5.37 
7.62 
6.10 
7.59 
7.16 
7.06 
7.94 
7 . g  
4.49 
8.18 
6.30 
5.83 
6.76 
7.51 
4.76 
5.34 
8.52 
7.58 
7.55 
7.51 

8.36 
6.10 
5.43 
7.49 
8.22 
5.10 

6.74 

15 

6.35 

7.72 
8.25 

4.52 

5.91 
37.187 

6.14 

0 

0 
0 
0 
0 

35 

0 
1 
0 
0 
0 
1 
0 
0 
0 
0 
1 
1 
1 
1 
1 
0 
1 
1 
1 
0 
1 
0 
0 
1 
1 
0 
1 

1 
0 
0 
0 
1 

80 

25 
40 
30 

100 

15 
20 
20 
48 
42 
43 
30 

174 
149 
694 
346 

197 
1 5 2 8 4 0  

5851006 
42 
71 
611 

" ,  V 

24 
350 

42 
100 
69 
74 

103 
335 
195 
718 
757 

18 
318 

1033 
55 

120 
901 
43 

350 
57 

1~06 
77- 

100 
107 
375 
212 
847 
757 

18 

172 
114 
423 
60 
20 

146 
84 
96 

380 
165 
617 
192 
65 

350 
333 
169 
170 
670 
67 
62 

454 
264 
435 

-684 
651 
359 
116 
87 

105 
622 

27 

18 

71 
28 
45 
23 

0 

282 
148 
439 
127 
65 

241 
172 
169 

12 
58 
21 
19 

0 
4 4  

0 
28 
0 

23 

36' 
122 

15 
30 

226 
100 
96 

330 
367 
203 
42 
49 
68 

381 
1 2 5  

12 
58 
21 
0 

63 
51 

121 
55 
31 
68 
48 
31 
62 
41 
20 
24 

141 
48 
49 
50 
73 

113 
40 
28 
97 

104 
12 

4436 

68 
480 
67 
62 

272 
157 
432 

4 8 2  
450 
241 
116 
67 
93 

414 
27 

18 
0 
0 
0 
0 
0 

195 

280 
223 

1 

0 
0 
0 

1 9 -  
25 
17 
18 
37 
71 
34 
45 

63 
51 

121 
55 
31 
68 
48 
31 
0 

41 
20 
24 

141 
48 
49 
50 
73 

113 
40 
0 
0 

104 
12 

0 

660 
301 

0 

- 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

28 
0 
0 
0 

254 

2771 
1 

2754 

- 

17 
I 8  
0 

71 
34 
45 

37 

0 0 0  

- 

I 

0 

o m  
0 
0 

37 
0 
0 
0 

0 

- - -  

0 

71 

0 

01 1 0 

__-_______- 

23 

0 

0 
17 
18- 
0 

108- 
694- 
346 

,' 

18 
0 
4 
0- 

28 
0 

0 0  

2 
I 

0 

~ I C '  

----- 

- - 

23 
12, 
58 
21 
0 

I 
0 

381 
12- 

6936 

I 

63 
51. 

31 6 

-- 

55 
31 
68 
48, 
31 

0 

0 
41 
20 
24 

141 
48 
72 

330 
367 
113 
42 
0 



.\iciil~.al . I  trirlt C'ro>s Scr? icc (;roup 
I k - t  clopr~lcnt ol'.Alt cn~a t ib  es 

The primary tool used in develrying alternatives for consideration by the Military Departments 
was the DoD approved Fixed 1n:eger Lintlar Programming blodel. This model incorporates characteristics 
based on our charter to minimize escess capaciy and mainlain high quality facilities within the Military 
Health Senices S y s s m  The model also ensures that faciiilies arc located a1 sites with significant active 
duty and family member populations. 

The specific formulation uses operating beds as the primary capacity measure and also maintains 
the minimum nclnber of wartime beds based on the most recent defense guidance. Bed demand is generated 
based on acute care and medical center requirements using beneficiary specific IT 94 direct care inpatient 
rates. Medical Center beds are allocated to the eastern and western United States based on requirements 
generated within those areas. There are a number of binary consuaints within the model that ensures 
facilities remain open if they reside in an underserved primary care area. there are insufficient acute care 
beds in the community. or less than 2 accredited acute care facilities. This formulation also ensures 
facilities were maintained if they supported at least 25.000 active duty and family members. In overlapping 
catchment areas. the model flows patients if any binary consuaint is met and attempLs to consolidate 
inpatient care. 

Overlapping Catchment Area Alternatives 

MED # 1: National Capital Region Consolidations, DC. hID, VA 

- Realign Rimbrough ACH to Clinic 

- Realign Dewitt ACH to Clinic 

MED +? 2: Fort CarsoniAir Force Academy Consolidations. CO 

- Realign CSAF Academy Hospital to Clinic 

w MED -" 3: Fort JacksonlShaw AFB Consolidations. SC 

- Realign 363rd Medical Group. Shaw AFB. SC to Clinic 

hlED 2 1: V$-illford Hal1,iBrooke .Army Medical Center C:onsolidations. TS 

- Reaiirn Wiilforc! Hail hledicai Cener. Liicklanci A!!. TX to Clinic 

Stand Alone Facility Al te rnnt i~es  

MED = 5: Rtaiign Wright Patterson h,Icdical Center: iliright Patterson AFB, 01-1 

!VIED t" 6: Close Fitzsimons Army !Vlt.dicai Cenrer. Aurora. Colorado, CO 

!VIED r 7: Realign Snble  Arm!. Communi~!~ I-iospital. Fort McClellan. AL 

hlED 4 S: Realign Lyster r j m y  Community I-lospital. Forr Rucker. AL 

h1E3 5 9: 1:calicn Scoti USr-V: Hospital. Scott Air Fvrcc Uase. 11- 

MEC r" liJ: Keaiign Ya\.al 1-lospiral. J3e:iufort. SC 

h.IED 2 il:  Realign 6th Ivlcdical Squadron, Reese AFB. TX 

MED = 12: Realign Naval Hospital. Corpus Christi. TX 

h1ED = 13: Realign 396th Medical Group, Sheppard LWU. TS  

XED -" 14: Realign Kenner Army Communily Hospital. F'on Lee. VA 

'IED r" 15: Realign 1st Medical Group. Lmgley AFB. V;\ 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 1 

b. Short Title: MED t: 1: National Capital Region ConsoIidations, DC, MD, VA 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSummary: This scenario consolidates the national capital acute care inpatient 
requirements from Kimbrough Army Community I-Iospilal, Fort Meade, MD and Dewitt Army Community 
Hospital, Fort Belvoir, VA, to Malcolm Grow USAF Medical Center, Andrews Air Force Base, VA and 
the National Naval Medical Center, Bethesda, MD. Kimbrough and Dewitt ACH are convert to 
ambulatory care facilities. 

f. Installations in the Scenario: Fort Meade, Fort Belvoir, Andrews AFB, and Bethesda 

f. Rationale: Based on projected medical center and acute care bed demand, this alternative transfers bed 
- requirements in an effort to reduce excess inpatient care capacity in the national capital region. The 

alternative is based on quantitative modeling results that suggest the reduced beds are not needed for 
urartime demand nor to meet projected peacetime direct care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 



BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 2 

b. Short Title: Fort CarsodAir Force Academy Consolidations, CO 

- Realign USAF Academy Hospital to Clinic 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSummary: This scenario consolidates the acute inpatient care requirements in 
the Colorado Spring, Colorado area from the USAF Academy Hospital to Evans Army Community 
Hospital, Fort Carson. The USAF Academy Hospital is converts to an ambulatory care facility. 

f. Installations in the Scenario: U.S. Air Force Academy and Fort Carson 

w g. htionale: Based on projected acute care bed demand. this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity in the Colorado Spring area. The alternative is based on 
qumtiralive modeling results that suggest the reduced beds are not needed for wanime demand nor to meet 
projected peacelime direct care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 



BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 3 

b. Short Title: MED # 3: Fort JacksodShaw AFB Consolidations, SC 

- Realign 363rd Medical Group, Shaw AFB, SC to Clinic 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description,Summary: This scenario consolidates the acute inpatient care requirements in 
the Fort Jackson and Shaw Air Force Base area from the 363rd Medical Group, Shaw to Moncrief Army 
Community Hospital, Fort Jackson, SC. The 363rd hospital converts to an ambulatory care facility. w - 
f. Installations in the Scenario: Fort Jackson and Shaw AFB. South Carolina 

g. Rationale: Based on projected acute care bed demand. this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity in the Fort Jacksonishaw AFB area. The alternative is 
based on quantitative modelins results that suggest the reduced beds are not needed for wartime demand 
nor to meet projected peacetime direct care inpatient requirements. 

h. Remarks: . 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 4 

b. Sliort Title: MED # 4: Willford Hall/Brooke Army Medical Center Consolidations, TX 

- Realign Willford Hall Medical Center, Lackland Am,-TX to Clinic 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptiodSummary: This scenario consolidates the acute and medical center inpatient 
care requirements from Willford Hall USAF Medical Center to Brooke Army Medical Center, San 
Antonio, TX. Willford Hall converts to an ambulatory care facility. 

(V f. Installations in the Scenario: Fort Sam Houston and Lackland AFB 

g. Rationale: Based on projected medical center care and acute care bed demand, this alternative transfers 
bed requirements in an effort to reduce escess inpatient care capacity in the San Antonio area. The 
alternative is based on quantitative modeling results that suggest the reduced beds are not needed for 
wartime demand nor to meet projected peacelime direct care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 



BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 5 

b. Short Title: MED # 5: Realign Wright Patterson Medical Center, OH 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summary: This scenario consolidates the acute and medical center inpatient 
care requirements from Wright Patterson Medical Center, Ohio. Medical center bed demand shifts to other 
medical centers in the eastern section of the United States. Acute care inpatient bed requirements shift to 
the civilian community. Wright Patterson MTF converts to an ambulatory care facility. 

f. Installations in the Scenario: Wright Patterson AI;?3, Dayton, OH 

V g. Rationale: Based on projected medical center care and acute care bed demand, this alternative transfers 
bed requirements in an effort to reduce escess inpatient care capacity. The alternative is based on 
quantitative modeling results that suggest the reduced beds are not needed for wartime demand nor to meet 
pr3jected peacetime direct care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative U'orksheet 

a. Control Number: MED # 6 

b. Short Title: MED # 6 Close Fitzsimons Army Medical Center, Aurora, Colorado, CO 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSummary: This scenario consolidates the acute and medical center inpatient 
care requirements from Fitzsimons Army Medical Center. Medical center bed demand shifts to other 
medical centers in the western part of the United States. Acute care inpatient bed requirements shift to the 
civilian community. Fitzsimons Army Medical Center closes. 

f. Installations in the Scenario: Fitzsimons Army Medical Center 

w g. Rationale: Based on projected medical center and acute care bed demand, this alternative transfers bed 
requirements in an effort to reduce escess inpatient care capacity. The alternztive is based on quantitative 
modeling results that suggest the reduced beds are not needed for wartime demand nor to meet projected 
peacetime direct care inpa~ient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 7 

b. Sliort Title: MED # 7: Realign Noble Army Community Hospilal, Fort McClellan, AL 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summa~: This scenario transfers acute care inpatient requirements from Noble 
fumy  Community Hospital. Acute care inpatient bed requirements shift to the civilian community. Noble 
Army Community Hospital converts to an ambulatory care facility. 

f. Installations in the Scenario: Fort McClellan, AL 

g. Rationale: Based on projected acute care bed demand; this alternative transfers bed requirements in an 
effort to reduce escess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wanime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 8 

b. Short Title: MED # 8: Realign Lyster Army Community Hospital, Fort Rucker, AL 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSummary: This scenario transfers acute care inpatient requirements from Lyster 
Army Community. Acute care inpatient bed requirements shift to the civilian community. Lyster Army 
Community Hospital converts to an ambulatory care facility. 

f. Installations in the Scenario: Fort Rucker, AL 

V g. Rationale: Based on projected acute care bed demand, this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not r,:eded for wartime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 9 

b. Short Title: MED # 9: Realign Scott USAF I-Iospital, Scott Air Force Base, IL 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summary: This scenario transfers acute care inpatient requirements from Scott 
USAF Hospital. Acute care inpatient bed requirements shift to the civilian community. Scott USAF 
Hospital converts to an ambulatory care facility. 

f. Installations in the Scenario: Scott Air Force Base, IL 

g. Rationale: Based on projected acute care bed demand. this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wanime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 10 

b. Short Title: MED # 10: Realign Naval Hospital, Beaufort, SC 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summary: This scenario transfers acute care inpatient requirements from 
Naval Hospital, Beaufort. Acute care inpatient bed requirements shift to the civilian community. Naval 
Hospital, Beaufort converts to an ambulatory care facility. 

f. Installations in the Scenario: Naval Station, Beaufort 

g. Rationale: Based on projected acute care bed demand, this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wartime demand nor to meet pr~jected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 



BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: hlED # 11 

b. Short Title: R E D  # 11: Realign 6th Medical Squadron, Reese AFB, TX 

c. Date: December 9, 1993 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSumrnary: This scenario transfers acute care inpatient requirements from the 
6th Medical Squadron, Reese AFB. Acute care inpatient bed requirements shift to the civilian community. 
The 6th Medical Squadron, Reese converts to an ambulatory care facility. 

f. Installations in the Scenario: Reese AFB, TX 

g. Rationale: Based on projected acute care bed demand. this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wartime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 12 

b. Short Title: MED # 12: Realign Naval f-Iospital, Corpus Christi, TX 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario DescriptionlSumrnary: This scenario transfers acute care inpatient requirements from 
Naval Hospital, Corpus Christi. Acute care inpatient bed requirements shift to the civilian community. 
Naval Hospital, Corpus Christi converts to an ambulatory care facility. 

f. Instailations in the Scenario: Naval Station, Corpus Christi 

g. Rationale: Based on projected acute care bed demand, this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wartime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 



BRAC 95 Joint Analysis Alternative Worksheet 

a. Control h'umbcr: MED # 13 

b. Sllort Title: MED # 13: Realign 396th Medical Group, Sheppard Am, TX 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description,,Summary: This scenario transfers acute care inpatient requirements from the 
39Gth Medical Group, Sheppard. Acute care inpatient bed requirements shift to the civilian community. 
The 396th Medical Group, Sheppard converls to an ambulatory care facility. 

f. Installations in the Scenario: Sheppard AFU 

g. Rationale: Uased on projected acute care bed demand, this alternative transfers bed requirements in an w effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wanime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 14 

b. Short Title: MED # 14: Realign Kenner Army Community I-Iospital, Fort Lee, VA 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summary: This scenario transfers acute care inpatient requirements from 
Kenner Army Community Hospital. Acute care inpatienl bed requirements shift to the civilian community. 
Kenner A m y  Community Hospital converts to an ambulatory care facility. 

f. Installations in the Scenario: Fort Lee 

g. Rationale: Based on projected acute care bed demand, this alternative transfers bed requirements in an 
effon to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wartime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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BRAC 95 Joint Analysis Alternative Worksheet 

a. Control Number: MED # 15 

b. S11ort Title: MED # 15: Realign 1st Medical Group, Langley AFB, VA 

c. Date: December 9, 1994 

d. Joint Group: Joint Cross Service Group for Medical Treatment Facilities (MTFs) 
and Graduate Medical Education (GME) 

e. Scenario Description/Summaq: This scenario transfers acute care inpatient requirements from the 
1st Medical Group, Langley. Acute care inpatient bed requirements shift to the civilian community. The 
1st Medical Group, Langley converts to an ambulatory care facility. 

f. Installations in the Scenario: Langley AFB 

g. Rationale: Based on projected acute care bed demand, this alternative transfers bed requirements in an 
effort to reduce excess inpatient care capacity. The alternative is based on quantitative modeling results 
that suggest the reduced beds are not needed for wartime demand nor to meet projected peacetime direct 
care inpatient requirements. 

h. Remarks: 

CLOSE HOLD 
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UNDER SECRETARY OF THE ARMY 
WASHINGTON 

MEMOKANDIjM FOR CHAIRMAN, MEDICAL JOINT CROSS-SERVICE 
GROUP (JCSG) 

SUBJECT: First Impressions of the Medical Facilities 
Joint Cross-Service Group (JCSG] Input-- 
ACTION MEMORANDUM 

This is in response to your memorandum, December 
5 ,  1994, Subject: BRAC 95 Joint Cross Service Group 
for Military Treatment Facilities (MTFs) and Graduate 
Medical Education (GME) ,  Revised Alternatives. 

Army has reviewed and appreciates your efforts in 
providing a preliminary Military Treatment Facility 
(MTF) closure and realignment alternative for BRAC 95. 

Based upon an initial review of the alternatives, 
we agree with the proposal for Army Medical Treatrment 
Facilities with two exceptions, The proposed 
realignment of Lyster Army ~ o s p i t a l  to a clinic will 
reduce medical support to the Army Aviation School 
potentially impacting readiness. The proposed 
realignment of the Dewitt Army Hospital could 
compromise its participation in the Northern V i r g i n i a  
Primary Care Project, an important Army managed care 
i n i t i a t i v e .  

While your p r e l i m i n a r y  alternatives 
considered in the detailed installation 
Army is now conduc 
t w o  Army military 
addressed as we mo 



CLOSE HOLD I SENSITIVE 

DepaGment of the Army 
nu':? T~ th? (?hior - 4  Cf2 f f  

Tns AVmy Gasrr~,; Study 

Ib:E/~1ORANDUivl FOR THE RECORD 

SUBJECT 0:iefrng for t-2 Unoersezr;:ar): cf :he Army and Vice Chref of Staf:, 
February 2. 1995 11 33-' 21 5 hours 

1 The purqose has  to z j  p:ov,tz rq!arma;ion on the Army's final assess~.2-: o' 
alternat~ves presented bb tne Jo~nt Cross Service Groups (JCSGs) for analysis, (b )  
obtain a aecrsron to ad3 t..fidro of the t~k31ca l  JCSG's recommensa!lons to the Army's 
B W C  11s:. 23; (c)  sSatr, a dec~sron to add a reconmendatlon to the BSAC list tha: 
redrrects an element of the BRAC 91 aeclsion on Trt-Serv~ce Project Relrance 

2. Principal attendees: I.?:. Reeder (Undersecretary), GEN Tile111 (Vice Chref of Staff), 
Mr. Walker (Assistant Secretary for Installations, Logistics 8 Environment), LTG 
Dominy (Director of the A-my Staff), MG Putrnan (Assistant Deputy Chief of Staff for 
Operations & Plans), tvlG Farmen (Assistant Deputy Chief of Staff for Logistics), MG 
Little (Assistant Chief of Staff for Installation Management), Mr. Orsini (Deputy 
Assistant Secretary for Logistics), Mr. Singley (Deputy Assistant Secretary for 
Researcll & Technology). Mr. Gehrig (Director, Test G Evaluation Management 
Agency), Mr. Stockdale (Deputy General Counsel), 6G Zajtchuck (Office of The 
Surgeon Generalj, BG Shane (Director of Management), tdr. Takakoshi (Special 
Asssis:er.t !c '.hz L'ndersecretary) and COL Jones (Director,TABS). LTC Powell, TABS, a - .- 
gave the briefing. 

3 The Un2e:s=.zre:an a?d Vrce Chief of Staff agreed tha! the follow~ng recommr.nda- 
:ims should 50 added to :he Army's B?AC 95 list 

a Realign Fofl Lez's hos?i:aI to a cl~nic 
5 Rcal~gn For, tdsade's hos?i:a1 to a cllnic 
c BRAC 97 Re3ir3ct CC n3: relotzare toxicolor;y research to L'!r~sht-Patterson 

A F 3  
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JOINT CROSS-SERVICE GROUP 
Ll'*J; -ly-?./'? ., $ T r p : d  ALTERNATIVES OVERVIEW 

I J C S G  GENERAL 

TES T & EVA LUA TlON REALIGN MINOR 
WORKLOAD 

REALIGN MINOR 
WORKLOAD 

AFFECTED INSTALLATIONS RECOMMENDATION IMPACT 

GAINERS: YUMA, WIi lTE SANDS, PIONE 
HUACliUCA 

LOSERS: RUCKER, REDSTONE 

GAINERS: PICATINNY, MONMOUTtt, NONE 
REDSTONE, ADELPttI tAAY GAI'J SOMT. WORK 

LOSERS: REDSTONE, RUCKER, ARI FROIA A l  AND NAVY 
ADELPHI, S,T LOUIS, 
PICATINNY 

I 

UNDERGRADUATE AF & NAVY LOSE 2LIJ GAINERS: RUCKER 

PlLO T TRAINING INSTALIATIONS; ARMY LOSERS: NONE 
GAINS HEL UP1 

NONE 

MAY GAIN N A W  TRAININO 

MEDICAL AF LOSES 3 MEDCEN d GAINERS: WALTER REED SUPP017TS FlTZSlMMONS CLOSURE 

5 ItOSPITALS; NAVY LOSERS: FITZSIMMONS, ADD LEE 15 h-1EAOE RCALIGNMENTS 

LOSES 2 t4OSPITALS; MEADE, BELVOIR, LEE, 
ARMY LOSES 1 IAEOCEN U McCLELIAN, RUCKER 
5 IiOSPlTALS 

I MAINTENANCE NAVY LOSES 4 - 5  DEPOTS GAINERS: ANNISTON, TOOYttANNA SUPPORTS LETTCRKENNY AND 

DEPOT AF LOSES 1-2  DEPOTS LOSERS: RED RIVER, LETTERKENNY, RED RIVER CLOSURE 
ARMY LOSES 2 DEPOTS ANNISTON, TOBYttANNA, 

CORPUS CttRISTI 

- - 
!I TUDY 



COSTS ($M) 
CLOSE 

O&M 
MILCON I on o 
OTHER 

0 
5 -- - 0.3 0.2 

TOTAL 14'i 2.1 2.1 

RECURRING CHAMPUS COST ($M) $ 4 9 m  $5.7NR $5 .6NR 
PAYBACK PERIOD(YEARS) 
BREAK EVEN (YEAR) 3 I 1 
STEADY STATE SAVINGS ($M) 

2003 1997 1997 
37 

(YEAR) 
3.8 4.0 

2001 1997 1997 
20 YR NPV ($M) 327 51 56 

. - 
PERSONNEL: MIL CIV h 1 1 ~  CIV MIL CIV 

ELIMINATIONS 
REALIGNMENTS 

- 
CL03Eli0l.D 13ENSITfVE 

-.---. - fill AIIMY i lA:; l f l~;  !; 1FP' 
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PROPOSED CHANGES TO CURRENT ARMY RECOMMENDATIONS 

ADD PRO.JECT RELIANCE REDIRECT 

ADD REALIGNMENT OF FT LEE HOSPITAL TO CLINIC 

ADD REALIGNMENT OF FT MEADE HOSPITAL TO CLINIC 

I THE FOLLOWI;4G FINANCIAL CHANGES OCCUR: 

CURRENT PROPOSED 

1-TIME COST (9.B) $1 .I $1 .I 

1 RECURRING STEADY 
STATE SAVINGS ($M) $723 $730 

RETURN ON INVESTMENT 
# OF YEARS IMMEDIATE IMMEDIATE 
YEAR 2000 2000 

20 YEAR NET PRESENT 
VALUE ($B) 

.- ......... -- .... --.. .-. ._... ._.- 
$8.1 

CLO!JEliUl-D 1 :)1:t531 f l 
111.-- 

I 111- /\/(MY llA!;lN~; :I I UOY 





DEPARTMENT OF THE NAVY 
BUREAL' OF MEDICINE A N 3  SURGEqY 

2300 E STREET NW 
WASHIhGTDN DC 20372.5300 6000 

Ser 09/4U810714 

DEC 81234 
From: Chief, Bureau of Medicine and Surgery 
To: Chairman, Base Structure Analysis Team 

Subj: BRAC-95 SCENARIO DEVELOPMENT DATA CALL 

Ref: (a) BRAC-95 Scenario Development Data Call Tasking 
Number 5-23-0369-104, NAVHOSP Beaufort 

Encl: (1) BRAC-95 Scenario Development #5-23-0369-104 
Response 

1. Navy Medicine's input to reference (a) is provided as 
enclosure (1). However, I feel that there are some remaining 
issues which require careful consideration prior to a final 
decision. Upon examination of the mission of Naval Hospital 
Beaufort, I am concerned that comprehensive medical support for 
the over 9,000 Marine Corps active duty is at risk should the 
inpatient services at the Navy hospital be eliminated. 

2 .  Navy Medicine has an obligation to support the operational 
forces of the Fleet and Fleet Marine Force. Primary among these 
obligations is the need to support the military-unique training 
requirements of our operational forces. There is insufficient 
medical capability in the local civilian community to support the 
Marine Corps training operations at Parris Island. Naval 
Hospital Beaufort is the only hospital in the area with adequate 
inpatient and critical care capability to support any large-scale 
operationai mishap requiring significant medical care. The 
responsibility for medical su~port, whether for routine training 
support or majsr medical disasters, falls to Navy Medicine alone. 

3 .  I appreciate the complex task ahead of you in developing the 
BRAC-95 scenarios. I ask that you keep a watchful eye on the 
mission of Navy Medicine and assist me in ensuring the highest 
quality medical care is readily available and standing by to 
support our Sailors and Marines as they train for Navy's forward 
presence mission. r 

', ,A -, ,/ 

HAROLD M. KOENIG 
Rear Admiral, 
United States Navy 

Surgery 
Acting 

Chief, Bureau 



D E P A R T M E N T  OF THE N A V Y  
O F F I C E  O F  T U C  5 E C H E T A R I .  

W A S H I N G T O N .  0 C 2 0 3 5 0 . f 0 0 0  

MM-0481-F3 
BSAT/MG 
15  December 1 9 9 4  

MEMORANDUM FOR THE C:HAIRMAN, MEDICAL JOINT CROSS SERVICE GROUP 

~ u b j  : BRAC-95 JOINT CROSS SERVICE GROUP FOR MILITARY 
TREATMENT F A C I I J I T I E S  AND GRADUATE MEDICAL EDUCATION 
ALTERNATIVES 

Tile J o i n t  Cross Serv ice  Group's a l t e r n a t i v e s  for M i l i t a r y  
Treatment ~ a c i l i t i e s  s e n t  to t he  Uepartinent of t h e  Navy have heer~ 
receyved and  a n a l y z e d  w i t h i n  t h e  Department's o v e r a l l  base  
c l o s u r e  process .  The a l t e r n a t i v e  t o  1-ealign Naval Hosp i t a l ,  
Corpus Ch1.ist.i t o  a cl ir~ic:  has been evaluated and  appears t o  ke  ii 
v i a b l e  a l t e r - n a t i v e  w i t . h  long term cost savirigs . Fina l  Departmer~t 
of t h e  Navy recomnir;ndation on t h e  r  ealigrlnlent of Naval Hosp i t a l ,  
Corpus C h r i s t i  w i l l  be made i n  conjunct-ion with  t h e  Department 's  
eva lua t ion  of  any o t h e r  c l o s u r e  or realignment a c t i o n s  affecr_. ing 
t h e  Corpus C h r i s t i  a r e a .  , s ,;: ', 2 ?> . .' L- -' 

The a l t e r n a t i v e  t o  r e a l i g n  Naval Hospital Beaufor t  t o  a 
c l i n i c  i s  no t  a feasible a l t ~ r n a t i v e .  Navy Medicine has an 
o b l i g a t i o n  t o  suppor t  t he  ope ra t iona l  requirements o f  t h e  F l e e t  
and F lee t  ~ a r i n e  Force. Analysis  showed the  l o c a l  c i v i l i a n  
h e a l t h  ca re  infrastrucrure 113s i n s u f f i c i e n t  acc red i t ed  i n p a t i e n t  
and CL-i t lsal care c a p a b i l i t y  to support  the Marine cl:c')rps t r a i n i n g  
ope ra t  ioris a t  Parl- is  I s l a n d  and t h e  b ~ a r i n e  Corps A i r  S t r l t  iorl a t  
Beaufort. Naval H o s y i t . s l  Beaufol-t Ls  t h e  only  h o s p i t a l  i n  t h e  
a r e a  with adeyuat  2 inpat  lent and critical care c a p a b i l i t y  t o  
support  any  s i g n i f i c a n t  ope ra t iona l  mishap. Thsr?foxe, 
realigning Naval Hospi ta l  Beaufort t o  an outpatient c l i n i c  w o u l d  
r e q i . i i ~ e  t l , ~ e ,  t r a n s f e r  of militany medical personnel  to a near-by 
M i l i t a r y  Treatment F a c i l i t y  t o  meet the i n p a t i e n t  care needs of 
the a c t i v e  duty p o p u l a t i o n  i11 the Beaufort area. S i n c e  t h e r e  
w i l l  be no sav ings  a..;lsociat.ed wi th  t h e  elimiriat ion of m i  1.i t a r y  
end sr-rength and thel-e w i l l  be increased CHAMPUS costs i ~ - 1  t.he 
Eeaufort  a rea  with t.he loss o f  m i l i t a r y  in .pa t ien t  care 
capability, t h i s  a l ter-nat  i ve  produces no savings  for -  the 
I~epartrnent. of t h e  Navy. 

Comnents o r  q u e s t i o n s  may be r e f e r r e d  to t h e  Department of 
the Navy r e p r e s e n t a t i v e s  t o  t.he J o i n t  Medical Group, Captain M .  
G n l e d > i e s k i  or Co~ruiia~lrler C .  IjiLore~lzo. ... .. 

Robert B .  Plrle 
Chairman,  
Rase Stz-ucture Evaluat.ion Con-mlit.t.ee 



DEPARTMENT OF THE NAVY 
BUREAU OF MEDICINE AND SURGERY 

2300 E !3REET NW 
WASHINGTON DC 2om-5300 

IN REPLY REFER TC 

5000 
Ser 09/4U810713 
21 December 1994 

Fram: Chief, Bureau of Medicine and Surgery 
To : Chairman, Base Structure Analysis Team 

Scbj: BRAC-95 SCENARIO DEVELOPMENT DATA CALL 

Ref: (a) BRAC-95 Scenario Development Data Call Tasking 
Number 5-23-0370-105, NAVHOSP Corpus Christi 

Encl: (1) BRAC-95 Scenario Development #5-23-0370-105 
Response 

1. Navy Medicine's input to reference (a) is provided as 
enclosure (1) . 
2. During the POM-96 development process, Navy Medicine was 
directed to examine several small hospitals with an eye to 
reducing under utilized inpatient infrastructure, ultimately 
lowering total operating costs throughout the claimancy as a - 

means of managing a large deficit across the fiscal year defense 
plan (FYDP). Naval Eospital, Corpus Christi was one of the five 
small hospitals targeted for "right-sizing" in what was termed 
the Small Hospital Review (SHR) . 

3. The outcome of the SHR was a cost avoidance of $232M across 
the FY3P, which was included in Navy's DHP ?OM-96 submissicn. 
mi- iliis -: was achieved by eliminating inpatient infrastructure at five 
srr,all h~spitals,~including facilities costs, civilian salaries, 
and direct care costs. Although at some hospitals the increased 
costs of civilian contract care proved to be higher than the 
direct care in the military facility, a large cost avoidance was 
achieved by transferring billets of under utilized Navy health 
care providers to other medical treatment facilities to displace 
expensive contract physicians, nurses, and technical staff. 
These end strength shifts were programmed in POM-95. 

4. ~av~-:medical endstrength is determined by the Total Health 
Care Readiness Requirement (THCSRR), a force strength projection 
tool based on Navy force structure requirements in execution of 
the wartime and day-to-day operational mission. This tool has 
been accepted by the Assistant Secretary of Defense (Health 
Affairs), the Assistant Secretary of Defense (Program Analysis 
and Evaluation), and the Assistant Secretary of the Navy 
(Manpower and Reserve Affairs). The end strength requirements 
projected for Navy Medicine to meet its operational commitments 
are unrelated to their allocation among the shore-based health 
care system. Elimination of a shore-based facility, therefore, 
requires that the medical end strength in support of that 



Subj: BMC-95 SCENARIO CZVELOPMENT DATA CALL 

facility remain on active duty and be re-allocated to other, more 
productive and cost-effective uses. Reductions of end strength 
along with facility closings, without careful comparison to 
THCSRR -equirements, will adversely affect the readiness mission. 

5. In summary, realigning the billets at Corpus Christi would 
enhance our efforts to manage a shortfall projected across the 
FYCP in excess of $1B. Further, we can avoid continued under- 
utilization of Navy health care providers which may have had an 
adverse affect on the critical medical skills required of Navy 
Medicine in support of its wartime and operational missions. 

6 .  I appreciate the complexity of your task in development of 
BMC-95 scenarios. I raise these issues as part of my response 
because I cannot allow a compromise of Navy Medicine's readiness 
mission, and urgently request your consideration as you move 
forward in the BRAC-95 process. 

/ 1 

&j?i&g(&/-. 
H I O L D  . KOENIG 
Acting i l 



D E P A R T M E N T  OF THE N A V Y  
O F F I C E  O F  T H E  S E C R E T A R Y  

W A S H I N G T O N .  D C: 20350,1000 

MM-0452-F10 
BSAT/MG 
17 January 1995 

MEMORANDUM FOR CHAIRMAN OF MILITARY TREATMENT FACILITIES JOINT 
CROSS SERVICE GROUP 

Subj : JOINT CROSS SERVICE GROUP BRAC 95 ALTERNATIVES FOR 
MILITARY TREATMENT FACILITY REALIGNMENTS 

Ref: (a) Chairman, Base Struc:ture Evaluation Committee memo 
dtd 15 December 1994 Serial-MM-0481-F9 

In reference ( a )  , the Base Structure Evaluation Committee 
(BSEC) transmitted its initial evaluation of the Joint scenario 
to realign Naval Hospital Corpus Christi to an outpatient clinic. 
Actions taken by the BSEC have realigned personnel into the 
Corpus Christi catchment area. The personnel dernographi,cs of t h e  
area will change due to these realignment actions. Additionally, 
the Bureau of Medicine and Surgery has already taken action in 
the POM to realign this facility to a clinic. 

Based on the above changes, and that realignments in the 
context of the Base Closuz-e law leave little flexibility in 
execution, the BSEC removed the Naval Hospital Corpus Christi 
scenario from further consideration. 

Con~ments or questions may be referred to the Department of 
Navy representatives to the Joint Medical Group, Captain M .  
Golembieski 01: Commander C .  I3iLorenzo. 

/7 

~ o b e r t  B .  P i r i e  1 

Chairman, 
Base StrucCure Evaluation Committee 
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DEPARTMENT OF THE AIR FORCE 

WASHINGTON DC 20330-1000 

w 
OFFICE OF THE ASSISTANT SECRETARY 

MEMORANDUM FOR RECORD 

FROM: S A F N I  

SUBJECT: Minutes of Air Force Base Closue Exccuuve Group (AFBCEG) ~ e e u n g  

p.FDCEG meeting was convened by MI Boamght, SAFmII. at 1030 horn on 
13 December 1994, in Roam 501027, the Pentagon. The following penonnel were in 
attendance: 

a. M D C E G  members: 

Mr. Boamght, SAF/MD, Co-Ch-an 
Maj Gen Blume, AFIRT, Co-Chairman 
Mr. Beach, SAFFM 
Mr. McCall, SAFIMIQ 
Maj Gen McGinty, */DPP 
Mr. Orr, AFiLGM 
Mr. Durante, SAFIAQX - . - ~  

Mr. Kuhn, SAF/GCN 
 rig Gen Weaver, NGBICF 
Brig Gen Bradley. A F m  

b. Other key attendees: 

Col Mayfield. AFIRTR 
Col Walters, AFPE 
Col Pease, AF/>;OOA 
Col Renton, SAFNII  
Lt Col Black, AFIRTR 
Lt Col Kring, NGB 
Mr. Reinenson, AF!CEP 
Maj Richardson, AFETR 
CMSgt Dumez, AF/SGM 

7he was called to order by Mr. Boamght. He discussed the problems associated 
with meeting the January 3, 1995, deadline imposed by OED for preliminaq candidates for 
closure or realignment. 

CMSgt Durner, AFISGM, presenmd the altemanves developed by the ~ e d i c r l  JCSG. 
using the slides at Atch 1. There was great concern that the alternatives wer: developed 

prematurely, iincr any decisions should reflect the BRAC 95 basing changes. i n  addinon, the 

CLOSE HOLD - BCEGIBCEG STAFF ONLY 
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BCEG noted the risk associated with making these types of decision under BRAC, in that they 
1 could not be altered later with changed circumstances absent congressional action. After 

reviewing the briefing, the BCEG agreed with the expressed concerns, and approved briefing the 

w SECAF on the alternatives. 

Col Renton, SAFMI ,  presented a proposal to reexamine the BRAC 93 decision to retain 
the airfield at the former Griffiss AFB, using the slides at Atch 2. The Gnffiss airfield was to 
be maintained on an as needed, on call basis, to serve the needs of the Arrny at Ft Drum. 
Because of the costs associated with maintaining the field by contract, an option was presented 
to alter the existing airfield at Ft Drum and close the Gnffiss airfield. Although there woulJ be 
an immediate MILCON expense, reduced costs in future years makes this a reasonable action. 
After examining the proposal, the BCEG h c t e d  the BCWG to examine the costs and confer 
with the Army on the advisability of pursuing this redirect. 

Lt Col Black, AFRTR, presented changed data on the Circuit Cost subelement of the 
Criterion I analysis for Satellite Connol bases, using the slides at Atch 3. After reviewing the 
data, the BCEG determined this subelement did not provide a meaningful measure, and deleted 
the subelement. The deletion did not change the Criterion I rating, as the BCEG had determined 
before voting on tiers, so no reexamination of tiering was necessary. 

Lt Col Kring, NGB, presented an overview of potential ANG cloiure and realignment 
actions, using the slides at Atch 4. In the briefing, he identified the closure and realignment 
actions and the NGB recommendation for installations above the BRAC threshold, and also 
discussed other actions examined to determine opportunities. After reviewing the briefing, the 
BCEG agreed to present these matters to the SECAF. 

There being no further maners to discuss, the meeting was adjourned at 1300. The next - 
BCEG meeting will be at the call of the Co-Chairmen. 

OPEN ITEMS: Squadron size and number ohn i t s  White Paper 

MES F. BOATRIGHT 

Attachments 
1. MTF JCSG 
2. Redirect Proposal 
3. Space Subelement 
4. ANG Briefing 
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SERVICE GROUP 
FOR MTFs AND 

GME 

MEDICAL JCSG 

BCEG CLOSE HOLD q 1 m m  

- 
BCEG CLOSE HOLD 

$$ 4 Base Closure Executive ~ r o u p  1 

MEDICAL JCSG 

GROUP MEMBERSHIP 
GOAL - REDUCE MEDICAL 
INFRASTRUCTURE 
METHODOLOGY 

1 
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BCEG CLOSE HOLD 

MEDICAL JCSG 

GROUP MEMBERSHIP 
CHAIRMAN - Dr (Adm) Edward Martin, 
OASD(HA) 
SERVICES REPRESENTATIVES 
PA&E 
JCS/J -4  (MEDICAL) 
COMPTROLLER 
DASD/ECONOMIC REINVEST & BRAC 
DoDIG 
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BCEG CLOSE HOLD 

Base  Closure Execut ive  Group 

MEDICAL JCSG 

GOAL 
Determine if DoD medical 
infrastructure for inpatient 
capacity exceeds requirement 
Provide candidates for realignment 
o r  closure 
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METHODOLOGY 
Categorized MTFs 

Medical Centers 
Community Hospitals 
Clinics 

Functional Value 
PatientPopuIation 
Civilian Medical Resources 
MTF Physical Plant 
Contingency Factors 
Civilian Cost Comparison 

BCEG CLOSE HOLD s IMYO( 

MEDICAL JCSG 

METHODOLOGY Continued 
D a b  Collected, Validated by SG, 
a n d  Checked by Service Audit 
Agencies a n d  DoD IG 

Linear Programming Model Used 
Reduce excessive capacity 
Maintain average functional value 
system-wide 
Maintain expanded beds to meet 
Service wartime and DoD 
peacetime requirements 

BCEG CLOSE HOLD a 1 ~ 1 ~ 0 1  
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RESULTS 
Based on Current Force Size 

Excess capacity (operating beds) identified 
16 medical candidates for realignment or 
closure 

6Army 
2 Navy 
8 AF 

2 Medical Centers 
6 Hospitals 
No Complete Closures 

BCEG CLOSE HOLD 7 I ~ S R I  
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5 HULU 

Base Closure Executive ~ r o u ~ }  

A F  Candidates 
Reese - Demonstration Test Now 

Shaw - Readiness issue 
Langley - Readiness issue 

USAF Academy - Cadet Mission 
Sheppard - Question Cost-Effectiveness 
Scott - Question Cost-Effectiveness 

Wright-Patterson - Question Cost-Effectiveness 
Lackland - Sigrzlficant issues 
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Concerns 
Write medical realignment into law? 

Real savings under BRAC? 
Impact to mission, morale? 
Flaws in the model 

BCEG CLOSE HOLD 0 1YlYW 

- u -  J MEDICAL JCSG 

Recommendation 
Support any site if AF closure candidate 
Support Reese as a continued demonstration site 
Defer aLl ot5ers until after Services closure inputs 
analyzed 
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'DEPARTMENT OF THE AIR FORCE 
WASHINGTON DC 20330-1000 

OFFICE Of THE ASSISTANT SLCRCTARY 

MEMORANDUM FOR RECORD 

FROM: SAFfiOI 

SUBJECT: h4inutes of Air Force Base Closure Executive Group (AFBCEG) Meeting 

The AFBCEG meeting was convened by Mr Boatright, SAFMII ,  at 1030 hours on 
15 December 1994, in Room 5D1027, the Pentagon. The following personnel were in 

-- attendance: 

a. AFBCEG members: 

Mr. Boatright, S A F M I ,  Co-Chairman 
Maj Gen Blume, AF/RT, Co-Chairman 
Mr. Beach, SAFEM 
h4r. McCall, SAFMIQ 
h4aj Gen Heflebower, AFDE 
Mr. Orr, AFLGM 
Dr. Mrolff, AFICE 
Mr. Kuhn, SAFIGCN 
Brig Gen Newell, AF/XOO 
Brig Gen Weaver, NGBICF 
Brig Gen Bradley, AF/RE 

b. Other key attendees: 

Col Mayfield, AFIRTR 
Col Kraus, SAFIAQX 
M r .  Kelly, AF/DPP 
Maj Niezgoda, AF/SCXX 
Maj Richardson, AF/RTR 

The meeting was called to order by Mr. Boatright. On December 14, 1994, the 
SECAF received a briefing on the work and alternatives of the h4edical JCSG. It was noted 
that the development of these alternatives was largely premature since closure and realignment 
decisions in the 1995 BRAC process would affect the assumptions on which this study was 
based. There was also a concern that TRICARE and other consolidation plans be taken into 
account in the analysis, and that reductions in facilities should avoid being part of the BRAC 

- process if possible, since the mandated actions could not be reversed without future 
congressional action. The SECAF approved forwarding these concerns to the Medical JCSG. 
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LLUSC h V L U  - tjdcG/tjChC; SAAbb O h L h  
DEPARTMENT O F  THE AIR FORCE 

WASHINGTON DC 

MEMORANDUM FOR SEE DISTRIBUTION 

FROM: SAF/MII 

SUBJECT: Minutes of Air Force Base Closure Executive Group (AFBCEG) Meeting 

The AF/BCEG meeting was convened by Mr Boatright, SAF/MII, at 1030 hours on 
3 October 1994, in Room 5D1027, the Pentagon. The following personnel were in attendance: 

/ 

a AF/BCEG mcm bcrs: 

Mr. Boamght, SAF/MII, &Chairman 
Maj Gen Blumc, AF/RT, Ch-Chairman 
Mr. Beach, SAF/FM 
Mr. McCall, S AF/MIQ 
Maj Gcn McGinty, AFDPP 
Brig Gcn McCanhy, AFKOO 
Brig Gcn Harris, AF/LGM 
Dr. Wolff. AFKE 
Mr. Kuhn. SAF/GCN 
Brig Gcn Weaver, NGBICF 
Brig Gcn Bradlcy, AF/RE 

b. Other kcy amndccs: 

Col W a i u n ,  AFPE 
Col b u s ,  SAFIAQX 
Cot Mayfield. AF/RTR 
Mr. Mycn. AFICEP 
Lr Col Rodcfcr.  AF/X'OFC 
Lr Col Bmggcmc.yu, AF/RTR 
Mr. Canlb.  AF/CEVP 

Thc muting was called to ordcr by hir. B o a m g h ~  Hc rcponcd thc rcsults of thc Review 
Group mccting. The military dcpanmcnts will be providing a "military valuc" to the JCSGs b ) ~  
October 14, 1994. and the rccmmcndations for closure and realignment to OSD by January 3, 
1995. 

Lr Col Rodcfcr, AF/XOFC briefed icvcl playing ficld COBRA assumptions for Hurlbun 
and Whitcman AFBs. using thc slidcs at Atch 1. Thc BCEG approved the briefed moves. Mr. 
Myers, AFICEP, i n d u c e d  thc Criterion I1 grades for the Small Aircraft subcategory bases, 
using thc cornputcr databasc display. 
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DEPARTMENT OF THE A I R  FORCE 
WASHINGTON DC 20330- 1000 

MEMORANDUM FOR TEE CHAIRh?ANI MEDICAL JOWT CROSS-SERVICE 
GROUP 

FROM: SAF/Mn 

SUBJECT: BRAC 95 Joinr C.ross Service Group for Military Treat~nent Facilit~es 
(MTFs) find Graduate Medical Education (GME) Revised Alternative 
(Your Memo. 5 Dec 94) 

We have reviewed your closure and realigt~ient alternatives for MTFs. The 
methodology appears reasonable and consistent wit11 our internal process However, your 
candidate list raises issues which bear considerable analysis regarding the impact on Air 
Force line operations Since these alternatives are based on the current base structure, it 
would be premature to pursue these downsizing alternatives at this time Instead, since 
medical treatment facilities will be closed generally at installations identified for closure by 
the Military Departments. we reconunend that you rerun your model once this i~lfoimation 
is known. At that time we could consider ally additional downsizing alternatives that may 
result. 

Additionally, we are concerned that inclusjon as BRAC actions of alternatives that 
merely downsize hospitals to clitics may unreast?nably lirn~t fittllre tlexibility Unlike stand 
alone hospitals, such actions do not norn~ally meet BRAC civilian personnel thresholds. 
As a result, ~~l~plernentation of these recomn~endations d ~ o u l d  remain out side the BRAC 
process, so that potential revisions of these actions rnav be taken wlthoilt co~~gressional 
actions to reverse a BK4C:-directed dowl-rsizing 

Attached you will find a functional assessment of the methodology and the 
alternatives. We applaud your efl5r-t~ and obviolis inter-service cooperation. 

i ..- Deputy Assist~nt !iecretary of the Air Force 
(Installatiolns) 

Attachment: 
Functional Assessment 
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1 DEPARTMENT OF THE AIR FORCE 

WASHINGTON DC 

w 2 9 APF \ I .  J S : : ~ ~  

XWE OF THE ASSISTANT SECRETARY 

MEMORANDUM FOR SAFKiCN SAF/FM S AF/AQX 
AFjDPP AFIXOO MICE 
AFLGM AF/XOOR AF/RE 
NGB/CF 

SUBJECT: Minutes of Air Force Base Closure Executive Group (AFBCEG) Meeting- \ 

INFORMATION MEMORANDUM 

1. The AF/BCEG muting was convened by Mr Boamght, SAF/MII, at 0830 hours on April 8, 
1994, in Room 5D1027, the Pentagon. 

2. The following personnel were in attendance: 

AF/BCEG members: 

Mr. Boamght, SM/MTI, Co-Chairman 
Brig Gen Heflebowcr, Co-Chairman . 
Mr. Beach, SAF/FM 
Maj Gcn Tenoso, AF/XOO 
Maj Gen McGincy, AFDPP 
Maj Cen Shepperd NGBtCF 
Maj G n  Closner, */RE 
Mr. On, AFffiM 
Mr. Kuhn, SAFIGCN 
Col Kraus, SAFIAQX 
Col Walsh, AF/CE 

b. Other key attendees: 

Maj Gen Blume, LTUCC 
Col Mayfwld AF/XOOR 

3. Mr. Boamght began by welcoming Maj G n  Blume, who will become the BCEG co-chairman 
effective May 1, 1994. He then stated that the purpose of the meeting would be to nview the 
products of the joint cross-senk groups appointed by DoD in &pots, test and evaluation (T&E), 
laboratories, undcrgraduatc pilot training (UFT), medical trcarmcnt facilities (MTF), and 
cconn->IC impact. He indicated that the data rcqucsts of each of the groups would be mailed to 
Air Forcc installations for completion with a cover. letter from the BCEG. 
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11. There being no funher matters to discuss, the meeting was adjourned at 0955 hours. The 
next BCEG meeting will be at the call of the Chairman. 

R HEFLEBOWER, Brig Gen, USAF 
CeChairman Co-Chairman 

6 Atch 
1. MTF briefing . . -  --. - _-..-.. 
2. Depot briefing 
3. T&E briefing 
4. Lab briefing 
5. UPT briefing 
6. Economic Impact briefing 
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DEPARTMENT OF THE AIR FORCE 
WASHINGTON DC 

-. 

OFFICE OF THE MSlSTANT SECRETARY * MEMORANDUM FOR SEE DISTRIBUTION 

FROM: SAF/MII 

SUBJECT: Minutes of Air Force Base Closurc Executive Group (AFBCEG) Meeting 

The AFDCEG meeting was convened by Mr Boatright, SAFNII, at 1030 hours on 
10 August 1994, in Room 5D1027, the Pcntagon. The following personnel were in attendance: 

Mr. E3might, SAF/MII, &Chairman 
Maj Gcn Blurnc, AF/RT, bChairman 
Mr. k h ,  SAF/FM 
Mr. McCall, SAFMIQ 
Maj Gen McGinry. AFIDPP 
Mr. OK. A F h G M  
Dr. Wolff, AFa 
Mr. Dunntc, SAF/AQX 
Mr. Kuhn. S A F m  
Brig G n  Arnold. SGBICF 

Col NevcII. A F P . 0 0  
Cd M c b g h l m .  AF/REX 
C d  W ~ l t n .  AF/PE 
Mr. l ic l ly .  AF/IwF' 
hlr. Sewan. A F U M  

Thc muting was cdM u, orcia by Mr. Baamght Mr. Stewart, AFffiM, briefed the 
progrcss of the Depot Jocnr CnntSa*rt Grarp (JCSG), using thc sIi&s 8t Arch 1. Thc 
mcmbcrs discussd vanous uulcr t i l e ~ ~ g  rtr JCSG ud thc Air Force position. Then is some 
desist in the JCSG to a mlbtllry d u e  bcfocc the functional value is r t l d  Mr. 
Boamght restated h e  n d  fa the hu Farr to get a functional valuc before developing the 
military valuc for iu instal- At rhrs time. thcrr is no date scheduled for development of 
a functional valuc by thc Dcpoc JCSG 

Maj Gcn Blume bricfcd the rcsulo of thc sensitivity analysis, using thc slide at Atch 2. 
The sli& dcmons~ tc s  t t u t  thc wrighu do affm thc m s  but not drastically. Hc also 
dcmonsuatcd a samplc slide (Atch 3) on hsmbutjm of grades that could be shown to the BCEG 
if dcsucd. Thcrc was a h ~ u s s i o n  of thc &sirability of setting grade filters, or goal posts, in 
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When nviewing the Facility Capacity gradts, the BCEG became concerned over the 
-. scores given to bases with no facilities of a panicular type. Although the grading system is 

consistent, the BCEG quested that a footnote be placed in the  port of the data to indicate that 

V the BCEG is aware of the apparent anomalies. The BCEG then ques ted  a rcview of the 
methodology used to cvaluate Facility Condition and Capacity. 

The BCEG questioned the Hospital and Dcntal facility condition codes for Cannon AFB. 
They also nquestcd a nview of the Lukc and Cannon AFB Military Family Housing capacity 
grades. During the review of the rollup of all Criterion II subelements, some members of the 
BCEG were concerned that the weight givcn to Air Quality was high, and may result in 
ovcrwhclming scores in other subelements. After discussion, the BCEG determined that the 
weights should not be changed s ina  any change could be perceived as an attempt to alter thc 
grades of individual bases and air quality is considered of prime importance. 

LC Col Bruggemeyer, AF/RTR, briefed the UPT JCSG analysis process and an initial 
consideration for how the rcsults of thc JCSG might be included in the Air Force analysis 
process, using the slides at Atch 2. He also listed some potential policy imperatives which could 
be provided by the Air Forcc to the JCSG for use in their evaluation. The BCEG directed the 
BCWG to further develop and rcfinc this proposed analysis process for future consideration by 
the BCEG. 

Then being no funher mancrs to discuss, the meeting was adjourned at 1255. The next 
BCEG meeting will be at the call of thc Co-Chairmen. 

OPEN ITEMS: . Cannon Medical and Dental Facility Condition Code 
Lukc and Cannon Military Family Housing Capacity 
Grading of Facility Condition and Capacity data 
Laughiin building condition rcpon 
Laughlin util~ty and housing capaciry 
Utility capacity @ng scheme 
Including U?T JCSG product in A F  analysis 
Lukc MOA rcorcs 
McGuirt ANG assumptions 
Squadron six and nuhbcr of units 
Contract Pcrroclncl numbers for Gitcrion VI 
h Angclcs AFB closurc assumptions 
Hanrom AFB Unique Facilities 
Kldand AFB Facility Condtion 
Romc Lab Housing g&s 
Laboratory Alr Qual~ry gradcs 

Chairman Co-Chairman 
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DEPARTMENT OF THE AIR FORCE 
HEADQUARTERS UNITED STATES AIR FORCE 

WASHINGTON, DC 

MEMORANDUM FOR BASE CLOSURE COMMISSION (Mr Frank Cirillo) 

FROM: HQ USAFlRT 
1670 Air Force Pentagon 
Washington, DC 20330-1670 

SUBJECT: Response to Request for Air Force Analyses of Medical Joint Cross-Service Group 
Alternatives 

Attached is the Air Force response to your March 20, 1995 request for Air Force 
Analvses of Medical Joint Cross-Service Group Alternatives. 

3 Tabs 
1. AFISG Formal Response to Commission 

Request 
2. Formal Response to MJCSG Alternatives 
3. Point Paper and Slides 

Assistant to Chief of Staff 
for Realignment and Transition 



DEPARTMENT OF THE AIR FORCE 
HEADQUARTERS UNIT ED STATES AIR FORCE 

MEMORANDUM FOR AF/RT 

FROM: I-IQ USAFISG 

SUBJECT: Air Force Medical Joint Cross-Service Group (JCSG) Analyses (AFKT # 276) 

The Defense Base Closure and ~ e d i ~ n m e n t  Commission's Air Force Team Leader 
requested that the Air Force provide results of all analyses performed regarding the hospital 
realignment alternatives provided by the Medical Joint Cross Service Group. He also requested 
documentation of the overall feasibility, cost, quality, md access implications of the alternatives, 
and the specific reasons why the Air Force did not adopt the JCSG dtematives. 

We performed no in-depth analyses {cost, quality, access, etc.) on the JCSG for MTF's 
alternatives. As indicated in SAF/MIIYs memo to the Chairman of the Medical JCSG (atch l), 
thc methodology appeared reasonable and consistent with our internal process; however, it was 
quite premature to pursue these downsizing alternatives. Alternatives were based on ciurent base 
structure, not the proposed structure inclusive of the 1995 base realignrncnt md closurc (BRAC) 
recommendations. We recommended rerunning the model with irnprovernellts and incarporating 
the 1995 BRAC recommendations to determine candidates which would then generate dialogue 
bctween Services and Don on how best to meet the needs of our beneficiaries. 

In addition, we remain extremely concerned that MTF-specific inclusions as BR4C 
actions that downsize hospitals to clinics may unreasonably limit fume flexibility. Flexibility is 
important ifwe nre to imple~l~ent our TFUCARE initiatives and d e l i v q  of healthcare to all 
beneficiaries. Instead we strongly advocate our progressive efforts to rightsize and sculpt the 
future Air Force Medical Service based on our primary mission, readiness, TRTCARE, strategic 
resourcing, md best business practices. The point paper and accompanying briefing slidcs at 
attachment 2 address these issues in greater detail. 

If you have any questions or concerns, please don't hesitate to contact my point of contact 
for BRAC, Capt Davis, HQ USAFISGMM, DSN 297-5550. 

&A L-- 
CHARLES H. ROADMAN I1 

1. SAFMIJ Memo, 29 Dec 94 
2. Point Paper 

Major General, USAF, MC 
Deputy Surgeon General 



DEPARTMENT O F  THE AIR FORCE 
WAStitWGrON be 1Q33O-lOQQ 

.' ".:* , ; -.:*::;' 
I : MEMmmmJ'M FOR = qImwAN. MEDIUlL JOINT CROSS-SERVICE 4 ;:,; :.:;.s,.- - . l $ i ,  . . . . . . . . .  . . . .  . . . . . . .  G u w P  ..-. :. . .* -b,. I. ' . . .  ,. ! . ,: p!=!; c-. ;ai+-;: . . . .  .. ,. . , 

. -*i; "-' 

, '  ' .T ? + ~ ~ ~ , , , ~ ~ -  . .............. 
FROM: SAF/NTI 

, .  .,. ! i .  j -? i +vCI-- ' *  y' :,+ :. 11 ~ V A - .  
.-.... , .'_ ........... . , :-' - * -. :: .:; :::-!J[ :,b .?i;:{.. . . ..-, 1 1  . !,'* 

-! - c ~ s J ~ ~ c ~ ~ ~ ~ ~ ~ ~ T ~ ~ ~ ~ ~ : : : ~ : : : : . . . ' ~ ~ : .  . 
......... . . ;:'= 

. ... ..a- 

m s ) . n d - M d d i r a l - . ( ~ ~ ~  *, 
- 1  .;-\:1 T.wlr-. - . ' 7 . .  .- 

, - . ..... , , ' .'.J :i. ..; ,,., * .:. - 
. . . . . .  ..-- % t r "  ' 

(Your Memo, 5 -94) . , : .;;.,:-* - -  . - . . ,,, , .-------. 
. - . I  , , ,. , +:...\ :.-..>* . .  - 1 ,  . ' .. . , , - . -  

, ..;-z &.=;<;:. 

W e k - y a t r . d a r u r s . a d - M ~ #  f b r m r  The . : i L,L .c-;i., 
m ~ ~ r p ~ ~ l c . s d s o m i n c m ~ o t l r i o o t i n l p m o a r  Hoaevcr,ya~ . . 
~ ~ ~ ~ P m i c h b ~ m n s i d & k ~ ~ ~ & i m p n a o n A i r  
F o f ~ ~ o p M b c u .  Sincerhae.ltannhrcr~bualonthcsurrem:bucm~~i 
d d k p ~ t o p r L D l e r h o c d o ~ ~ p t h i . r i m k  m w  
~ m m n C m ~ ~ ~ d b e d o v d ~ o i n n . l l r d c l r r i d r a d f i d ~ d o n m ~  . -  * 

~ D ~ P v  We rrsonnaend rbu ym lrnrn your model oncc d&i informaxion . ,. . 

is h a m  Ar rhrt lime we cntfd umik ;ny a d - 4  dotv.vidng rhcrnarins tbit may $ 
d t  . -. 

. . .. - . . . - :. . . I' , -  

Aatchai you will find a i h d o m l  m m  of th. metho&iogy a d  the 
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Wceqxdfk mission in~*& 'Ihra ofthe akaaivw (Sbcppub Scott and Wright- 
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e t r i r t t s r k p i n g ~ ~ f o ~ ~ ~ ~ w ~ t h C ~ m ~ ~ ~ t i t t h t m i d c i n n  - s 

.h4- - 
T h f r ~ ~ d d ~ y c 1 p r o v i & 5 ~ ~ i n t o t b c ~ e f f h r n 0 d c l ~ 1  

idcnHy oppoFpnirits far nd-g medkJ  b f h m a u ~  Bowevu, the m d  a n p t  should be 
u ~ t d  as a mW-gen-, mt a dCCiSiOa mllrtr. 
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# .  
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AFSG 

JOINT CROSS SERVICE GROUP (JCSG) FOX MTF AM) GhlE FOR BRAC 95 

PURPOSE 

- Provide information about ha& operations and recommendations &om Medlcnl JCSC to prepwe Air Force 
leadership for upcoming testimony with the BRAC cornmissloners 

BACKGROUND 

- DcpSECDEF established JCSGs in,five xcas with mcdicnl os oue (UPT, Labs, Dcpots, Economic Impact) 

-- In rcsponsc to '93 Commission's Rcport ha t  DoD improve health cw operations and cost cffectlvencss, ensure 
that acccssiblc health cnrc is available to remaining bencficinrics at closure and rcnligmcnt sires, take an active 
role in identifyiog medical facility consolidations or closurer, and continue pursuing formalized sharing 
agreeruenu w i t h  VA and private sector hospitals 

.. . --- DoD dcvclopcd comprchcnvivu mwltgcd cnrc p r o m  cnllcd TRICARE 

Regional managed c u e  p r o m  that brings together the health cue  delivery systems of the military 
services, as tvell as CHAMPUS 

--- TRICAFE designed to improve beneficiary access, assure affordable and high quality c u e  

- Drvclop gddance for DoD component conduct of cross-service nnnlyses nnd recommend addilional cross- 
aervice closurc or rcalignmcnt altema~ivco Ior conaidcdon by Servioes 

- Enhance opportunities for consideration of cross-service tradcofi and multi-Service use of remaining 
infrash-lIcturc 

- Primary tool used in developing medical altmativts for consideration by Services was DoD npproved Fixed 
Integer Linear hogramming Model 

-- Model incorporated chmcteristics based on charter to minimize excess capacity and marntain high quality 
facilities wirhin the Military Health Services System 

--Ensured MTFs located at sites with significant active duty and family members remained open 

-- Uscd opcrnhg bcds as gross primnry cnpnciry mcuurc nod maintained minimum number of wartime bcds 
based on most recent defense guiaancc 

--- Bed demand generated on ncute carc nnd medical center requircmenb using bcncficiary specific FY 94 dircct 
care inpatient rates 

-- Medical canter beds allocated in CONUS to east and west of MississippiRiver based on requirements 
generated within those mcas 

- Biuary m~lstnints dso  buik illto model to keep open a medical facility 

-- Underserved prhary cwo areas 

Capt Davis/AFISQMM1(202)767-5550/6 Apr 95 

---- InsuMcient acute can be& in t l~c  wmmunlty 
- Less than 2 accredited acute wrc medical facilities 
- When supporting 25,000 active duty and family members 

--- Ln overlapping catchment areas, model flows patients to consolidntc inpnticnt cnrc 

- JCSG for medical provided a list ofrealigrnent and closure alternatives to SAFiMII 5 Dec 94 

- 16 medical candidates for renlignment and closure: 6 &my. 2 Nnv)!, and 8 Air Force 

- One Army a~ternative wns for complete closure (Fiahimons Army Medical Center (AMC)) 

-- AFISG'a reservations about resuhs (see AF/SG Memo. 16 Dcc 94 and SMIhlll Memo. 29 Dec 94 attached) 



-- AFISG's resmatiom about resuhr (see AF/SG hlemo. 16 Doc 94 m d  SAFIhUl Momo, 29 Dcc 94 attached) 
- -- Rcmruurc - rcsulr~ wcrc bused on currcnl force structure, no BRAC 95 Services' Input 

-- Some inconsistcnder/problemr whh the model 

- GME be& msppmptiately flowed born CONUS to OCONUS; patient flow across Pacific to Triplcr 
fronr Ure wemrn US 

-- Model constraintp ioappropri~tcly upplied to medical centers, did not recognize downsizing 
w~oridcmtion to couununity buspltnl (bedded facility versus clinic) 

--- Gram rerul~ b u d  on p u  mcasurcs; did not consider product-liucs, cost cW~:tiveucss, oud our ou~nbcr 
one mission - madinens, much UY Tusl depluyer and air ~ p o ~ U b l e  hospiul luirrious 

--- Model ran before Service's bnsc closurc and rcaliepmcn~ nomiuces could be hcorpornted or dropped 

--- Concern about writing medical rcniignmenr (downshi~l;] into BRAC law reduces our flexibility to rightsize 

--- Concern about negative impact to TRlCARE Inftintivcs 

--- Orall Air Force candidates, onu appcarr viablc, others have impact ou rcnriincss, wing nlission, luld cosls 

--- Reese M'TP hplemtnted two yew test of ambulntory care cenlcr in 1994 
---- Scott Medial Center donmsizcd to community hospital although nmlc did not changc (poiiticnl ~ssuc) 

-- AFISC prefcn flexible "rightsizing initiatives" to sculpt hhlre  Air Force medical force versus placing 
direction in BRAC law (sec anached brleflng slides and supporting justitication) 

---- Small hospital working croups 
--- OB tsrk force 
--- Strategic resourcing 
--- Ambulatory core shift Joint staffing arrwgementr. and U I V A  sharhg --- AF Medical Service rightsizing task force will qumtify fmfre size of sarvicc 

RECOMMENDATION 

- lnfomntion to bc uscd by scnior Alr Forcc lcadcrshlp's preparation for upcoming BRAC hsiuings 

2 Attachments 
1. S M M I  Memo, 29 Dcc 94 with atch 
2. Briefmg slides 
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ENVIRONMENTAL ASSESSMENT 

+ Defense Guidance + "733 Study" 
+ Federal Budget + Health Care Reform 

Reduction + Uniform Benefit + PBD Actions + OASD(HA) Letter to + Sizing the AFMS Senate (1 7 Aug 94) 
+ Roles and Missions 

+ BRAC 
+ OMNIBUS Legislation 

+ Leadership, Strategic 
Management, Business 
Case Analysis 

+ Objective Medical Group 
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METHOD 

Small Hospital Working Groups 
- Air Force 

Comprehensive Murltet Analysis by Base (CONUS) 
- Demand for Illpatient Services by Product Line 

I 

- Cost, Quality, a i d  Access of Community Resources 

- Impact on Readiness Mission 

- OASD(HA) 
Evaluated MTFs Under 50 Beds in CONUSIAlaska 
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SPECLAL ASST T O  T H E  CHIEF O F  STAFF FOR REALIGNMENT S: TRANSITION u' AFIRT 
TASKERIROUTINC SIiEET 

--------------------------------------====------------------- --z=== SUBJECT : f iFM X C  6 f i  ~4 L Y S ~ S  SUSPENSE: 7 @ 

 DATE:^^ m L  AF/RT CONTROL #:a76 
-------------------------------------------------------- - - - - - - - -_-_-__-___---- 

" ROUTING - . . . . . . 

- 

\ k c O d  t 7 / 1 o  IS m 45 
GENERAL BLUME 

CAoftD 
AF/RTR % 

LT COL TRIPP - ~ C t y  - G L ~  AF/RTT 
FW pW Z 0 2 7 b 7 - G b %  

ACTION OFFICER: 

ACTION REQUIRED 

INFORMATION AND/OR 
(Lf APPROPRIATE 

PREPARE FOR AF/RT SIGNATURE/COORD 
RESPOND DIRECT WITH COPY TO AF/RT 
PREPARE COMMENTS AND RECOMMJ2NDA.TIONS 
PREPARE POINT PAPER 
PROVIDE BRIEFING 

FOR ALL C O N G ~ S S I O N A L S ,  PLEASE PROVIDE COPIES TO 
MAJ D'EUFEMIA FOR HER SCAN FILE; 
a114 w30 t/L S C ~ A Q  

RETURN THIS SHEET TO LT COL T R I P P  
- - - - - - - - - 

REMARKS : 

COORD WITH: 

COPIES TO : p ~ -  F, e- 
b b ~  0 

LC C 9 l ? a ~  
R T b b r w q  I 

"snBIL"rC a rceO  
8 

~ w u r \ \ S s r ~  0 2 
BE SURE TO INCLUDE T H I S  FORM WITH YOUR RESPONSE. CLEAR THE 
SUSPENSE WITH LT COL T R I P P ,  A F / R T ,  38678,  I F  ANSWERED VERBALLY. 
CONTACT T H I S  O F F I C E  IF CHANGES ARE REQUIRED. 



March 20, 1995 
27Jnm 
------- 

Major General Jay Blume 
Special Assistant for Base Realignment and Transition '"w r8:5r 15 tpja :+u;hk, 
1670 Air Force Pentagon 

Y.?W riiqm~:!g w,Q\-\3 
Washington, D.C. 20330- 1670 - 
Dear General Blume: 

I request that the Air Force provide the results of all analyses performed regarding the 
hospital realignment altematives provided to the Air Force by the Medical Joint Cross Service 
Group, as well as any other analyses performed by the Air Force of potential hospital closures or 
realignments. 

Included should be documentation of the overall feasibility, cost, quality, and access 
implications of the altematives, and the specific reasons why the Air Force did not adopt the 
JCSG altematives. This information should specifically address, though not be limited to, the 
analysis referred to on attachment 1, page 4 of the 13 December BCEG meeting minutes (copy 
enclosed). The Commission needs this information not later than April 7, 1995 in order to - 
complete its analysis of the Joint Cross Service Group altematives. 

Thank you for your assistance and cooperation in this matter. 

Air Force Team ~ e a d e r  

Enclosure 



- - 

CLObC I-iOLU - IjCLC;, ULI;C; S !  i U 5 L l  
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W A S H I N G T O N  D C  10330-1000 

9 JAN 1295 
OCF~CC Or THC ASSISTANT SCCRCIAWV 

MEhlORAhDUM FOR RECORD 

FROM: SAFhlII 

SUBJECT: Minutes of Air Force Base Closure Execuuve Group (AFBCEG) hleeting 

The -4F/BCEG meering was convened by Mr Boamght, SAFNII ,  at 1030 hours on 
13 December 1994, in Room 5D1027, the Penragon. The following personnel were in 
attendance: 

a. AF/BCEG members: 

Mr. Boamght, SAF/MII, Co-Chairman 
hlaj Gen Blume, AF/RT, Co-Chairman 
Mr. Beach, SAF/FM 
h4.r. McCall, SAFMIQ 
h?aj Gen .McGinty, AFDPP 
Mr. Orr, AF/LGM 
Mr. Durane, S . W 4 Q X  
hlr. Kuhn, SAFIGCN 
Elrig Gen Weaver, NGEICF 
Erig Gen Bradley, AFRE 

Col hla>,Iield, AF/RTR 
Col JValers, AFPE 
Col Pewe. AF/XOOA 
Col Rcnton, SAF/hlII 
Lt Col Black, AF/RTR 
Lr Col Kring, NGB 
Mr. Reincnson. AF!CEP 
hlzj Richardson, AF/RTR 
CMSgr Dumez, AF/SGM 

The meeting was called to order by hlr. Boamght. He discussed the problems associared 
with meeung the January 3, 1995, deadline imposed by OSD for preliminary cmdid~!zs for 
closure or xalignment. 

C31Sgt Dumzz, AFISGM, presented the altmarives crveloped by the Meciiczl JCSG, 
using t ie  slidrs at Atch 1. Thcx was e a r  concern tnsr ihe zltcrnati\~es ule;e developed 
prematurely, since 2ny decisions should xflecr the BRAC 95 basing changes. In addidon, the 

CLOSE HOLD - BCEGJBCEG STAFF ONLY 



SERVICE GROUP 
FOR MTFs AND 

MEDICAL JCSG 

BCEG CLOSE HOLD 1 ~ m s u  

MEDICAL JCSG 

GROUP MEMBERSHIP 
GOAL - REDUCE MEDICAL 
INFMSTRUCTURE 
hlETHODOLOGY 
RESULTS/RECOMMZXDATIONS 

BCEG CLOSE HOLD 2 ~2nlrw 



MEDICAL JCSG 

I GROUP MEMBERSHIP 
CHAIRMAN - Dr (Adm) Edward Martin, 
OASD(HA) 
SERVICES REPRESENTATIVES 
PA&E 
J C S / J - 4  (MEDICAL) 
COMPTROLLER 
DASD/ECONOMIC REINVEST 8; BRAC 
DoDlG 

BCEG CLOSE HOLD J IY(YP( 

3CZG CLOSE HOLD 

MEDICAL JCSG 

GOAL 
Determine if DoD medical 
infrastructure for inpatient 
capacity exceeds requirement 
Provide candidates for realignment 
or closure 

BCEG CLOSE HOLD a t a n s 4  

Page 2 



METHODOLOGY 
Categorized MTFs 

Medical Centers 
Community Iiospitals 
Clinics 

Functional Value 
Patient Population 

Civilian Medical Resources 

MTF Physical Plant 

Contingency Factors 

Civilian Cost Comparison 

BCEG CLOSE HOLD s ( m a  

. - v -  

i 
J MEDICAL JCSG 

METHODOLOGY Continued. 
Data Collected, Validared by SG, 
=d Checked by Service Audit 
Agencies and DoD IG 

Linear Prograrnrning hlodel Used 
Reduce excessive capacity 
Maintain average functionalvalue 
system-uide 

Maintain expanded beds to meet 
Service wartime and DoD 
peacetime requirements 

BCEG CLOSE EOLD e IZITYP( 

Page 3 



BCEC CLOSE HOLD 
1 $ H Base Closure Executive Group I-\ 

RESULTS 
Based on Current Force Size 

Excess capacity (operating beds) identified 
16 medical candidates for realigmnent or 
closure 

6 A m y  
2Navy 
8 AF 

2 Medical Centers 
6 Hospitals 
No Complete Closures 

MEDICAL JCSG 

BCEG CLOSE HOLD 7 1myu 

SCEG CLOSE HOLD 

{ ~ a s e  Closure Executive Group 

I MEDICAL JCSG 
7 

A F  Candidates 
* Reese - Demonst ra t ion  Tes t  Now 

Shaw - Readiness issue 
. Langley - Readiness issue 

USAFAcademy- Cadet Mission 
Sheppard - Question Cost-Efiectiveness 
Scott - Question Cost-Effectiveness 
Wright-Patterson - Question Cost-Effectiveness 

Lackland - Significant issues 

BCEG CLOSE HOLD 8 121% 
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BCEG CLOSE HOLD 

I- MEDICAL JCSG 

Concerns 
Write medical realignment into law? 

Real savings under BRAC? 
Impact to mission, morale? 
Flaus in the model 

BCEG CLOSE HOLD 0 tY1% 

BCEG CLOSE HOLD 

-! ~ a s e  ~ losuxe  

MEDICAL JCSG 

Recommendation % -. 

Suppon any site if AF closure c a ~ d i d a t e  
Support Reese as a continued demonstration site 

BCZG CLOSE HOLD 10 1 2 1 1 9 ~  
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HEALTH AFFAIRS 

OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON, DC 20301 - 1  200 

MEMORANDUM FOR OFFICE OF THE ASD (ECONOMIC SECURITY) 
ATTN: DIRECTOR, BASE CLOSURES 

SUBJECT: Defense Base Closure and Realignment Commission Request for Information 

During a recent meeting, the Defense Base Closure and Realignment Commission staff 
requested information regarding initiatives to reduce Military Health Services System 
infrastructure through other means than the base realignment and closure process. The attached 
information responds to this request (attachment 1). In addition the Commission staff requested 
the attached information regarding the "733 Study" and the economic analysis conducted in 
regards to Fitzsimons Army Medical Center (attachments 2, 3). 

This attached information was not part of the base closure and realignment decision making 
process and therefore is not subject to certification. 

The point-of-contact for additional information is LTC Richard A. Jones or LTC Edward 
Ponatoski, (703) 614-4705. 

&ad c). ?/ad& 
Edward D. Martin, M.D. 

Principal Deputy Assistant Secretary 

Attachments: 
As stated 
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DEPARTMENT O F  THE AIR FORCE 
HEADQUARTERS UNITED STATES AIR FORCE 

WASHINGTON CXZ 

MEMORANDUM FOR THE DEFENSE BASE CLOSURE A N )  REALIGNMENT COMMISSION 
ATTN: MR. BORDEN 

FROM: HQ USAF/RT 
1670 Air Force Pentagon 
Washington, DC 20330-1670 

SUBJECT: Request for Analyses - WHMC Medical Center (Your Ltr 21 Apr 95) 

We received your tasker on 27 April 1995 requesting Air Force cost of base realignment actions (COBRA) - 
and other appropriate analyses for two options regarding WHMC Medical Center (WHMC). You also requested that 
the overall feasibility, cost, quality, and access implications of the two options be provided. An Air Force-only 
evaluation of each of these options is attached. 

The Air Force feels strongly in stating that WHMC is the premier Air Force medical facility known 
internationally for its specialty medical services and GME teaching programs. It has a long and distinguished 
history in delivering health care to a population spanning the globe and in its medical research and technology 
development. Any decrease in capability along the lines of the two options will impact negatively on the Air Force's 
wartime readiness mission and operational healthcare costs. 

The Air Force performed no COBRAS on WHIvlC during the Service's review or in the Medical Joint 
Cross-Service Group's study. The Air Force prefers to facilitate medical mission changes programmatically rather 
than through BRAC law in order to maintain a degree of flexibility in sculpting its future medical force. Flexibility 
is important in implementing TRICARE initiatives and delivery of healthcare to all beneficiaries. The Air Force 
advocates aggressive effort. in rightsizing its medical facilities based on its readiness mission, along with TRICAP?, 
through a strategic resourcing methodology. This methodology forges the results of a population-based. demand 
projection, business case analysis with capitated based resource allocation and incorporates best business practices ro 
culminate in the most effective and efficient use of healthcare resources. Using these tools wiil methodically and 
purposely eliminate duplication of services and provide for an optimum product-line and personnei mix. 

We are unable to complete the requested COBRA analysis within the time constraints of your request. The 
Air Force has serious operational concerns with these proposed actions and believes COBRA analysis, even if 
available, should nbt be a decisive factor. Please contact Col Mayfield, HQ USAFIRTR, at DSN 225-6766 if you 
have any questions. 

. BLUME JR., Major General, USAF 
Assistant to Chief of Staff for Realignment 

and Transition 

Attachment: 
As Stated 



Response To Base Realignnlent And Closure (BRAC) Commission's Options 

For 

WHMC USAF Medical Center (WHMC) 

Introduction 

The Air Force does not support any BRAC initiative that eliminates a major Air Force . 
medical presence in the San Antonio region. By any standard, the Air Force is the major Service 
component represented in the San Antonio area. Operationally, it is home to the only Air Force 
induction and basic military training center. It contains four major Air Force installations, 
including two major commands, with WHMC representing the total Air Force bed capacity. Air 
Force beneficiaries outnumber other service beneficiaries by an overwhelming margin. 
Medically, WHMC is the flagship of the Air Force Medical Service. It is the largest, single 
contributor to our readiness capability, houses 34 percent of our GME training programs of 
which 27 are unique to W'HMC, and accounts for 41% of the total physician training man-years, 
is the only designated Specialty Treatment Center in the Air Force, as well as its only operating 

V 
Level 1 Trauma Center. 

A large patient population and teachmg infrastructure is absolutely essential to generate 
the volume and types of patients required to support graduate medical education and other 
specialty training programs. The Air Force has only one such hospital in their s!.stem and 
depends on WHMC as the foundation on which the remainder of the Air Force and DoD 
regional healthcare system is designed. The other three graduate medical education sites are 
very limited in their scope, capability, demand and capacity. 

Evaluation of both options proposed for WHMC involve a review of three major 
functions: 1) medical readiness; 2) clinical capability (to include graduate medical education); 
and 3) managed care. Each of these topic's impact on cost, quality, access, and feasibi1:ty are 
discussed in detail below. It is impossible to separate any of these issues and fully ~nderstand 
the sigdicance of WHMC's status as the "flagship" for Air Force medicine. Any dramatic 
change in the operational capability of WHMC threatens the viability of the entire Air Force 
Medical Service (AFMS) structure. It is not just the Air Force structure that is threatened by the 
options. The Air Force's substantial DoD mission is magnified by support of the entire San 
Antonio community. T h s  total demand forced establishment of a consolidated WHMCBAMC 
operating Level 1 Trauma training center. This unique mission is integral to the support of the 
56 training programs and four organ transplant missions and the entire DoD medical readiness 
mission. In addition, a portion of the civilian indigent health care in San Antonio is suppoced 
through Congressional appropriations. In essence, the total denland generated by Lackland AFB w and its external forces continue to support the requirement for WHMC. Brooke Army Medical 
Center (BAMC) has practically no physical capacity to support this demand. In addition, the 



worldwide referral pattern also focuses on \'HMC's tertiary and quaternary care capabilities and 
any reduction in capability, as it exists today, will degrade the overall AFMS mission 
effectiveness. Most critically, relocating our readiness missions, training programs and 
redesigning the entire DoD and AFMS referral process will raise costs and lower access to 
specialty and subspecialty healthcare and the quality of this care. 

The Military Health Service System (MHSS) is sensitive to structuring itself to the needs 
of the world-wide community it serves, and is aggressively addressing this issue outside the 
BRAC process. In San Antonio, the new Army Medical Center at Ft Sam Houston is built . 
recognizing the size and capability of WHMC, eliminating duplication of services and creating 
economies of scale. In pursuing our local GME and services realignment in San Antonio, the 
designated operating capacity of WHMC has been judiciously decreased from 1,000 beds to its 
present level of 530. Additional economies in this community may be warranted; however, it is 
the position of the Air Force and DoD that such actions be incorporated through careful and 
programmatic analyses of all pertinent factors. Weaknesses in the Joint Cross-Service Group 
(JCSG) model were evident in its handling of referral flow patterns, neglect of BRAC closure 
nominees, and an inordinate reliance on the age of facilities without regard to overall operational 
considerations. By any measure of merit, other than facility q e ,  the major medical player in 
San Antonio is the Air Force. WHMC, despite its relatively age, is a modem, extremely well- 

i(Y equipped, and efficient facility. 

Medical Readiness 

14TD/iC has the largest single medical deployment mission in the Air Force. It consists 
of the following personnel and equipment packages: a 750-bed contingency hospital, an air 
transportable hospital, three 40-bed hospital surgical expansion teams, and various other taskings 
totaling 1360 personnel and involving 26 Unit Type Codes (UTC's). 

Transfer of these taskings is impossible without moving existing medical subspecialties. 
Certain medical specialties are nearly 100% utilized throughout the AFMS. These include 
surgery, urology, aerospace medicine, anesthesiology, nephrology, pulmonary/critical care, a; ,d 
associated ancillary support which must be retained and relocated to other medical centers. 
With WHMC deployable specialty capability representing 20-30% of the total AFMS readiness 
mission, these taskings then could be relocated, but not without substantial medical military 
construction (MILCON) costs and redistribution of referral workload. Again, the demand for 
these critical subspecialties already exists in the greater San Antonio area and is increased by the 
existing AFMS referrals. These subspecialties are also integral to meeting the American College 
of Surgeon's Level I trauma center requirements as well as the national accreditation 
requirements for the 33 medical residencies and fellom~ships currently located at \?rHMC. To 
challenge the need for WHMC is to challenge the very essence of the AFMS delivery system and 
compromises our readiness mission creating a shortfall in critical specialty areas. 



World events challenged the personnel assigned to this facility. During, Operation 
Desert Storm (ODs) tasked 1047 personnel from WHMC. Similarly, taskings for operations 
other than war (OOTW) locations such as HaitianICuban support (424 personnel) have been 
supported by deployments from WHMC. The Air Force's most effectively trained trauma 
personnel either are based at WHMC or have rotated through its Level I Trauma center. 
Deployment requirements tasked to smaller AFMS medical facilities often force a degradation of 
beneficiary care. WHMC must experience a very large tasking before this would occur. 

The Air Force blood program receives 25-30% of its total annual support from WHMC.. 
This is achievable since Lackland AFB is the induction and basic military training site for the 
entire Air Force. WHMC also has the casualty reception center for the entire San Antonio area. 
This 50-bed aeromedical staging facility (expandable to 250-beds) supports casualty reception in 
peace and war. Casualties returning from Just Cause, Operation Desert Storm, and other 
humanitarian peacetime operations are sent to San Antonio for care and most frequently to 
WHMC for treatment. WHMC is unique in its ability to provide all levels of casualty 
healthcare. In addition, the proximity of WHMC to a major airhead at Kelly AFB, precludes 
transport delays in receiving intensive care in a medical center environment. These capabilities 
must continue in the San Antonio area. 

WHMC's extensive medical capabihties and leadership places them at the forefront in 
deployable specialty care. An example is the development of the Mobile Field Surgical Team 
(MFST) and Critical Care Transport (CCT) Teams. These unique capabilities are designed to 
deliver highly mobile, subspecialty care far fonvard. .4s a result, more critical causalities can be 
treated at the point of injury and then transported safe1 y to more definitive sources of care. Both 
the MFST and CCT have been deployed to support of White House and Special Operations 
taskings. Again, this is an innovative by-product of WHMC's clinical capabilities. 

WHMC and medical readiness and the AFMS cannot be separated. The vast capabilities 
demanded by the local community and base mission support the worldwide casualties transferred 
to this hospital. The entire AFMS is predicated on use of this "flagship" as the focal point for 
our operational readiness. Use of this focal point ensures that its graduate medical education 
programs turn out medical personnel who are the best qualdied personnel in the world to 
respond to trauma in contingency situations. Diffusing this health care delivery system based 
upon either option proposed would drastically reduce our patient care capability and greatly 
increase the cost of obtaining h s  same capability at other locations. 

Clinical Capability 

WHMC represents a unique entity which would be extremely expensive to disperse or 
replicate anywhere in the MHSS. Located in San Antonio, it has one of the largest local w beneficiary populations in the world. Over the years many military beneficiaries have relocated 
to San Antonio because of the vast and often unique medical services available. These include 



services for many children with complex medical needs and specialties for retired groups with 
increasing needs for medical and surgical care. Located in southwest San Antonio, the civilian 
community generates over 800 cases of very serious trauma per year treated at WHMC 
(representing 25-33% of all cases in San Antonio). The large community combined with the 
large referral workload have justified the development: of highly specialized services, many of 
which are unique in DoD. 

There is limited capacity in the San Antonio area to absorb the care now being provided 
-at WHMC particularly as it applies to quaternary services. Furthermore, there is little capacity . 
in the MHSS to absorb the clinical training now being conducted at WHMC. Because of the 
national climate to reduce specialty residency programs, it would be impossible to obtain 
Residency Review Committee approval to reestablish military GME programs elsewhere once a 
WHMC program has been closed. Finally, there are both clinical services and clinical training 
that are unique to WHMC that could not be provided in a community hospital. These services 
would be difficult to defend or establish in other DoD facilities, and extremely expensive to 
access in the civilian community. 

Realignment of WHMC as a clinic or community hospital would result in significant 
decrements in clinical services as well as clinical trai i ig.  Providing these clinical services and 

1(01 chical  training in other locations would be costlier in many cases and unfeasible in many 
others. The overall impact on cost, quality and access to the widest range of general and highly 
specialized services would be severe if WHMC was realigned as a community hospital. The 
effects are worsened substantially if WHMC is realigned as a clinic. In both options, WHMC 
would be unable to provide the following services now offered by the medical center: 

a. Specialized Treatment Service for autologous and allogeneic bone marrow 
transplantation. This requires additional clinical specialties and laboratory services not 
justifiable in a community hospital. This service would have to be relocated to another 
appropriate facility along with its vast support structure in both specialty and ancillary services. 
This transfer would be at great expense to the DoD. 

b. Level I Trauma Services. A community hospital would not have the requisite 
specialty services, critical care units, patient acuity, or volume to support a full service trauma 
facility. WHMC has the only Air ~ o r c e  military trauma center which qualifies for Level I 
Trauma Center Certification providing this service in peacetime. This trauma center supports 
Mobile Surgical Team (MST) training and the Trauma and Critical Care Course for Surgeons 
which provides intensive refresher training for dozens of Air Force surgeons annually. The 
trauma center also provides the training opportunity for many Army, Navy and Air Force special 
forces paramedics. CBO recently lauded WHMC's trauma operation for its support of both the 
local community and its contribution to wartime skills preparedness of the assigned medical 
staff. 



c. Critical Care Units. Critical care units are seldom provided in community 
hospitals. These units currently provide essential clinical services and a major training 
environment for numerous medical personnel as well as the newly established Critical Care 
Transport Teams. 

d. Emergency Services. An estimated two thousand Code III emergency patients 
would be diverted or retransported to other facilities due to limited hospital capability. This 
introduces additional risk and morbidity to these patients and legal exposure for the Air Force. 

e. Organ Donation. Participation in the San Antonio Emergency Medical System & 
a Level I Trauma Center has produced the majority of organ donors for the DoD Liver 
Transplant STS and the only DoD Eye Bank and it has also produced a substantial number of 
donors as a substantial community service. WHMC also provides a substantial number of the 
organs for the San Antonio donor bank. 

f. Solid organ transplant services include the DoD Liver Transplant STS, and 
kidney and pancreas transplant programs. A community hospital lacks the requisite specialty 
services, critical care units, patient acuity or volume to support a solid organ transplant program. 

w g. Specialty medical and surgical services. No community hospitals can justify the 
full range of medical and surgical subspecialties. The patients generated by these subspecialties 
would exceed Brooke's planned capability and would be seen at substantial expense in the 
community. An ambulatory surgery facility would not be justified in a free standing clinic 
serving the military population alone. 

h. Clinical outreach services. WHMC currently provides specialty services at 
outlying military facilities in DoD Region .VI. These would be unsupportable as a community 
hospital. 

i. Reference laboratory services and specialized laboratory services to support HIV 
and transplant services would no longer be required. This requirement would continue to exist 
and need to be transferred. 

j. A unique DoD stereotactic radiation therapy and neurosurgery capability would 
no longer be justified but its requirement would continue. 

k. Inpatient mental health currently serving Region 6 could not be justified in a 
community hospital. Absence of an inpatient mental health unit in the clinic scenario would 
seriously degrade support for the military training center at Lackland. No inpatient mental 

'II 
health unit is planned for BAMC. 



1. Pediatric Intensive Care Unit (PICU). 'This is the only PICU in DoD (400 
admissions per year). BAMC will not have a PICU. 1,ocal civilian facilities are frequently 
closed to PICU patients. 

m. Extensive services for multiple handicapped children are available. These 
services are at WHMC principally because they serve a worldwide population. However, many 
active and retired personnel have relocated to the WHMC catchment area because of the 
availability of these specialized capabilities. 

n. Neonatal Intensive Care. The 34 bed NICU supports critical neonates from a 
worldwide referral base. Military and civilian NICUs are often saturated; civilian NICU care is 
extremely expensive and very limited in capacity. Specialized services like extracorporeal 
membrane oxygenation (ECMO) and high frequency oxygenation would have to be sought 
elsewhere at great expense from one of the few such services that are available in the country. 
WHMC is the only in-transport ECMO in the country. 

o. Dental. WHMC hosts 84% of the Air Force's dental GME program. 

Both discussions on medical readiness and clinical capabilities have documented a 
substantial demand base supporting the population in the San Antonio area. Referrals from 
Region 6 in addition to the worldwide focus on WHMC as a source of many unique sources of 
care w i t h  the DoD compound the need for the health delivery system that WHMC represents. 
Clearly, immense costs would be drislen to sMt  these services to other locations. Quality of 
patient care and access to the complete range of services currently offered by WHMC would not 
be possible. As documented earlier, removing the nucleus of the AFMS delivery system by 
changing the structure of WHMC threatens to severely limit the capability of the entire system 
resulting in shifted workload to much more costly civilian sources of care. 

Similarly, clinical education for Air Force physicians, dentists, nurses, scientists and 
numerous other disciplines would be severely decremented in either scenario. The large San 
Antonio patient base, substantial worldwide referral patient demand, and designation as the only 
Level I Trauma training center have fostered the establishment of 56 graduate medical education 
programs including 33 medical residencies and fellowships. This demand has created a highly 
centralized Air Force Graduate Medical, Advanced Medical Education and Dental programs at 
m c .  

AFMS personnel train in 119 different graduate programs. WHMC operates 40 of these 
training programs (34%); 27 of these programs are unique to WHMC. ~ ~ C ' s  training programs 
represent 471 of 1489 training years for all corps (32%) and 398 of 965 medical corps training years 



The Air Force already has the leanest in-house GME program of the 3 Services relying upon 
sponsorship of trainees in civilian and military training programs and deferment of trainees in civilian 
programs. As a result of having only one major medical center, AF makes greatest use of civilian 
deferred status. Historical data show that physicians trained in civilian deferred status have poorer 
retention than those trained in military programs (209'0 vs. 40%). Having a greater proportion of 
physicians in civilian training requires AF to have more total physicians in GME training than either 
the Army or Navy. 

Maintaining the current level of military G h E  programs is vital to our readiness mission. 
Instructorsistaff actually deploy to operations or contingencies, bringing back levels of experience not 
available by any other means (contingency operations, utilization of military-unique equipment and 
apparatus). Trainees who study under these instructors gain from this experience (obviating the need to 
gain the experience "on-the-ground" at the time of deployment). 

WHMC, by virtue of its size and location, provides a "critical mass" of organic patient 
population, referral patients, experienced staff, and support programs to support the training of 
combat critical specialties. Residency Review Committees (RRC) of Accreditation Council for 
Graduate Medical Education (ACGME) requires presence of supporting training programs to 
maintain accreditation of numerous militarily critical specialties. National healthcare economics 
and certain specialty RRC decisions are leading to downsizing or elimination of civilian 
training programs in these critical specialties, mahug it more difficult to defer trainees to these 
programs or to establish new programs at other DoD medical centers. Training programs in 
these specialties in other Services cannot produce the combined output required by their own 
Services and the Air Force. Therefore, WHMC's programs would have to be relocated to 
another medical center (none of whch is large enough or has the patient base to support them or 
their attendant specialty programs) if WHMC was downsized. To transfer GME programs, the 
gaining medical center would require additional catchment area population sufficient to support 
the additional training requirements, akin to transfer of the Air Force beneficiary population 
from the San Antonio catchment area. Relocation or- changes in existing GME programs require 
accreditation by the RRC as new programs, a process that is neither simple nor guaranteed. 

STSs provide highly specialized, cost effective alternatives to civilian referral. Many would not 
be possible or would be much more expensive without support of GME residents and fellows. STS 
services must be provided in larger medical centers since smaller centers cannot provide the ancillary 
support or supporting specialty services necessary to make the STS effective. 

Elimination of all GME programs at WHMC will deprive the Air Force of critical medical, 
dental, and ancillary support specialists. WHMC presently provides clinical training to over 450 
officers and enlisted professionals over and above the medical and dental GME. Transfer of GME 
programs from WHMC will dilute the specialty trailling program mix necessary to provide the highly 
specialized medical specialists necessary to meet the healthcare needs of TRICARE beneficiaries into 
the next century. 



In conclusion, the medical readiness, clinical capabilities and graduate medical education 
programs are inextricably combined. Either option would force a dilution of medical 
capabilities within the entire spectnun of the AFMS to a point that the AFMS may not be able to 
regain. Certainly, any such change would be far more costly than the continued existence of 
WHMC. 

Managed Care 

WHMC is the keystone to the DoD's managed care program called TRICARE' 
for Health Service Region (HSR) 6. TRICARE represents a system that integrates 
quality, cost, and accessibility in the delivery of healthcare to our patient 
population. It also expands the lead agency concept fkom management of 
overlapping catchment areas to oversight of entire, considerably larger regions. 
HSR 6 is the second largest of the twelve regions with a total population of 
1,031,513 and 17 military medical treatment facilities, of which 14 are Air Force. 

Any si@cant realignment or reduction of WHMC's capability will 
si@cantly impact its awarded TRICARE managed care support contract. The 
recently awarded $1.82 billion TRICARE managed care support contract was based 
on existing DoD health care resources and capacities, CHAMPUS utilization rates, 
and estimated future workload and physical plant capacities. By 1997, all DoD 
HSRs will have a single, private TRICARE support contractor responsible for 
developing civilian health care networks and managing the DoD health benefit in 
support of the Services. The contractor is "hired" t o  supplement the DoD direct care 
system based on known capacities and demand at  the time of awardmg the 
contract. Any changes t o  the baseline w i l l  require major revisions to the contract 
creating the potential for a tremendous escalation in the cost of the contract 
through extensive bid-price adjustments. Changing the capacity of WHMC does not 
negate the population's need for health care, either mithin the San Antonio 
catchment area, or within the entire region for whrch the contract and regional 
planning are based. 

While government direct care savings may initially accrue £rom resizing 
WHMC, the potential savings generated will in all probability be greatly offset by 
the increased contract costs. Using the assumptions in the Section 733 Study, 
government costs could increase 10% to 24% on a per-unit basis for the same care 
provided in the civihan network. 

TRICARE support contracts. Changing the contract-provided capacities of 
1 either WHMC or any other bedded military memcal treatment facdity, such as 

BAMC will have the following affects: 



a. AfTect on local catchment DoD and beneficiary costs and access. 
Overall, DoD and beneficiary-shared costs udl  increase t o  the extent direct care 
workload (inpatient and outpatient) is shifted t o  civihan providers. The trade-off 
factors identified in the CHAMPUS Reform Initiative studies may be too 
conservative for WHMC, given the hghe r  demand for non-elective specialty care 
services, and the fact a s i d c a n t  portion is based on referral. Although the 
contractors civilian network will be held t o  the same access standards as the MTF, 
retirees over the age of 65 (who are ineligible for TRICARE and CHAMPUS) will - 
face both increased costs and greater dBiculty accessing providers. 

b. Affect on DoD Region G costs and beneficiary access. Because about 
half of WHMC's inpatient workload originates f om outside the catchment area, it 
is probable that  bid-price adjustments will occur in other regional managed care 
support contracts as well as Region 6's. There i s  extremely Lunited capacity a t  
BAMC to absorb any adhtional inpatient workload in Regon 6. Other MTFs will 
refer care to their local civilian network, increasing the number of non-availability 
statements issued, causing an unfavorable bid-price adjustment. Again, as 
previously mentioned, retirees over the age of 65 will face both increased costs and 
greater dif6culty accessing providers. Increased wait times may occur for patients 
with elective cases which would have to remain in their local area for care. 

c. AEect on DoD HSRs other than Region 6. Depending on the extent 
of reductions t o  services a t  MrHMC af€ecting its reception of patients from outside 
Region 6, the extremely k i t e d  abihty of BAMC to absorb the Merence,  and 
concomitant reduction in overall San Antonio dnect care system capacity to absorb 
referral workload, outlying catchment areas will either have t o  increase direct care 
service capability, or increase reliance on civilian provider network workload. 
While this may have minimal impact on primary and secondary care, it will greatly 
impact t e r t i ay  and quaternary care services (e.g., bone marrow transplant, liver 
transplant), especially in smaller metropolitan areas (e-g., Laughlin, Reese, etc.). 
Limitation of WHMC7s capabilities may dnve increased demand for care in the local 
community and local MHSS facilities with resultant increase in queuing. 

d. Outreach Care capability. ELuninating the WHMC capability 
would either show a reduction in outlying MTF workload or would have to increase 
local MTF resources accordingly. Given the smaller size of most other MTF 
populations in the region, t o  com~ensate for the loss of just one surgeon in the 
WHMC's Outreach program would require more than a one-to-one surgeons 
elsewhere in the r e s o n  due to lower economies of scale a t  smaller MTFs. That is, rf 
several or  all MTFs attempted to continue the same level of surgcal services 
provided currently through the Outreach program each MTF would have t o  procure 



the services of a t  least one surgeon. This phenomenon is due to the a b h t y  of 
WHMC to use its marginal available capability to assist other MTFs (at an overall 
savings to the Air Force, as well as to the beneficiaries, who would otherwise use 
CHAMPUS). Reduction t o  the Outreach program would increase other MTF costs 
to the extent additional manpower were added t o  the MTFs to maintain the same 
capability. Without re-deploying those assets, a t  a greater than one-for-one basis, 
local CHAMPUS and beneficiary costs will increase. 

Temporary deployment of dimcal assets from WHMC under the 
Outreach program to outlying smaller MTFs provides several quality opportunities.. 

(a) Beneficiaries receive an enhanced direct care medical 
benefit than might otherwise be provided locall.y, and may continue receiving their 
care in the same institution, rather than being referred to  local, off-base civilian 
providers. 

(b) The local MTF providers receive enriched clinical 
opportunities as they participate in climcal practice with WHMC experts, and 

'w receive continuing medical education. 

Beneficiaries currently receiving care via these TDY resources, if 
discontinued, would be hengaged  &om the direct care system, and required to 
access these services in the local community. 

e. Impact of reduction on DoD national and regonal STSs. WHMC 
has two of only three DoD-designated National DoD STSs: liver transplants (since 
2 Dec 93) and allogenic/autologous adult bone marrow transplant (since Dec 94). 
WHMC's STS programs are nationally acclaimed resources serving the DoD that 
required years of development and system maturation. They are predicated, as are 
the other GME-related services, on a core local population requirement supporting 
an appropriate mix of diversity in patient condition, chronicity, and clinic need. 

Reduction in WHMC capability and inabihty of BAMC to absorb these 
critical STS programs will require transfer and maturation of the programs 
elsewhere in DoD (thus MILPERS, equipment and time-related costs), or transfer of 
these programs to the civihan community (at increased TRICARE contractual 
costs), and loss of a benefit for those patients 65 years of age or older. I n  addition, 
i t  would affect the continuity of treatment currently provided to patients, and  the 
critical loss of GME and c h c a l  treatment synergies arising from multi-disciphary 
and highly speciahed services. Access, of course, would dimurish for patients . 

required to t r z s f e r  ' 3 the civihan network, If eligible, or to fee-for-service or 
private HMOs if Me&ca.re eligible. 



f. Impact on AFMS quality standards. WHMC compares very 
favorably, or exceeds, national indicators of quality health as follows: 

JCAHO Grid Scores: 
AF Average- 90 
Civilian Average- 83 
WHMC- 98 

JCAHO Accreditation With Commendati.on: 
AF- 22% 
Civilian- 10% 
WHMC- All major categories received "ls" &ghest score possible), no 

"Type 1" recommendations 

MHA Quality Indicators: 
AF Better than National Average on 1 1 of 14 Inhcators 
WHMC - better than the median in 19 of 23 indicators 

I Physician Specialty Board Completion (pass rate, first testing): 
AF - 92-loo%, depending on specialty 

- All of our physicians (non resident) are Board Certified 
C i d a n -  83-92% 
WHMC- The five vear &st time pass rates are as follows: 100% in 19 

of 27 medical specialties, 95% or  better in four, 90% or better in three, and one at  
81%. 

g. Physical plant. The new BAMC facility was planned, budgeted, and 
approved by Congress based on WHMC's capabilities t o  avoid unnecessary 
duplication of services. The new BAMC will not have the capacity t o  absorb both 
the inpatient and outpatient mehcal requirements of the local community , let 
alone GMEItertiary care and referral requirements, without substantial MILCON 
and O&M funded enhancements. 

h. Reduction of services. Reduction of WHMC capabilities will 
degrade its Level I Trauma Center capabihties. Loss of this vital military and 
civilian community emergency asset will reduce access t o  exigent care services. A 
sigdicant amount of uncompensated emergency care is also provided t o  the 
community by WHMC on an annual basi:. Trauma care is usually associated with 
catchment and near catchment populations, and could not realistically support that 
population's trauma needs if transferred to another major DoD medical center (e-g. 
Keesler or Travis). 



The new BAMC was not planned or designed to accommodate WHMC's 
trauma workload, but, rather, to supplement WHMC's capability. MILCON and 
O&M funds will be required at BAMC t o  maintain the same DoD capability in the 
community. Otherwise, the TRICARE support contract will require moficat ion,  a t  
increased costs, since true trauma care is a local requirement, and not elective, 
hence, not subject t o  the "trade-off' factors. 

Emergent patients will have to seek care elsewhere, potentially at 
lower level emergency medicine departments with fewer specialties immediately 
available. Mehcal staff, especially specialists, will suffer reduced opportunities for 
practicing wartime trauma skills. These staff could practice emergency skills in a 
local civilian emergency medicine department, but would then be unavailable for 
more routine care, consultation and continuing provider education. 

Summary 

This document substantiates two key points: 

a. WHMC is a unique platform in the AFMS providing world-class 
training and medzcal capabilities whose continuation are critical t o  the entFre A u  
Force Medical Senece. No other platform exists that can accommodate the 
infrastructure required to support many of the mehcine and surgical subspecialty 
training programs that are required. Diffusion of the graduate mehcal  education 
program to other locations would not replace the capabhty that WHnIC represents 
nationally today. 

b. No COBRA has been done. If a platform could be found to 
accommodate this vast mission, the cost of transferring the programs and 
associated infcastructure would be staggering. 

It is therefore critical that  WHMC be maintained a t  its existing operational 
capability. Any changes to the structure of WHMC should be made 
programmatically and not through the BRAC process. 
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H E A L T H  A F F A I R S  

THE ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON. D. C. 20301-1 200 

MAY 0 9 1995 

Honorable S. Lee Kling 
Commissioner 
Defense Base Closure and Realignment Commission 
1700 North Moore Street, Suite 1425 
Arlington, VA 22209 

Dear Commissioner Kling: 

As you are aware, in January 1994, as part of the 1995 base realignment and closure process, 
the Secretary of Defense established Joint Cross-Service Groups in six areas that he believed had 
significant potential for Cross-Service impacts. One of those groups was Military Treatment 
Facilities, including Graduate Medical Education. The purpose of the group was to evaluate 
Cross-Service opportunities for Single-Service asset sharing, to reduce excess capacity, and to 
decrease duplication within the Military Health Services System. The Joint Cross-Service Group 
for Medical Treatment Facilities' analysis resulted in an alternative being provided to the Air 
Force for consideration that realigned Wilford Hall Medical Center (WHMC) in San Antonio, 
Texas, to a clinic. 

The Air Force evaluated and strongly rejected this alternative, citing the essential role this 
flagship medical facility plays in Air Force medical readiness, specialty care, and graduate medical 
education. A detailed analysis of this issue is included in the Air Force's 5 May 95 letter. The 
Department reviewed the response from the Air Force and agrees with their assessment. Their 
evaluation, coupled with our own plans for the San Antonio area, resulted in the proposal 
specifically not being included in Secretary Perry's recommendation to the Commission. We 
believe there are additional opportunities to reduce our infrastructure and streamline our medical 
operations in San Antonio--and many other locations across the country and are aggressively 
pursuing these rightsizing initiatives through Defense program and budget review processes. In 
addition, San Antonio is the DoD leader in implementing a consolidated GME concept between 
WHMC and Brooke Army Medical Center that combines seven individual programs, thereby 
eliminating duplication. 

We are confident that the management initiatives now underway can achieve the goals we 
have established. The fact that we have reduced the number of hospitals by 35 percent, and 
achieved a 42 percent reduction in bed capacity, since the end of the Cold War is testament to our 
ability to manage the necessary cuts in our infrastructure. We do not believe that significant 
change to the organization or mission of WHMC is the proper course of action from a readiness 
and medical service perspective. 

Sincerely, 



THE DEFENSE BASE CLOSURE AND REALIGNMENT COMMISSION 
1700 NORTH MOORE STREET SUITE 1425 

ARLINGTON, VA 22209 

703-696-0504 
ALAN J. DIXON. CHAIRMAN 

COMMISSIONERS: 
AL C O R N E L I A  
REBECCA C O X  
G E N  J. B. DAVIS. USAF (RET)  

May 15, 1995 S. LEE KLING 
RADM BENJAMIN F. MONTOYA, U S N  (RET) 
MG JOSUE ROBLES. JR.. USA ( R E T )  
WEND1 LOUISE STEELE 

The Honorable Stephen C. Joseph, M.D., M.P.H. 
Assistant Secretary of Defense for Health Affairs 
The Pentagon 
Room 3E346 
Washington, D.C. 2030 1-1 200 

Dear Doctor Joseph: 

Thank you for your May 9, 1995 letter expressing your views on the importance of Wilford 
Hall Medical Center. Reading your letter and discussing the issue at length with your Principal 
Deputy Assistant Secretary, Dr. Ed Martin, and Lieutenant General Habiger, the Air Force 
Deputy Chief of Staff for Personnel, I can see that Wilford Hall plays an important role in 
military health care, particularly in military medical education. 

I am also encouraged by the Department of Defense's plans to eliminate duplication and w increase the efficiency of medical infrastructure, health delivery, and graduate medical education 
programs both in the San Antonio area and across the country. In my meeting with Dr. Martin, I 
was assured that your office, the Air Force, and the Army are committed to consolidating 
activities at Wilford Hall and at Brooke Army Medical Center, including the sharing of 
responsibilities and functions across Service lines, in order to reduce costs and improve 
operations. General Habiger indcated he was supportive of these efforts. 

In that meeting, Dr. Martin and General Habiger also assured me that the Department of 
Defense can and will meet the goals of eliminating excess infrastructure, reducing costs, and 
improving operations within the Military Health Services System, including consolidations 
across Service lines, outside of the base closure process. I look forward to seeing you achieve 
these important goals, both in San Antonio and elsewhere around the country. 

Sincerely, 

S. Lee Kling 
Commissioner 
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Metropolitan Statistical Areas 
-- 

The U.S. Office of Management and Budgct, in cooperation with 
the Federal Committee on Metropolitan Statistical Areas, 
announced modifications in July 1994 to the standard 
metropolitan statistical area (SMSA) classification system. As a 
result of undated statistical information collected bv the 1990 
census, SMSA~ have been officially redesignated as ketropolitan 
statistical areas (MSAs). 

An lVSA is a geographical designation that represents an 
integrated social and econonlic unit with a large population 
nucleus. Under these standards, an area qualifies for recognition 
as an h3SA if  there is a tin. within tha area of at least 50,000 

or an urban area of at least 50,000 with n total 
metropolitan population of at least 100,000. MSAs arc dcfincd as 
entire counties, except in the six New England stares (U.S. 
Region 1)  \\.here they arc defined in tcrnls of cities and to\vns. I n  
addition to the county containing the main city, an MSA also 
includcs additional counties having strong economic 2nd social 
ties to the ccntral count),. Such counties must have a specified 
Icvel of commuting to the ccntral counties and must mcet ccrtain 
standards regarding n~etropolitan character, such as population 
density. 

\Y/hen an MSA encompasscs n ro  or more central cities, up to 
three cities may be specified in the MSA title. They ~ v i l l  bc listcd 
in order of population size. \\'hen a single central city exists, the 
MSA is nar-ncd for thxt particrllar ciq: Thc official MSA title \rill 
also include a list of each of the states it covers. 

Separate MSA maps for each of thc 9 U.S. census di~risions may 
bc found immediately preceding the data for those di\,isions. A 
map of the 59 U.S. census divisions is found on page 19. 

U.S. Census Region 1 (New England) is depicied with two 
maps, MSA and New England County Metropolitan Areas 
(NECMA). NECMA's are county-based altsrnatives to the city 
and town MSA in Region 1. Data are presented for both the 
MSA and NECMA maps. 



T& Continued) Utilization. Personnel. and Finances in States 
* 

Texas Excludes AHA nonregistered h o s p ~ t a l s  (see Table 14 o n  page 244) . 

ADJUSTED OUTPATIENT VISITS NEWBORNS 
ADJUSTED AVERAGE AVERAGE AVERAGE 

INPATIENT PATIENT DAILY DAILY STAY SURGICAL 
CLASSIFICATION HOSPITALS BEDS ADMISSIONS DAYS DAYS CENSUS CENSUS (days) OPERATIONS Emergency Other Total Bassinets Births 

TEXAS . . . . . . . . . . . . . . . . . . . . . . . . . . . .  510 74. 641 2.184. 239 15.893. 354 43. 670 1.519. 720 6.047.177 17.862.426 23.909. 603 4.873 316. 723 

624beds . . . . . . . . . . . . . . . . . . . . . . . . . .  45 828 16.692 92.950 255 9.01 1 83. 431 346.560 429. 991 62 771 
25-49 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  118 4.222 101.616 579.012 1.629 48.128 421. 062 972. 125 1.393. 187 358 9.491 
50-99 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  119 8.510 194. 336 1.522.713 4. 183 131. 285 670.385 1.173. 369 1.843. 754 496 26.042 
100-199 . . . . . . . . . . . . . . . . . . . . . . . . . . .  113 15.497 438. 584 2.061. 027 7.888 318. 970 1.163. 821 2.661.845 4.125.666 1.235 66.904 
200299 . . . . . . . . . . . . . . . . . . . . . . . . . .  52 12.658 402. 090 7.1'190.777 7.396 309. 120 1.240. 293 2.498. 760 3.739. 053 84 1 54.470 
300-399 . . . . . . . . . . . . . . . . . . . . . . . . . .  22 7.774 256. 792 1.764. 237 4.833 199.315 683. 409 1.326. 486 2.009. 895 523 44.183 
400-499 . . . . . . . . . . . . . . . . . . . . . . . . . . .  6.624 197.612 1.676. 159 4.592 117. 635 303. 712 2.683. 750 2.986. 962 277 74. 500 
500 or more . . . . . . . . . . . . . . . . . . . . . . .  26 18.528 576.11 1 4.716. 47'1 

l5 
12. 091 3Uti256 I . 1 1 4  6.200. 031 7.381.095 l 081 90. 362 

Psychiatric . . . . . . . . . . . . . . . . . . . . . . . . .  62 7.978 57.802 1 .HI 2.559 4. 979 2 6.992 369.1 17 376. 109 0 0 
62 . . . . . . . . . . . . . . . . . . . . . . . . .  Hospitals 7.978 57. 802 1.81 2. 559 4. 979 2 6.992 369.1 17 376. 109 

. . . . . . . .  0 0 0 0 
0 0 

Institutions lor mentally retarded 0 0 0 0 0 0 0 
General . . . . . . . . . . . . . . . . . . . . . . . . . . . .  410 62. 536 2.071. 547 13.045. 654 35. 833 1.499. 401 6.022.153 16.461. 770 22.483. 873 4.825 312.706 

. . . . . . . . . . . . . . . . . . . . . . . . .  Hospitals 410 62. 536 2.071. 547 13.045.654 35. 833 1.499. 401 6.022.103 16.461. 770 22.483.873 4. 825 312.706 
. . . . . . . . . . . .  Hospital units of institutions 0 0 . 0 0 0 0 0 0 0 0 0 

1 115 . . . . . . . . . .  TB and other respiratory diseases 681 31. 740 87 613 0 10. 249 10.249 
. . . . . . . . . . . . . . .  1 150 

0 
6.297 

0 
Obstetrics and gynecology 22.028 60 5.1 18 9.568 19.353 28.921 . . . . . . . . . . . . . . . .  . 0 0 

48 
0 

4.017 
Eye ear. nose and throat 0 0 

23 
0 0 0 0 0 0 

1.652 Rehabilitat~on . . . . . . . . . . . . . . . . . . . . . . .  14. 147 379.741 1.063 730 0 341.744 341.744 
. . . . . . . . . . . . . . . . . . . . . . . . .  2 69 1. 450 12. 600 

0 0 
Orthopedic 35 1.1 25 0 15.209 15.209 

. . . . . . . . . . . . . . . . . . . . . .  1 804 
0 0 

Chronic disease 3.814 230. 643 632 0 0 85.261 85.261 
10 

0 
. . . . . . . . . . . . . . . . . . . . . . . . . . .  I. 337 28. 501 

0 
All other 358. 389 98 1 12.731 8.514 559.723 568.237 0 0 

19 Federal . . . . . . . . . . . . . . . . . . . . . . . . . .  7. 401 155. 942 1.992.675 5.459 83.157 301. 642 5.314.058 5.615. 700 153 8.  176 
Psych~atric . . . . . . . . . . . . . . . . . . . . . . .  0 0 0 0 0 0 0 0 0 0 

19 
0 

General and other special . . . . . . . . . . . . .  7.401 155.942 1.992. 675 5.459 83.157 301.642 5.314. 058 5.615.700 153 8. 176 

Nonfederal . . . . . . . . . . . . . . . . . . . . . . . . .  491 67. 240 2.028. 297 13.900. 679 38.21 1 1.436.563 5.745.535 12.548.368 18.293.903 4.720 308.547 
Psychiatric . . . . . . . . . . . . . . . . . . . . . . .  62 7.978 57. 802 1.812. 559 4.979 2 6.992 369.1 17 376. 109 

. . . . . . . . . . . . . . . . . . . . . . .  62 7. 978 
0 0 

Hospitals 57.802 1.812. 559 4.979 2 6.992 369.1 17 376.109 
0 . . . . . .  

0 
0 0 

0 
Institutions lor n>enlally relarded 0 0 0 

1 
0 0 0 

. . . . . . . .  115 681 
0 0 

TB and other respiratory diseases 31. 740 87 613 0 10. 249 10. 249 0 0 
14 990 Long-term general and otl)er special . . . . . .  5. 945 245. 276 600 54 1 264 79.240 79.504 0 0 

Short-term general a11d other special . . . . . .  4 14 58.157 1.963. 869 ll.Ul1.104 32. 465 1.435. 407 5.738. 279 12.089.762 17.828. 041 4.720 308.547 
Hosp~tal units of inst~tutions . . . . . . . . . .  0 0 0 0 0 0 0 0 0 0 0 
Communityhospitals' . . . . . . . . . . . . . .  414 58.157 1.963.869 11 . 81 1.104 16.404. 452 32. 465 45. 089 6.0 1.435. 407 5.738.279 12.089.762 17.828. 041 4.720 308.547 

6-24 beds . . . . . . . . . . . . . . . . . . . .  38 699 12.818 60.209 122.657 166 334 4.7 7. 250 59.262 132.034 191. 296 
. . . . . . . . . . . . . . . . . . . . . . .  110 3. 904 

35 379 
2549 97.696 506.556 863.432 1.429 2.420 5.2 48.128 420.814 941.328 1.362.142 358 9.491 

. . . . . . . . . . . . . . . . . . . . . . .  50-99 79 5. 577 167.414 980. 013 1.517. 671 2.684 4.164 5.9 129. 512 656. 545 898.350 1.554. 895 496 26.042 
. . . . . . . . . . . . . . . . . . . . .  100-199 92 12.778 410. 837 2.352. 144 3.339.288 6.487 9. 200 5.7 314. 780 1.443.671 2.214.497 3.658. 168 1.225 66.202 

200-299 . . . . . . . . . . . . . . . . . . . . .  48 11.624 379. 400 2.384. 358 3.281 -557 6. 556 9. 025 6.3 293.323 1.162. 304 1.955.032 3.117.336 807 51.808 
. . . . . . . . . . . . . . . . . . . . .  300-399 19 6. 648 249.979 1.437. 555 1.933.542 3. 938 5.298 5.8 198. 137 681. 177 1.241.171 1.922.348 523 44.183 
. . . . . . . . . . . . . . . . . . . . .  400399 10 4.260 150. 922 1.014.812 1.344.665 2.780 3.684 6.7 101.171 230. 102 814.904 1.045. 006 245 21.656 

500 or more . . . . . . . . . . . . . . . . . .  18 12. 667 494.803 3.075. 457 4.001. 640 8.425 10. 964 6.2 343. 106 1.084. 404 3.892.446 4.976. 850 1. 031 88.786 

Nongovernment not-for-profit . . . . . . .  126 26.591 985. 051 5.971.158 8.018. 392 16.367 21. 976 6.1 779.939 2.578. 027 4.905. 120 7.483.147 1. 990 132.428 
lnvestordwned (for-profit) . . . . . . . . .  132 18.344 534.118 3.107. 612 4.257. 622 8.578 11. 753 5.8 410.901 1.487. 088 2.446. 919 3.934. 007 1.357 88.778 

. . . . . . . .  State and local government 156 13. 222 444. 700 2.732.334 4.1 28. 438 7.520 11. 360 6.1 244.567 1.673. 164 4.737.723 6.410.887 1. 373 87.341 

'For lnformatlon on COnWNmltY hospitals that excludes nursing-home-type data. refer to Hospilal Unlts columns In tables 4 A  through 4 0  . pages 1 4  Ihrough 17 

... - ... 

. .  , . . . .  
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Texas . 

CLASSIFICATION 

TEXAS . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

624 beds . . . . . . . . . . . . . . . . . . . . . . . . . .  
25-49 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
50-99 . . . . . . . . . . . . . . . . . . . . . . . . . . .  
100-199 . . . . . . . . . . . . . . . . . . . . . . .  
200-299 . . . . . . . . . . . . . . . . . . . . . .  
300-399 . . . . . . . . . . . . . . . . . . . . . . . . .  
400499 . . . . . . . . . . . . . . . . . . . . . . . . . . .  
500 or more . . . . . . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . . . . . . .  Psychiatric 
Hospitals . . . . . . . . . . . . . . . . . . . . . . . . .  
Institutions for mentally retarded . . . . . . . .  

General . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
Hospitals . . . . . . . . . . . . . . . . . . . . . . . . .  
Hospital units of instilutions . . . . . . . . . . . .  

TB and other respiratory diseases . . . . . . . . . .  
Obstelrics and gynecology . . . . . . . . . . . . . . .  
Eye . ear. nose . and throat . . . . . . . . . . . . . . .  
Rehabil~lalion . . . . . . . . . . . . . . . . . . . . . . .  
Orthopedic . . . . . . . . . . . . . . . . . . . . . . . . .  
Chronic disease . . . . . . . . . . . . . . . . . . . . . .  
All other . . . . . . . . . . . . . . . . . . . . . . . .  

Federal . . . . . . . . . . . . . . . . . . . . . . . .  
. . . . . . . . . . . . . . . . . . . .  Psychialr~c 

General and other special . . . . . . . . . . . .  

Nonfederal . . . . . . . . . . . . . . . . . . . . . . .  
Psychiatric . . . . . . . . . . . . . . . . . . . . . .  

Hospitals . . . . . . . . . . . . . . . . . . . . .  
lnsl~tulions for mentally retarded . . . . .  

TB and other respiralory diseases . . . . . . . .  
. . . . . .  Long-term general and other special 

Short-term general and other special . . . . . .  
Hospital units of institutions . . . . . . . . . .  
Community hospitals' . . . . . . . . . . . .  

6 2 4  beds . . . . . . . . . . . . . . . . . .  
25-49 . . . . . . . . . . . . . . . . . . . .  
50-99 . . . . . . . . . . . . . . . . .  
100-199 . . . . . . . . . . . . . . . . . . . . .  
200299 . . . . . . . . . . . . . . . . . . .  
300-399 . . . . . . . . . . . . . . . . . . .  
400499 . . . . . . . . . . . . . . . . . . . .  
500 or more . . . . . . . . . . . . . . .  

. . . . . .  Nonqovernmenl not-for-prol~l 
. . . . . . . . .  Investor-owned (for-profit) 
. . . . . . . .  Slate and local government 

*For information on cornrn~rnity hospttals that 

Physlclans 
and 

Dentists 

3, 105 

321 
28 
77 

216 
250 
87 

1. 101 
1.025 

221 
221 

0 
2.356 
2.356 

0 
14 
0 
0 
6 
1 

39 
468 

2.196 
0 

2.196 

909 
221 
221 

0 
14 
5 

669 
0 

669 

11 
20 
30 
85 
10 
33 

368 
112 

115 
15 

539 

excludes 

FULL-TIME 

Rcglsterfd 
Nurses 

60.040 

779 
2.124 
4.827 

11.012 
10.520 
7.687 
5, 229 

17.862 

1.930 
1.930 

0 
55.614 
55.614 

0 
29 

174 
0 

65 1 
48 

167 
1.427 

4.166 
0 

4.166 

55.874 
1.930 
1.930 

0 
29 

508 
53, 407 

0 
53.407 

322 
1.933 
3.815 

10. 195 
10.087 
7, 514 
4.178 

15.363 

27.333 
13, 423 
12;651 

nursing-home type 

FULL-TIME 

Medlcal 
and 

Dental 
Rcsldents 

3.818 

0 
2 

2 1 
131 
204 
263 
529 

2, 668 

62 
62 

0 
3, 602 
3.602 

0 
0 
0 
0 
0 
0 
1 

153 

1. 037 
0 

1, 037 

2.781 
62 
62 

0 
0 
0 

2.719 
0 

2.719 

0 
2 
9 

105 
169 
263 
336 

1, 835 

949 
15 

1, 755 

tables 4 A  

EQUIVALENT 

Llcensed 
Practical 
Nurses 

18, 308 

400 
1, 834 
2, 340 
3.687 
3, 006 
1, 429 
2, 379 
3.153 

717 
717 

0 
16.726 
16.726 

0 
36 
20 

0 
421 

8 
102 
278 

1.871 
0 

1.871 

16. 437 
717 
717 

0 
36 

229 
15.455 

0 
15.455 

312 
1.771 
2.019 
3.410 
2.926 
1, 321 
1, 221 
2, 475 

6. 988 
4.137 
4.  330 

data. refer 

EQUIVALENT 
TRAINEES 

Other 
Tralnces 

392 

0 
9 
9 

16 
9 
9 

213 
127 

79 
79 

0 
164 
164 

0 
0 
0 
0 
0 
0 
2 

147 

61 
0 

61 

' 331 
79 
79 

0 
0 
0 

252 
0 

252 

0 
9 
0 

13 
2 
9 

147 
72 

83 
8 

161 

through 4D . 

Payroll 
(In 

thousands) 

3 7.850. 110 

56.075 
273.878 
619. 595 

1.321.622 
1.304.548 

910.291 
815. 737 

2.548.364 

381.563 
381.563 

0 
6.950. 148 
6.950. 148 

0 
7. 045 

14. 649 
0 

152.386 
6. 588 

53.854 
283. 877 

880. 946 
0 

880.946 

6.969. 165 
381.563 
381.563 

0 
7.045 

91.164 
6.489.392 

0 
6.489. 392 

40.737 
251. 375 
448. 885 

1 . 167. 852 
1.193. 534 

858. 987 
602. 737 

1.925. 284 

3.411. 172 
1.487. 045 
1.591. 176 

through 17 . 

Total 
Tralnces 

4. 210 

0 
11 
30 

147 
21 3 
272 
742 

2.795 

141 
141 

0 
3. 766 
3. 766 

0 
0 
0 
0 
0 
0 
3 

300 

1.098 
0 

1.098 

3. 112 
141 
141 

0 
0 
0 

2.971 
0 

2.971 

0 
11 
9 

11 8 
171 
272 
483 

1.907 

1, 032 
23 

1. 916 

pages 1 4  

Amount 
(in 

mousands) 

$19.160. 270 

128.180 
642.393 

1.531.653 
3.387, 463 
3.362.684 
2.272.406 
1.923.520 
5,911. 970 

763.500 
763.500 

0 
17.250.514 
17.250.514 

0 
15. 578 
34. 738 

0 
348.094 

21.836 
74. 620 

651. 390 

1.61 6, 316 
0 

1.61 6.31 6 

17.543.954 
763.500 
763, 500 

0 
15.578 

194.191 
16.570. 686 

0 
16.570. 686 

94.403 
591.294 

1.140.048 
3.063. 048 
3.163. 619 
2.191. 063 
1.445. 058 
4.882. 153 

8.446.412 
4.194.016 
3.930, 258 

PERSONNEL 

Other 
Snlarled 

Personnel 

195.137 

4.504 
8.866 

16, 034 
31, 750 
32.753 
20.909 
22.733 
57.588 

12.353 
12. 353 

0 
170. 132 
170.132 

0 
223 
264 

0 
3. 611 

180 
1. 132 . 7.242 

21.547 
0 

21, 547 

173.590 
12.353 
12.353 

0 
223 

2.089 
158.925 

0 
158.925 

1.303 
8, 423 

11.975 
27.794 
30.097 
19, 322 
15.704 
44.307 

81.776 
34, 046 
43, 103 

to Hospital 

LABOR 
Employee 
Benefits 

(In 
thousands) 

$1.710.872 

11.931 
50. 597 

134.329 
294.690 
283. 295 
179.096 
197. 752 
559.182 

73.069 
73.069 

0 
1.504.872 
1.504. 872 

0 
2, 521 
2. 831 

0 
36. 572 

1.428 
9.940 

79.640 

206.450 
0 

206.450 

1.504. 422 
73.069 
73. 069 

0 
2, 521 

20.303 
1.408. 530 

0 
1.408. 530 

8. 925 
46.953 

101. 540 
262.091 
262. 800 
169.501 
143. 768 
412. 950 

707.193 
356. 669 
344.667 

-. 

Total 
Personnel 

276.590 

6.004 
12.852 
23.278 
46, 665 
46.609 
30. 112 
31, 442 
79, 628 

15, 221 
15, 221 

0 
244.028 
244.828 

0 
302 
458 

0 
4.689 

237 
1, 440 
9, 415 

29, 780 
0 

29.780 

216, 810 
15, 221 
15. 221 

0 
302 

2. 871 
228.456 

0 
228.455 

1.948 
12.147 
17.839 
41.484 
43.120 
28, 190 
21, 471 
62, 257 

116.212 
51.621 
60.623 

l lnl ls colunivs in 

TOTAL 

AdJusled 
pet 

Admisslon 

$ 6.020.92 

3.434.08 
3.418.93 
4.306.00 
5.222.43 
6.067.20 
6.521.35 
7.277.10 
7.575.31 

6.345.04 
5.645.83 
5.795.57 

(continued 

Total 
(In 

Mousands) 

3 9.560.982 

68. 006 
324.475 
753.923 

1.616.312 
1.587.843 
1.089. 388 
1.013. 489 
3.107. 545 

454.632 
454.632 

0 
8.455.020 
8.455. 020 

0 
9. 566 

17.480 
0 

188. 958 
8.016 

63.794 
363.517 

1.087.396 
0 

1.087. 396 

8.473.587 
454.632 
454.632 

0 
9.566 

11 1.467 
7.897. 922 

0 
7.897. 922 

49.663 
298.328 
550.425 

1.429. 943 
1.456. 335 
1.028.489 

746.506 
2.338.234 

4.118.365 
1.843. 714 
1.935.843 

Adjusted 
per 

Inpatient 
Day 

$1.010.13 

769.65 
684.82 
751.18 
91 7.28 
964.06 

1. 133 19 
1.074.66 
1.220.04 

1.053 38 
985.06 
952.00 

on next page) 

EXPENSES 

Percent 
01 

Total 

49.9 

53.1 
50.5 
49.2 
47.7 
47.2 
47.9 
52.7 
52.6 

59.5 
59.5 

0.0 
49.0 
49.0 

0.0 
61.4 
50.3 

0.0 
54.3 
36.7 
85.5 
55.8 

67.3 
0.0 

67.3 

48.3 
59.5 
59.5 

0.0 
61.4 
57.4 
47.7 

0.0 
47.7 

52.6 
50.5 
48.3 
46.7 
46.0 
46.9 
51.7 
47.9 

48.8 
44.0 
49.3 
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Hospitals, U.S. / TEXAS 

Hosphl, Mdrru .  Tckphone. Admlntstrator. Appmval and F.cillty bdcr.  
Classl- Expense 

k t t h  care sptcm 
f k a t b n  Ut l l iu t ion Data (thousands) 
Codes D a b  of dollars 

Amencan Hospital Assoc~at~on (AHA) rnembcrship 
Jant Commlsslon on Accredltatmn of Healthcare Organiratrons (JCAHO) 
accredltatson .s1 

+ Amencan Osteopathic Hospital Assoc~atlon (AOHA) membersh~p 
0 Amencan Osteopathic Awciation (AOA) accred~lation ,., g 5 - 

U - 
m - E s A Cornrntwon on Accredlbtlon of Rehabilitatm Facdlties (CARF) acsredltat~on - .c m c v ,  

Contrd coda 61, 63, 64. 71. 72 and 73 ~nd ica l  hapttals Iisted 4 AOHA 5 'f 2 ~l m x  - 
.d 

but not registered by AHA For dd~nitlon of numental codes, see page A 6  8 8 , , z r 3 d m m  cO 

A SHANNON MEDICALCENTER, 120 E. Harris St., Zip 76903, 23 10 S TF 232 8918 173 75433 22 816 63166 24935 1096 
Mailing Address: Box 1879. Zip 76902; tel. 9151653-6741: H 219 8802 162 75433 22 816 62755 24564 1080 
Thomas G. Alexander. President & Chief Executive Officer (Total 
facility includes 13 beds in nursing hometype unit) A l  7 9 10 F1 
7 9 10 12 13 14 15 17 22 27 28 29 30 31 33 34 36 37 38 39 
40 44 50 51 53 54 55 56 57 60 61 62 63 64 65 66 67 69 71 
72 73 75 76 77 78 79808182  8485 

SAN ANTONIO-Bexar Cwnty  
AUDlE L. MURPHY MEMORIAL VETERANS HOSPITAL. 7400 
Merton Minter Blvd.. Zip 78284; tel. 2101617-5140; Jose R. 

c/ 
Coronado. Director (Total facility includes 120 beds in nursing 
home-type unit) A1 2 3 5 8 F1 3 4 5 9Td:l l  12 13 14 19 21 
2 4 2 5 2 7 2 8 2 9 3 0 3 1  3 2 3 3 3 4 3 5 3 8 3 9 4 2 4 3 4 4 4 5 4 6 4 7  
48 50 51 53 54 56 57 58 60 62 63 67 68@>71 72 73 74 75 
76 77 78 7 9 8 0 8 1  82 83 84 85 59295 

@ BAPTIST MEDICAL CENTER. 11 1 Dallas St.. Zip 78205; tel. 21 10 S Ti' 485 15506 304 77292 47 2225 121877 59958 2238 
210/222-8431; Raymond H. Downs, Administrator (Total facility H 455 15023 281 77292 47 2225 120868 59136 2204 
includes 30 beds in nursing home-type unit) A1 2 3 6 9 10 F1 4 5 

1// 7 9 U J 1 1  12 13 14J!j,16 1821 2 2 2 3 2 6 2 7 2 8 2 9 3 0 3 3 3 4  
3537 3 8 3 9 4 0 4 2  43 44 4546 49 5051 52 53 54 56 58 59 
60 61 62 63 64 65 67 68 69@71 72 73 75 78 79 80 81 82 
8384 8550265 
BEXAR COUNTY HOSPITAL DISTRICT (Includes Brady-Green 16 10 S 604 - - - -  - - - 
Community Health Center; tel. 5121270-3400 Stephen L. Enders. 
Vice President Ambulatory; Medical Center Hospital; tel. 5121616- 
4000 Jeff Turner, Senior Executive Vice President). Mailing Address 
4502 Medical Dr.. Zip 78229; John A. Guest, President & Chief 
Executive Officer (Nonreporting) A1 2 3 5 8 9 10 
BRADY-GREEN COMMUNITY HEALTH CENTER See BEXAR COUNTY 
HOSPITAL DISTRICT 

3 CHARTER REAL HOSPITAL. 8550 Huebner Rd.. Zip 78240. 33 22' S 106 1519 56 5870 0 0 13363 3420 157 
Mailing Address: P.O. Box 380157. Zip 78280; tel. 2101699- 
8585; Michael Lee. Adminlstrator A1 9 10 F1 4 5 39 41 42 43 
44 45 47 48 62 63 64 72 74 82 SO695 
CPC AFTON OAKS HOSPITAL. 620 E. Atron Oaks Blvd.. ZIP 33 22 S 102 553 28 3074 0 0 - - 110 
78232; tel. 2101494-1060. Bmce C. Wald. Administrator A1 0 10 

7 .  .. ~' " F4 5 14 27 29 38 30 41 43 44 45 47 48 52 63 72 74 82 
SO785 - 

- A HEALTHSOUTH REHABILITATION iNST!TUTE OF SAN 
. ANTONIO, (Formerly Renabilltat~on Inst~tde c' San Antonio). 91 19 - " Cinnamon HIII. Zip 78240; tel 2i0169i-0737. Diane 8. Larnpe. 

? 2 .. - Acting Chief Executive Officer & Admintstrator A1 7 10 F27 28 30 
39 58 62 63 68 72 73 74 75 76 SO023 
HORIZON SPECIALTY HOSPITAL. 7310 Oak Manor Dr.. Zlp 

-& 78229: tel. 2101308-0261; Wendy Paul.1 HIII. Administrator 
(Nonreporting) A10 

MEDICAL CENTER HOSPITAL See B E M R  CGUNN HOSPITAL 
DISTRICT 

% METROPOLITAN HOSPITAL. 1310 McCulloirm Ave.. ZID 78212. 
tel 210J971-2200. John Hanshaw. Chtef ~ x k u t i v e  Officer A1 9 10 ' 
F1 7 9 10 12 13 14 26 27 30 33 34 35 37 39 53 54 56 58 62 
68 6 9 m 7 1  72 73 75 79 80 81 82  84 65 SO048 -  MISS^& VISTA HOSPITAL, 14747 Jones Maltsberger. Zip 78247; 

bb - tei. 2101490-0000; Stuart E. Raynor. Chief Executive Officer A l  9 

$ 7  10 F5 19 22 27 41 44 45 48 62 63 64 72 74 I0405 - - NIX MEDICAL CENTER. 414 Navano St.. ZIP 78205; tel. 
2101271-1800; John F. Strieby. President & Chief Executive Officer 

L/ (Total facillty includes 12 beds in nursing home-type unit) A1 3 9 
10 F1 7 9&Cil2 13 26 27 28 33 37 39 45 46 50 51 53 54 56 
59 60 62 63 65 67 68 69fiCj'l 73 75 79 80 82 83 84 85 

I @I 72 73 75 78 79 80 81 82 83 84 85 SO265 
REHABILITATION INSTITUTE OF SAN ANTONIO See HEALTHSOUTH 
REHABILITATION INSTITUTE OF SAN ANTONIO 

SAN ANTONiO REGIONAL HOSPITAL. 8026 Flovd Curl Dr ZID 
78229. tel 2101692-8110, Earl H Oennlng Executive Director A 1  
3 5 9 10 F1 9'1712 13 14 16 27 33 34 38 39 49 50 51 52 
53 54 56 58 5h-61 62 63 64 68 6e0)71  72 73 75 79 80 82 
83 84 85 SO048 

% SAN ANTONIO STATE CHEST HOSPITAL 2303 S E Mllltary Dr 
ZIP 78223 Mailing Address Box 23340. ZIP 78223. tel 
,2101534 8857. Hugh N Keel Chlef Admlnistratlve Off~cer A1 9 10 
F l  13 27 28 29 33 34 39 53 54 56 62 68 69 73 74 75 78 81 

d . t C ' +  82 SO020 



Hospitals, U.S.  / TESAS $ 1  

r 
i 

SAN ANTONIO STATE HOSPITAL, 671 1 S. New Braunfels. Zip 12 22 L 540 2578 470 90223 0 0 50127 32533 1491 i 78223. Mailinn Address: Box 23991 Hi~hland Hills Station. Zio 

HospW. Lddma. Tc*phar. Mminhtrrtor. Approval and Fxi l& C o k .  
Hum tm Syrtrm 

* Amencan HospRal Arsoclatlon (AHA) rnembershlp 
Jant Gnnmlswon on Accredltabon d Healthcare Organlzatms (JCAHO) 
acuedltatmn 
Amencan Osteopath~c Hospital Asscc~at~on (AOHA) memtxrshtp 

0 A m c a n  Osteopathic kmclabon (ADA) accred~tatmn 
A Comm~u~on on Accred~tat~on d Rehabllltatlon Fac~l~t~es (CARF) accred~tation 

Cmtml codes 61. 63, 64. 71. 72 and 73 lndlcate hosp~tals llsled by AOHA. 
bin mt rwstered by AHA Far del~nitlon of numerical codes. see page A6 

1 

; )A 78223; tel. 2i01532-8811; Robert C. &izpe. ~uperintendent AI 9 
1OF1 5 2 1 2 3 2 7 2 8 2 9 3 4  3 9 4 1 4 2 4 3 4 4 4 5 4 7 4 8 6 2 6 3  
68 72 73 74 76 78 

I 88 A SAN ANTONIO WARM SPRINGS REHABILITATION HOSPITAL. 23 46 S 60 722 42 8316 0 0 11873 5183 212 
5101 Medical Dr.. Zip 78229: tel. 2101616-0100; Rlck Marek. 

> .. ). (b Administrator A1 3 7 9 10 F27 28 30 39 58 62 63 66 72 73 74 
1 ' 75 76 81 82 

A SANTA ROSA HEALTH CARE CORPORATION. 519 W. Houston 21 10 S 715 23384 425 166553 36 3146 199634 79325 2254 
St.. Zio 78207. Mailing Address: Box 7330. Sta. A. Zio 78207: tel. 
210/228-2011; ~ o b e r f ~ .  Nolan, President & Chlef E x h i v e  Officer 

Chsd- 
Rut lon  
Codes 

SOUTHEAST BAPTIST HOSPITAL. 4214 E. SouMcross. ZIP 78222; 21 10 S 158 5581 93 45945 15 618 39470 16614 625 $ 
tel 2101337-6900; Hany E. Srn~th, Admlnlstrator F1 7 11 13 14 / 15 18 21 22 23 26 27 28 29 30 33 34 35 7 38 39 42 44 50 

3 
2 .  

53 54 56 58 59 61 62 63 64 65 67 68 6 9 d b 7 1  72 73 75 80 
... -* I 

r" 
E 
'2 

g 

81 82 83 84 85 SO265 L ' I >  

3' 
88 SOUTHWEST GENERAL HOSPITAL. 7400 Barl~te Blvd . ZIP 33 10 S TF 199 4617 122 40557 0 0 36964 14261 586 S' 

78224, tel 2101921-2000. Mark L Bernard. Ch~ef Exewt~ve H 168 4329 105 40557 0 0 35787 13638 562 h. 
Officer (Total fac~llty includes 31 beds In nurslng home-type un~ t )  A1 

1/- 10 F1 13 14 25 26 27 28 31 32 33 34 35 39 45 46 48 50 53 
5 5 5 6 5 7 6 0 6 2 6 7 6 8 6 9 7 1  73 75808182  83846556525 
SOUTHWEST NEUROPSYCHlATRlC INSTITUTE, (Formerly 23 52 L 80 246 49 564 0 0 4452 2436 102 k4 Southwest Neurospych~atr~c Inst~tute-Woodlandl. 8535 Tom Sllck. 
ZIP 78229. tel 2101616-0300. Sharon M Stanush. Pres~dent A3 

I 59F27  41 4243 44 47 48 62 63 67 74 
SOUTHWEST TEXAS METHODIST HOSPITAL. 7700 Floyd Curl Dr.. 
ZIP 78229: tel. 2101692-4000; John E. Hornbeak. Chie! Executive 

\I' 
OficerAl 2 3 9  10F1 7 9,10 11 12 13 142.5_'1626272829 
30 33 34 3536.37 38 39 40 50 51 53 54 55 56 59 61 62 63 
64 66 68 69,3-:71 73 75 77 78 79 80 81 82 83 84 85 

6!d ST. LUKE'S LUTHERAN HOSPITAL. 7930 Floyd Curl Dr.. ZIP 
78229. Mailing Address: Box 29100. Zip 78229: tel. 2101692- 

,; 
t 

88 VILLAGE OAKS MEDICAL CENTER, 12412 Judson Rd.. ZIP 78233. 
Mailing Address: P.O. Box 659510, ZIP 78265; tel. 210!650- 

. , , 4949: John R. Nickens Ill, President & Chief Executive Officer A1 9 
10 F1 13 14 26 27 28 33 34 35 38 44 46 53 54 56 57 58 59 
6 0 6 6 6 9  71 73 75 8082 83 84 8550048 
WOMEN'S AND CHILDREN HOSPITAL. 8109 ~rederksburg  Rd.. 
Zip 78229; tel. 2101692-5000; Angel~ne M. Marano, Executive 
Director A1 9 10 F7 14 17 27 28 33 34 35 36;37 39 40 50 53 
54 56 58 59 62 64 68 69 71 72 73 75 76~7*7 62 83 84 85 d/  - SO048 

)\/ IUI AUCUSTIHE-San Augustin. County 
SAN AUGUSTINE MEMORIAL HOSPITAL. 51 1 Hospital St.. Zip 
75972. Mailing Address: Box 658. ZIP 75972: (el. 409!275-3446; 
Carolyn Ladner. Adrnln~strator A9 10 F1 13 14 25 31 39 66 73 
75 

5 

SAN BENITO-Cameron b u n t y  
6!d DOLLY VINSANT MEMORIAL HOSPITAL. 400 E. Hwy. 77. ZIP 

78586. Mailing Address: Box 42. Zip 78586. tel. 2101399-1313; 
R. William Warren. Chairman A1 10 F1 13 14 27 39 42 53 54 
56 66 69 71 

SAU MARCOS-Hays County 
88 CENTRAL TEXAS MEDICAL CENTER. 1301 Wonder World Dr.. ZIP 

78666, Mailing Address: Box 1169. Zip 78667; tel. 5121353- 
8979; Joel W. Hass. President & Chief Executive Mf~cer (Total 
facility includes 9 beds in nursing home-type unit1 A1 9 10 F1 7 
13 14 161722  2 5 2 7 2 8 2 9 3 1  32 3337 3839 53 54 5560 
62 63 64 66 67 68 69 71 73 74 75 76 78 80 81 82 83 84 
54165 
SAN MARCOS TREATMENT CENTER, Mailing Address: P.O. Box 
'58. ZIP 78667; tel. 5121396-8500; Mart Hottrnan. Adrnin~slrator mt 1 F27 41 62 67 74 76 50395 
UIN-Guadalup Carnty 

88 GUAOALUPE VALLEY HOSPITAL, 1215 E. Court St.. Zip 78155; 
tel. 210/379-2411: Don L. Richey. Administrator A 1  9 10 F1 5 7 
13 1427 2831  32 3334 37 3947 5053 54 56 596162 63 
64 6 5 6 6 6 8 6 9  71 72 73 7 5 8 0 8 1  828384  
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Hospitals. L.S. I Tk:.US 

C~~SSI- Gpense 
Hmphll. M d m s .  T e k p h w .  Adrn~nortrator. Appmnl and Frllrty Cod-. Rcat~on Utlllzatlon Data Newborn (thousands) 
Health Cam System Codes Data of dollars 

* Amerlcan Hosp~tal Auoclat~on (AHA) memberrhlp 
Jolnt Comm~u#on on Accred~tal~on of Hwlthcare Organ~zat~ons (JCAHO) 0 
accredttatlon 

- 
r. - 

+ Amergcan Osteopalh~c Hosp~tal Assoc~al~on (AOHA) membership .A 2 - 
C 0 Amerlcan O ~ t e ~ ~ a t h l ~  Asw~al~on (AOA) accredltatlon n 2 u 

.? - A Commlss~on on Accred~tat~on of Rehabllltal~on Fac~l~t~es (CARF) accred~tatlon 2 = - - 
Control codes 61 63 64 71, 72 and 73 ~ndbcate hospitals l~sted by AOHA " 
but not registered by AHA For defln~t~on of numerical cwes. see page A6 5 $ m s  Q A 6 m m  I- n. L 

i 
Ba A RlO VISTA REHABILITATION HOSPITAL. 1740 Curie Dr.. Zip 

79902: tel. 9151544-3399; Michael R. Klepln. Administrator & 
Chief Executive Off~cer A1 7 9 10 F27 39 58 62 72 73 74 75 76 
79 
SIERRA MEDICAL CENTER. 1625 Medical Center Dr.. Zip 79902; 
tel. 9151747-4000; L. Marcus Fry Jr., Chief Executlve Officer A1 9 
1OF1 7 9 10  11 12 13 14 2 7 2 8 2 9 3 0 3 1  33 3 4 3 5 3 6 3 7 3 9  
40 50 51 53 54 56 59 61 62 63 64 66 67 68 69 70 71  75 77 
78 79 8 0 8 3  84 85 S3015 
SOUTHWESTERN GENERAL HOSPITAL. 1221 N. Cotton. Zip 
79902; tel. 9151533.9361; Stephen Campbell. Administrator 
(Nonreporting) A1 10 
SUN TOWERS BEHAVIORAL HEALTH CENTER See COLUMBIA 
BEHAVIORAL HEALTH CENTER 
SUN TOWERS HOSPITAL See COLUMBIA MEDICAL CENTER-WEST 
VISTA HILLS MEDICAL CENTER See COLUMBIA MEDICAL CENTER- 
EAST 

Ba WILLIAM BEAUMONT ARMY MEDICAL CENTER. Zip 79920; tel. 
9151569-2121; Brigad~er General James J. James, Commander 
(Nonreporting) A1 2 3 5 59395 

ELDORAW-Schleicher County 
SCHLEICHER COUNTY MEDICAL CENTER. 305 Mertzon Hwy.. Zip 
76936, Mailing Address: Box V. Z1p 76936; tel. 915/'853-2507; 
James G. Blum. Admin~strator A9 10 F1 19 22 25 27 28 35 62 
63 66  73 75 

ELECTRA-Wichita County 
ELECTRA MEMORIAL HOSPITAL. 1207 S. Bailey St.. Zip 76360. 
Mailing Address: Box 1112. Zlp 76360: !el. 81714953981; Jan A. 
Reed. Administrator A9 i O  F1 13 14 20 21 23 27 28 3 1  39 65  
66  69  75  w EHWIS-Ellis County 
BAYLOR MEDICAL CENTER - ELLIS COUNTY See BAYLOR MEDICAL 
CENTER - ELLIS COUNTY, Waxahachle 

FAIRFIELD-Fmstone County 
FAIRFIELD MEMORIAL HOSPITAL. i 2 5  Nennan St.. ZIP 75840: 16 10 S 

. .o - 372 C . . ? -  
- - -3  0 3 2305 1033 55 

tel. 903!389-2121: h!~l!on V4. h4eaaoxs. Ad-ins:ra:or A9 10 F14 
2 5 3 3 3 5 3 9 5 6 6 9 7 5 8 3 8 4  

FALFURRIAS-Brooks County 
* BROOKS COUNT?' YOSPITAL. 1400 S. St. hlar,'s St. ,  ZIP 78355; 13 10 S 26 643 6 $365 4 2 2810 i 3 2 5  71  

tel. 5121325-251 1 -  l r~s  Almendarez. Chief Executive Officer A9 10 
F27 33 35 56 75 

FLORESVILLE-Wilson County 
WILSON MEMORIAL HGSPITAL. 1301 H o s ~ I a l  S l i d .  ZIP 78114: 16 10 S 30 543 6 :5422 0 0 3748 1634 78 
tel. 2101393-3122: Harry McCla~n, Adm~n:strator A'? 10 F1 14 25 
39 53 56 58 62 63 66 67 69 71  75 83 6 1  

FORT HOOD-Bell County 
DARNALL ARhlY COh1hlUNITY HOSPITAL. ZID 76544; tel. 42 10 S 236 13320 115 543419 34 2662 86104 45797 1307 
817/288-8000; Colonel W~l l~am F. Hughes h4C USA. Commander 
A 1 3  5 F 1 3  5 7 23 14 15 1 8 2 2 2 7  2 8 2 9 3 3 3  3 5 3 7  3 8 3 9  
4 0 4 1 4 2 4 3 4 4  4 5 4 6 4 7 4 8 4 9 5 1  52 5 3 5 4 5 6 5 8 5 9 6 2  63 
6 5 6 6 6 7  6 8 6 9 7 1  72 73 7 5 7 6  77 7 8 7 9 8 0 e l 8 2  8 3 8 4 8 5  
S9395 

FORT SAM HOUSTON-Bexar County 
8 BROOKE ARMY MEDICAL CENTER. Fort Sam Houston. ZIP 78234; 42 10 S 458 20628 3:6 255922 10 760 190116 98692 3507 I 

tel. 2101916-8225: Colonel Herbert K. Reamey Ill. Ch~ef of Staff A1 

75 76 j 8  79 80  81 82 83 84 85  59395 
FORT STOCKTON-Pecos County 
i% PECOS COUNTY h!EMORIAL HOSPITAL, Sandemn Hwy., Zip 13 10  S 28 1163 i 3  10384 6 190 6289 2554 130 

79735. Mailing Address: Box 1648. Zip 79735: tel. 9151336- 
2241; George N. h41ller Jr.. Adminlstrator & Ch~e! Executlve Offlcer 
A1 9 1 0 F 1  7 14 1 7 2 7 2 8 2 9 3 1  3 4 3 7 3 9  53 56 5 9 6 2  63 64 
6 6 6 7  69  73 75 

FORT WORTH-Tanant County 
ALL SAINTS EPISCOPAL HOSPITAL OF FORT WORTH. 1400 23 10 S 279 10942 :?3 11617 20  1037 113984 47044 1372 
E~ghth Ave . ZIP 76104 hlalllng Address P 0 Box 31. ZIP 76101. 
tel 8171926 2544 James P Schuessler Pres~dent & Chlef 
Executlve Officer A1 9 10 F1 5 7 9 10 11 12 13 14 17 26 27 28 
29  3 0  31 33 34 35 36 37 38 39 42 43 4 1  45 46 48 50 51 53 
54 55 56 57 58 60 61 62 63 64 66 67 68  69 70 71  72 73 74 
75 7 6 7 7  7 8 7 9 8 0 9 1 8 2  8 3 8 4 8 5  

* ALL SAINTS HOSPITAL-CIWIEW, 7100 Oakmont Blvd.. Zlp 23 10 S 43 1967 18 10954 12 593 14238 5774 173 
76132: tel. 8171346-5870; Marcla Swinson. Admlnlstrator F1 7 
13 14 27 28 29 33 37 38  39 53 56 58 59 61 68 69 71  72 73 
75 76 77 7 9 8 1  83 84 

A434 Hospitals 





1994 
AHA Guide 
Code Chart 

Horpltrl. M d r t u ,  Tdephone, Administrator. Approval and Facillty Codes. 
Heatth Care System 

* Arner~can Hospltal ka~atlon (AHA) membenhlp 
Jolnt Commlu~on on Accredltal~on of Healthcare Organlzatwns (JCAHO) 
accred~tat~on 

+ Amerlcan Osteopathic Hosp~tal Assoc~atlon (AOHA) rnernbershlp 
0 Amencan Osteopath~c Assoc~al~on (AOA) accredltatlon 
A Comrnlss~on on Accredltatlon of Rehabllltatlon Faclllt~es (CARF) accredltatlon 

Control mdes 61. 63. 64. 71, 72 and 73 ~ndlcate hospitals listed by AOHA. 
but not reg~stered by AHA For dd~nttlon d numerlcal codes, see page A6 

N d Y T O W M n k r v l  CMh * C O U M U N I N  nOSPITAL. First St a M  Maon A n  Ztp 62835; ld 2041391-2345, John 
Du. MmonnVata A 1 2 3 4 6 9 10 F 1 2 3 4 5 6 8 9 10 23 24 34. 51234 

i 
i 
i . . 

I1 
1 2 

I 
i 1 Approval Codes 

Reported by thr a ~ p r m i n g  bodies q)rcifird, as 6 
of thr ciotes noted. 

1 1 .4ccre&tation under the hospital program 
1 of tile Joint Commission on Accreditation 7 

I of Healthcare Organizations Uan. 1994). 
i 2 Cancer  pro^ approved by .hierican 
I 
! College of Surgeons (Jan. 1994). 8 
i 3 Approval to participate in resident!. 

training. by the .4ccreditation Council for 
Graduate \le&cal Education (Jan. 1994). 
.is of June 30. 1975, internship (formerly 9 

code 4) was included under residency, 
code 3. 

5 \ledical school affiliation. reported to the 1 0  

I .imerican \le&cal Association (Jan. 1994). 

2 Facility Codes 
.ktually ocoilable within, and reported b!/, tlie 2 4  
irutrtution. for dt$ri~tions, src pogr .49 2 5  

2 6  
(Numerical Order) 2 7 

1 General ~npatlent care for 2 8 
H I\./.UDS 2 9  

2 HI\'/.AIDS unlt 3 0 
3 Specialized outpatlent propull for 3 1 

HI\'/.IIDS 3 2 
4 .~co l~ol !dru~  abuse or del>endenc! 3 3 

~npatierlt urilt 
5 .Ucohol/dn~e atruse or drl>enderic! 3 4  

outpatitant senices 3 5  
6 .irthntis treatr~~ent center 3 6 
7 Birth~ng rtmm/LDRP room 37 
8 Bum care unit 38 
9 C;~rdiac cathetrr iwtn)~~ lalx~ratory 3 9 

1 0  Open-heart surgen 4 0  
11 Cardiac intr~rsive care unit 4 1 
1 2  .b~gioplash 4 2  
1 3  Chronic ohstructivr pulmonary disease 43 

senices 44 
1 4  E~~~ergenc!  depart~llent 4 5  
1 5  Trauma center (certified) 4 6  
16 Ertracoqwrd shock-\vave lithotripter 47 

(ES\\'L) 48 
1 7  Fih~ess centrr 4 9  
18 Crnetic cou~~selir~S/scrrrni~ig srwices 50 
1 9  .idult da! care proWuti 5 1 
2 0  . i lLt~r~~ncr 's  diap~ostic/asst~ssli~e~~t 5 2  

I sm'icrs 53 
2 1  Ctr~nprelrc~~s~vr grriatric a q s e s s ~ n ~ ~ ~ t  5 4  
2 2  E111t.rgenc: response (grriatric) 5 5 
2 3  C:rri;thic acute cart. 1111it 5 6  

Ciassi- Expense 
fication Utilization Data Newborn (thousands) 

Codes 
Data 01 dollars 

- e 

Hospital-controlled professional nurslllg 
school. reported I)? National League for 
Sursing (Jan. 1991). 
Accreditation by C:ommission on 
.4ccreditation of Rehabilitation Facilities 
uan. 1994). 
Member of Council of Teaching Hospitals 
of the .issociation of .bnerican hledical 
Colleges (Jan. 199-li. 
Hospital contracting or participating in 
Blue Cross Plan. reported b! Blue Cross 
.Association (Jan 1994). 
Certified for partlc~pation in the Hedlth 
Insurance for the liged (hlrdicare) 

Genahic cl~nics 
Resp~te care 
Senlor nienrbertlrip prom;uii 
Patient rducnt~on 
Coln~nunlty hedth pro~liotr~~ri 
\Vorksitr health prornotrorr 
Hernodial\-s~s 
Iionie hedth senlees 
Hospice 
Sled~cal surgical or otlirr Irrtrllsl\.r c.lrr 
unit 
Ii~sto~,atliolop 1al)orntop 
Bl(x)d I~arrk 
Seonatal intensive cartx unit 
Ohstetncs unit 
Occupational hr.Jtlr sewlces 
Orgiu~ized outpatlent sen.lcrs 
Pediatric acute Inpatlrnt t1111t 

Psychiatric cl~ildladolescent sewices 
Psychiatric consultationAiaison sewlcrs 
Psychiatric education sewices 
Ps! chiatric elnergency sewices 
Ps!chiatric geriatric sewices 
Psychiatric inpatlent unit 
Psychiatric outpatirnt sen,ices 
Psych~atric partial hospitali~tiorr prup.utl 
hlegavoltagr radiatio~i tl~rt.np\. 
Radioactive i~npl;uits 
Tlrrral>rut~c rad~o~rottrpt~ f.rcil~t! 
S-ra! radiation tlrrraI>!, 
CT sc;llrllrr 
D i a p ~ o s t ~ c  radioisotope f.lcil~t! 
hlap~etic  resonance i ~ r ~ a p n g  (\1R1\ 
L ' l t r~ t so~~~t~ i  

Prograni by tlie L1.S. Department of 
Health and Human Sewices (Jan. 199-1). 

1 1 Accreditation by .bnerican Osteopathic 
Association Uan. 1994). 

12 Internship approved by hnerican 
Osteopathic Association (Jan. 1994). 

13 Residency approved by American 
Osteopathic Association Uan. 1994). 

Nonreporting indicates that the 1993 .Annual 
Suwey questionnaire for the hospital had nut 
been received by April 30. 199-1. tlir cutoff 
date for statistical processing. 

Newly Registered indicates that tile Itospital 
\vas registered after tlie mailing of the 1993 
.innu:d Sun.ey. 

Rehabilitation inpatient unit 
Rehabilitation outpatient urllt 
Relxoducti\r 11rdth ser\.ict,; 
Shlled nurslllg or other 1011~-t~1111 c.rrt. 
unit 
Single photon enr~ssion conrl>r~tc.!izrd 
tornupaphy (SPECT) 
Or~anized scwial 1vol.k srn.lcrT 
Outpatrrnt socid \\-ork sc.r\.ict.c 
E ~ n e r ~ e n c y  department sucral \vtrrL 
senices 
Sports med~ci~r r  cl~n~c!srn ~ c r s  
Hosl~tzrl a u s ~ l ~ a n  
Pat~errt rtbpresrntative s r n  ~cvs 
\'olunteer sewicrs departnir~rt 
Outir:~tirnt surgery sen icrs 
Organltissue transplant 
Ortliopedic surgery 
Occupational therapy sen.icrs 
Ph! sical tllerapy sewices 
Recreational therapy srwlcec 
Rrspiraton tlierapy sen.ices 
Sprecli therapy sen.ices 
\\ 'o~~irn's health center/sen,icrs 
Health scienccs lihran 
Cardi.1~ rrlr;~l)ihtation progrnrll 
Son-invasnr cardiac R S S ~ S S I I I ~ . I I I  srn.tcei 
CIi.~plai~tcy~Tastori~I rill-r srl? ~c.t*s 
Ethics col~l tr~~ttee 
\ l ; u ~ i ~ ~ i o ~ a p I I !  scrrening srn.1ct.s 
hl.uri~~~ogra~)liy diapllostic SCITICC\ 

Oncoltrp srn.icrs 



3 Health Care System Code 
A rocie numhr  has Lrcn assigned to r w h  hos;~ital bclongs to a hcolth care s!lstcm arid (2) core systctnr are listcd by code nuntbcr on 
hralth rorr systrrn hrociquartrrs. Tl~c irclwim ufri~tifirs rhr sl,rcific systern to which the pagc A13. 
of or~c of thcsc codes ( 1 )  irdicotcs that the hospital Lrlongs. For easy refcrcnce, the hralth 

4 Classification Codes 

. Control 

j Government, nonfederal 
F 12 State 

13 County 
14 c i h  
15 Cih-counh 
16 Hospital district or authorih 

Nongovernmental not-for-profit 
21 Church operated 
23 Other 

Investor-owned (for-profit) 
31  Individual 
32 Partnership 
33 Corporation 

Government, federal 
41 .%ir Force 
42 h y  
43 Sa\y  
44 Public Health Senice other than -17 
45 i'eterans Administration 
46 Federal other than 11-45. 17-48 
47 Public Health Senice Indian Senice 

48 Department of J u ~ t i c e  

Osteopathic 
61 Church operated 
63 Other not-for-profit 
64 Other 
71  Individual for-profit 
72 Partnership for-profit 
73 Corporation for-profit 

Service 
10 General medical and surgical 
11 Hospital unit of an institution (prison 

hospital, college infirnlan, etc.) 
12 Hospital unit  thin an institution for the 

mentally retarded 
22 Psychiatric 
33 Tuberculosis and other respiraton. 

d~seases 
44 Obstetrics and gynecology 
45 Eye, ear, nose. and throat 
46 Rehabilitation 
47 Orthopedic 
48 Chronic dsease 
49 Other special& 
50 Children's general 

I trol codes 61. 63. 64. 71. 72 and 73 tnd~cate hospitals llsted Dy the AOHA but not registered by AHA 
a hospital reslncts ~b service to a specialty not deflned by a s p c r f ~ c  code ~t 1s coded 49 (59 11 a children's tlospltal) 

he specialty IS lndlcated In parentheses foliow~ng the name of me hosp~tal 

( 5 Headings 

! 1lcfir1itir1tz.s arc Lascrl oil t l~c  .4rr1rncar1 H l ~ s ~ i ~ t a l  
.bsc~cultu~ii's Hosi)ital ;\drniriistrotinr~ 
Tcnri~rlology. \ lhrrc a 12-rnotlth pcrixi u 
qirqficrl. hos~~rtals lccrc rcqucstcd to rc~mri or1 
rhr Ar111uo1 Surrcy of Hospitals for tllc 12 
i i~m~ths rrdir~g Scpt 30. 199.3. Hosl~itals 
rryr~*.r~g .fbr icss thor~ a 1.7-ri1011tl1 period arc 
so dcsig:iatcd 

! Facilities: For those institutions that include 
mlrslng hor~lr-t!-pr units. hvo l~nes of data arr 
pro\.ided. total facillh. ITFI. \r.liicli includes 
Iiospitid dkrta and riursinl: I i o m e - h ~ e  unit data. 

and stidled for use) for inpatients as of die 
closr of thr reporting period, does not include 
Ixissinets for nonnal newborn infants. 

Admissions-Sumber of patients accepted for 
]ripatlent sewice during a 12-month period: 
does not irlrlude newbonl. Because of internal 
trantfers. tiospital admissions may be greater 
than total facility admissions. Census-A\-erage 
r~utnher of ~npatients receilPing care each day 
dunng the 12-month reporting period: does 
not i~icludt. newborn. 

Children's hospital unit of an institution 
Children's psychiatric 
Children's tuberculosis and other 
respiraton dseases 
Children's eye. ear, nose, and throat 
Children's rehabilitation 
Children's orthopedic 
Children's chronic disease 
Children's other specialty 
Institution for mental retardation 
Alcot~olisn~ and other chemical 
dependent) 

S Short-tenn--average length of stay for all 
patients is less than 30 days or over 50 percent 
of all patients are admitted to units where 
average length of stay is less than 30 days. 

L Long-term--average length of stay for all 
patients is 30 days or more or over 50 percent 
of all patients are admitted to units where 
average length of stay is 30 days or more. 

infant bassinet dunng a 12-month I~eriod: 
rxcludes stillbirths. 

Expense: Expense for a 12-montlt period: both 
totd expense and pa!-roll components are 
sllo\m. Pa>-roll espenses include all salaries 
and wages except those paid to medical a i d  
dental interns and residents. and other trainees 
(e.g ' medical technolop trainees, x-ray 
therapy trainees. administrative residents, etc.). 

Personnel: Includes persons on pa)roll on 
and hospital ( I f ) .  \r.hicli ;rlcludes ' I I ~ S ~ I ~ J  dab Outpatient Visits-.b outpat ie~~t  \,isit is a ~ i s i t  Sept. 30. 1993; includes full-time equivalents 
orll\. Sursir~g I~o~nt ,-hl>e data can be oht.uned I)! patlent \ ~ l i o  is not lodged in die hospital of part-tinle llersonnel, but excludes rnedcal 
1)) s t ~ l i t r a ~ ~ t i ~ ~ g  the 11ospital 111ir fro111 the totd \rhilr rrcri\-lrlp rl~edical. dental. or other and dental interns and residents and other 
f;ic~lit\ Ilnr. Prior to tllr 19M edition. onl! one senices. Each appearance of an outpatient in trainees. Full-time equi\.alents were calculated line of data. total facility. was provided in tile each unit constitutes one visit regardless of the 
. i F I . i  Guidr. For tliose irlstih~tions \\lttiout nuntbvr of diagnostic and/or therapeutic on the basis that two part-time persons equal 

ntrrsinp Ilollle-hlw units. only one line of data treatments that patient receives. one full-time person. 
is provided. 

Utilization Data: 
Newborn Data: Bassinets-Number of 
bassirlets nomially available for ne\vborn 

Beds-Tu~~lhar  of beds. cribs. and ped~atnc mid ~nfants. Births-Su~nber of infants born in the 
tlronatnl Ixusinrts repilarly maintained (set up hosp~tal and accepted for sen.ice in a nexrborn 
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MEMORANDUM FOR OFFICE OF THE ASD (ECONOMIC SECURITY) 
ATTN: DIRECTOR, BASE CLOSURES 

SUBJECT: Defense Base Closure and Realignment Commission Request for Information 

On May 9, 1995,I met with the Honorable S. Lee Kling and staff from the Defense Base 
Closure and Realignment Commission to discuss our plans for infrastructure reductions in San 
Antonio, Texas. During the meeting I provided Mr. sing with copies of the attached documents. 

These documents were not part of the base closure and realignment decision-making process 
and are not subject to certification. They were prepared after the Secretary's recommendations to 
the Commission had been announced. The information addresses specific questions the 
Department and Air Force have received from the Commission and helps explain our initiatives in 

w the San Antonio area, and nation-wide. 

The point-of-contact for additional information is LTC Richard A. Jones, (703) 614-4705. 

Edward D. Martin, M.D. 
Principal Deputy Assistant Secretary 

Attachments: 
As stated 



T H E  ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON, D. C. 20301-1 200 

MAY 0 9 1995 

Honorable S. Lee Kling 
Commissioner 
Defense Base Closure and Realignment Commission 
1700 North Moore Street, Suite 1425 
Arlington, VA 22209 

Dear Commissioner Kling: 

As you are aware, in January 1994, as part of the 1995 base realignment and closure process, 
the Sccrelary of Defcnse established Joint Cross-Service Groups in six areas that he believed had 
significant potential for Cross-Service impacts. One of those groups was Military Treatment 
Facilities, including Graduate Medical Education. The purpose of the group was to evaluate 
Cross-Service opportunities for Single-Service asset sharing, to reduce excess capacity, and to 
decrease duplication within the Military Health Services System. The Joint Cross-Service Group 
for Medical Treatment Facilities' analysis resulted in an alternative being provided to the Air 
Force for consideratio~l that realigned Wilford Hall Medical Center (WHMC) in San Antonio, 
Texas, to a clinic. 

The Air Force evaluated and strongly rejected this alternative, citing the essential role this 
flagship medical facility plays in Air Force medical readiness, spechlty care, and graduate medical 
education. A detailed analysis of this issue is included in the Air Force's 5 May 95 letter. The 
Department reviewed the response from the Air Force and agrees with their assessment. Their 
evaluation, coupled with our own plans for the San Antonio area, resulted in the proposal 
specil'ically not being included in Secretary Perry's recommendation to the Commission. We 
believe there are additional opportunities to reduce our infrastructure and streamline our mcdical 
operations in San Antonio--and many other locations across the country and are aggressively 
pursuing thesc rightsizing initiatives through Defense program and budget review processes. In 
addition, San Antonio is the DoD leader in implementing a consolidated GME concept between 
WHMC and Brooke Army Medical Center that combines seven individual programs, thereby 
eliminating duplication. 

We are confident that the management initiatives now underway can achieve the goals we 
have established. The fact that we have reduced the number of hospitals by 35 percent, and 
achieved a 42 percent reduction in bed capacity, since the end of the Cold War is testament to our 
ability to manage the necessary cuts in our infrastructure. We do not believe that sighificant 
change to the organization or mission of WHMC is the proper course of action from a readiness 
and medical service perspective. 

Sincerely, 

%%p.H. 



OFFICE OF T H E  ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON, DC 20301 - 1  200 

MEMORANDUM FOR OFFICE OF THE ASD (ECONOMIC SECURITY) 
ATTN: DIRECTOR, BASE CLOSURES 

SUBJECT: Defense Base Closure and Realignment Commission Questions for the Record 

This responses to your memorandum dated 27 April, 1995, subject as above, and is a 
follow up to telephonic conversations betuxen, LTC Jones and Mr. M c h d r c w  from your office. 

Attached is my draft input to the questions for the record from the Defense Base Closure 
and Realignment Commission. I would appreciate also receiving a final copy of the consolidated 
response on all issues, including Service specific replies, that involve the Defense Health Program. 

My point-of-contact for additional information is LTC Richard A. Jones (703) 614-1705. 

Attachment: 
As stated 

~ L ! C c C c ~ ~ r y ~ z i z  
Edward D. Martin. b1.D. 

Principal Deputy assist an^ Secretary 



MEDICAL JOINT CROSS-SERVICE GROUP 

PROCESS 

Questions submitted to Dr. Edward Martin 

I. All but one of the 16 Joint Cross Service Group alternatives describe realignment on an 
acute care hospital to an outpatient clinic. 

QUESTION: Why were so many of the Joint Cross Service Group's alternatives 
realignments rather than closures? 

ANSWER: The Joint Cross Sen ice  Group (JCSG) did not attempt to eliminate a 
medical presence unless the medical facility was the host unit or the installation closed and 
there was not a significant active duty population projected to remain in the area. If a 
significant active duty population does remain, then a minimum of an ambulatory clinic 
will be required. This was the reason most of the proposed alternatives that the JCSG 
developed called for realignment to clinic status. 

QUESTION: Is realignment to a clinic a cost effective way to eliminate escess capacity? 

ANSWER: Yes, if it is clear that the hospital capability is not required. We parallel the 
civilian health care industry's move toward increased use of ambuiatory service clinics 
instead of inpatient hospitals. The most significant difference in a super clinic and a small 

wV hospital is the requirement NOT to maintain a 24 hour blood bank, 24 hour nursing care 
and 24 hour ancillary services, such as pharmacy, laboratory and radiology. This is 
especially cost effective at locations with sinall inpatient services, and adequate civilian 
facilities in the immediate communities. 

QUESTION: Would it be more cost efiective to close rather than realign hospitals, " 

especially in areas that have additional hospitals or substantial civilian capacity? 

ANSWER: The "733 Study" states that "on average. MTFs appear to provide a given 
amount of care at significantly less cost than is the case in the private sector." Aside from 
this, however, there arc many other issues ~vhich mandate a medical presence on an 
installation other than the cost effectiveness of the medical care. Our rightsizing initiatives 
take into account factors such as readiness. operational medicine in support of a flying or 
other mission, lost time from training, TRICARE, etc. 



2. QUESTION: What exactly did the Joint Cross Service Group have in mind when it 
used the word "clinic." 

ANSWER: The simplest definition of a "clinic" is a military treatment facility without 
inpatient services. In its April 15, 1995 Report to the BRAC 95 Review Group, the 
BRAC 95 Joint Cross-Service Group for MTFs and GME defined a clinic as "An 
outpatient treatment facility that has a commanding officer, receives funds directly from 
the Service headquarters, and provides care to active duty and other beneficiaries." 

It is expected that the medical senice plans developed for each realignment 
location will specify the services and personnel required to best support the remaining 
beneficiary population. In some cases that may be a "super clinic" in which there is 
significant capability to provide comprehensive ambulatory services to include same day 
surgery, laboratory, pharmacy and radiology services. A super clinic might also often 
include the capability for overnight care for active duty personnel who cannot return to the 
billets. 

3. QUESTION: Who has the final say as to what is included in a clinic, and who decides 
how many people it takes to operate one? 

ANSWER: The Military Departments have responsibility for providing medical and 
dental care for their personnel and allocation of staffing to provide those services. This is 
done by the medical command or line authority responsible for the military treatment 
facility. The responsible command takes many factors, including operational medicine, 

V special base concerns, and local circumstances into consideration as they make these 
determinations. 

TRICARE, the Department's regionalized managed care plan brings together the health 
care delivery system of each of the military services, as well as the Civilian Health and 
Medical Program of the Uniformed Services (CHAMPUS), in a cooperative and 
supportive manner to better serve military patients and to better use the resources 
available to military medicine. The organization of TRICARE includes twelve lesions, 
each administered by a lead agent, who is a commander of one of the military medical 
centers located within the region. These lead agents have developed, and are in the 
process of implementing, in collaboration with all the military treatment facility 
commanders in the region, integrated plans for the delivery of health care to beneficiaries 
residing in the region. - This will shape the level of service and staffing found in each 
facility. 



4. QUESTION: Given that direct care services in military hospitals are essentially free to 
beneficiaries, while services received under CI-WbIPUS involve copayments and 
deductibles, do you believe it is reasonable to conclude that demand for services may 
diminish when direct care services are reduced? 

ANSWER: It is possible that the number of visits may decrease slightly, but there 
probably would not be a corresponding decrease in the intensity of services. Various DoD 
studies, including the "733 study", found an "induced-demand" effect given free MTF care 
in lieu of CHAMPUS; however, this applied mostly to routine outpatient care and not 
specialty care. 

PRIOR ROUND AND NON-BRAC ACTIONS 

5. QUESTION: Please describe how reductions in the medical area fit into the Iaiger, 
DoD-wide drawdown context? 

ANSWER: The Department of Defense is changin~ and so is its medical support. 
Assuming all BRAC and other DHP programming actions are implemented, the 
Department will have reduced our infrastructure by 59 hospitals and 12:000 beds 
worldwide since 1988,. This is a 35% reduction in hospitals and a 42% reduction in bed 
capacity. 17 facilities overseas were closed and 42 inpatient facilities within CONUS have 
been closed or realigned. 25 of those inpatient facilities have occurred due to BRAC 85, 
91, and 93. 

w 
6. QUESTION: Do past BRAC actions and the current set of recommendations keep 
pace with changes in the rest of the military or are medical assets drawing down at a faster 
or slower pace? 

ANSWER: Medical infrastructure reductions parallel similar changes occurring 
elsewhere in the Department. Overall active duty strength has decreased approximately 
30% with a corresponding 35% reduction in hospitals and a 42% reduction in bed 
capacity. 



7. Question: In meetings with Commission staff, you described a number of hospital 
realignment actions taking place outside of the BRAC process. Please include name of 
hospital, details of the action, and the time frame during which the action is to occur. 

ANSWER: Since the end of the Cold War, the Department has aggressively sought to 
reduce excess infrastructure. Over 58 hospitals will have closed or realigned. The 
Defense Health Program has also experienced approximately 12,000 normal bed reduction 
during this period. These reductions account for a 43% decrease in beds and a 35% 
decrease in number of inpatient facilities since 1988. 

Within the continental United States, 42 hospitals will have closed by the end of 
BRAC 95, assuming the current recommendations are accepted. These actions were 
accomplished by the cumulative base realignment and closure rounds and the Defense 
Health Program initiatives. These initiatives include, but are not limited to the following 
type actions: 

Small Hospital Study 
Realignment of hospitals to ambulatory care centers 
Modification of emergency room services 
Evaluation of alternative staffing options and delivery models 
Reshaping the medical force to focus toward mana~ed  care and shift to ambulatory 

surgery 
Joint staffing 
Sharing agreements with the Department of Veterans Affairs 

Discontinuntion of inoatient services: 
Naval S ration, Ad&, Alaska 
Naval Home, Gulfport; Mississippi 
McConnell Air Force Base, Kansas 
Kirtland Air Furce Base, New Mexico (resource sharing with DVA) 
Malstrom AFB, Montana 
Naval Hospital, Newport, Rhude Island 
Grissom Air Force Base, Indiana 
Reese Air Force Base, Tesas 
McGuire Air Force Base, New Jersey 

Defense Programming Action is slated to terminate inpatient services in the following 
Navy hospitals: 

Naval Hospital Charleston, South Carolina 
Naval Hospital Patusent River, k l q l a n d  . . 
Naval Hospital Millington, Tennessee 
Naval Hospital Corpus Christi, Texas 
Naval Hospital Groton Connecticut 



Discontinuation of erneroencv room services: 
Emergency room senices have been modified at 1s Air Force bases (level 111 to level IV 
emergency services) 

wv 
Seymour Johnson Air Force Base, North Carolina 
Griffiss Air Force Base, Indiana 
Sawyer Air Force Base, Michigan 
Moody Air Force Base, Georgia 
Cannon Air Force Base, New Mexico 
Holloman Air Force Base, New Mexico 
Castle Air Force Base, California 
Beale Air Force Base, California 
Little Rock Air Force Base, hrkansas 
Whiteman Air Force Base, Missouri 
Plattsburgh Air Force Base, New York 
Columbus Air Force Base, Ohio 
Laughlin Air Force Base, Texas 
Tyndall Air Force Base, Florida 
Reese Air Force Base, Texas 
McGuire Air Force Base, New Jersey 
Grand Forks Air Force Base, North Dakota 
Maxwell Air Force Rase, Alabama 

The Air Force is evaluating two other facilities. 

Termination of Obstetric and nurserv Services: 
March Air Force Base, California - -. 

McCleIlan Air Force Base, California 
Beale Air Force Base, California 
Fairchild Air Force Base, Washingon 
The Air Forcc is evaluating an additional eight facilities. 



Question: In particular, please describe current or planned actions for realignment, 
consolidation, or other "right sizing" at the following facilities: 

ANSWER: 

--Blanchfield Army Community Hospital, Fort Campbell, Kentucky 
--Ireland Army Community Hospital, For t  Knox, Kentucky 

Ireland Army Community Hospital is consolidating small outlying clinics and 
realigning internally to focus on product line management. 

--Madigan Army Medical Center, Fort Lewis, Washington 
--Naval Hospital Bremerton, Washington 
--Naval Hospital Oak Harbor ,  Washington 

These three facilities are all in DoD Health Service Region 11 which recenlly 
began implementation of TRICARE, our regionalized managed care program for the 
Department of Defense. Madigan Army Medical Center (MAMC) is the lead agent for 
this area and has developed, and is in the process of implementing, in collaboration with all 
the military treatment facility commanders in this region, integrated plans for the delivery 
of health care to beneficiaries residing within the region. TRICARE brings together the 
health care delivery systems of each of the military services, as well as the Civilian Health 
and Medical Program of the Uniformed Services (CHAMPUS), in a cooperative and 
supportive effort to better serve military patients and to better use the resources available 
to military medicine. 

The Puget Sound Federal Health Council was established three years ago. It 
includes representatives from the Military Departments, Veterans Administration, Coast 
Guard and University of Washington. The council fbsters resource sharins initiatives, 
such as: 

o consolidation of laboratory functions so as to obtain bulk rates on supplies and 
the designation of MAVC as the sole site for certain tests 

o regionalization of the pharmacy to maximize prime vendor efforts 
o transporration sharing to enhance medical evacuation between the facilities. 

While Madigan Army  Medical Center (h1AblC) has no current plans to reduce 
beds or service from their present levels, these issues are, and have been, under constant 
review. As a result of utilization reviews and implementation of improved pre-admission 
process for surgical candidates, bWMC has reduced bed capacity to better match care 
requirements. Changes in sen-ices are also anticipated at a number of outlying clinics in 
response to BR4C initiatives now under study. 

The Navy is realigning nine officer and seven enlisted billets to Naval Hospital, 
Bremerton, Washington to meet anticipated increase of over 9.100 active duty and their 
family members. There is a BR4C military construc~ion project scheduled for FY 98 for 
ambulatory care additions. 



--Walter Reed Army Medical Center, DC 
--Dewitt Army Community Hospital, Fort Belvoir, Virginia 

wv --National Navy Medical Center, Maryland 
--Malcolm Grow USAF Medical Center, Andrews AFB, MaryIand 

ASD(Hea1th Affairs) Medical Program Guidance, FY 1997 - 2001, requires the 
Services "to integrate, right size and eliminate unnecessary duplication in the National 
Capital Region." The medical treatment facilities in this area are aggressively working to - 
pursue graduate medical education consolidation as well as clinical services 
realignment/integration. This is a maturing initiative with the two most mature actions 
being the OB/GYN/NICU realignment behveen Walter Reed Army Medical Center 
(WRAbIC) and the National Navy  medical Center (NNMC) and mental health initiatives 
that involve all three medical centers in the national capital area. The OB/GYN/NICU 
initiative will permit concentration of resources for accommodation of larger beneficiary 
workloads (WRAMC will provide specialty gynecological sen'ices; NNMC will be 
responsible for neonatal ICU and problem obstetric cases). A similar initiative to 
consolidate and eliminate redundant mental health services within the region is expected to 
result in a 30% - 40% reduction in inpatient beds in the national capital area with 
significantly reduced outpatient CHAMPUS costs as well. 

By October 1, 1995 WRAiiIC will have integrated all the Army medical assets 
within this area to provide command and control of a cost effective, multidisciplinary, 
customer focused health care network. This will allow appropriate shifting, consolidation, 
and efficiencies. DeWitt Army Community Hospital is in the middle of a major primary 
care initiative aimed at recapture of the primary care base in Northern Virginia and 

1(1 involves major realignments within the hospital and between outlying clinics to include 
PRIMUS clinics. 

Malcolm Grow US.V hlcdicsl Center has decreased inpatient operating beds by 
31% in the last two years. 



--McDonald Army Community Hospital, Fort Eustis, Virginia 
--Naval Hospital Portsmouth, Virginia 
-1st Medical Group, Langley AFB, Virginia 

The military services have a long tradition of cooperation and collaboration in the 
Tidewater area as evidenced by the many tri-service health care initiatives in this area in 
recent years. The Navy Medical Center, Portsmouth, Virginia is the Lead Agent for DoD 
Health Service Region I1 which includes all three facilities. Recent initiatives in this area 
include: 

o the establishment of voice and data communication networks to allow joint 
utilization of medical resources 

o integration of major information management systems to create enrollment, 
health care finder and provider networks 

o establishment of a patient service center 
o increased use of inpatient military resources and better, smarter, utilization of 

assets in the civilian community is resulting in a decline in both outpatient visits and 
hospital admissions. 

The Navy is evaluating current staffing in this area and may realign some 
manpower resources into their Branch Clinic at Oceana. The 1st Medical Group at 
Langley AFB has decreased inpatient operating beds by 20% in the last two years and has 
developed resource sharing agreements in ENT and neonatology. In addition they have 
developed an oxygen contract buy-in with the Hampton VA Medical Center. PvlcDonald 
Army Community Hospital will have a "Triprime Clinic" open in January 1996 in a 
continuing effort to develop their primary care network. w 



--lllunson Army Community Hospital, Fort Leavenworth, Kansas 
--Irwin Army Community Hospital, Fort  Riley, Kansas 
--351st Medical Group, Whiteman AFB, Missouri 

The distance between these facilities, and their relative size and mission, diminish 
many of the opportunities for effective resource sharing between them. Individually 
however they have all incorporated managed care principles into their operations which 
contribute to efficiency and right-sizing at their own facilities. For example, Irwin ACH at 
Fort Riley, Kansas has combined its pediatric and rnedicaVsurgica1 wards into one in an 
effort to better utilize available health care resources for the community they serve. 

--Womack Army Community Hospital, Fort Bragg, North Carolina 
--Naval Hospital Cherry Point, North Carolina 
--Naval Hospital Camp Lejeune, North Carolina 
- 4 t h  Medical Group, Seymour Johnson AFB, KC 

These facilities are part of DoD Health Services Region Two; the Lead Agent 
being the Navy Medical Center, Portsmouth, Virginia. A managed care organization, 
Eastern Carolina Coordinated Care, has been established to maximize referrals to the 
PIlITFs through the TRICARE Service Center that assisrs in locating appointments for 
beneficiaries with preferred and participating providers. 

Womack Army Medical Center continues to develop its primary care initiative, 
started in January 1992, with the objective of developing a primary care network that 
would be capable of offering managed care enrollment to 80% of the eligible population in 

1 preparation for the transition to TRICARE. The 4th Medical Group at Seymour Johnsor. 
AFB modified emergency medicine services from level I11 to level IV in 1993. 

--Naval Hospital Camp Pendleton, California 
--Naval Hospital San Diego, California 

These facilities are part of DoD Health Services Region Nine; the Lead Agent 
being the Navy Medical Center, San Diego, California. San Diego is just entering its 
implementation of region-wide resource sharing. They have a long standing association 
with the Kaval Hospital Camp Pendleton to assist in sraduate medical training. Some 
general surgical residents from the Naval Medical Center, San Diego obtain their 
k 

obstetrics training at Pendleton and transitional inters perform their family practice 
rotation there. In addition family practice residents from Camp Pendleton rotate throuzh 
the medical center for specialty training not available at. their facility. In addition, NbIC 
San Diego routinely provides specialty physicians to hX Camp Pendleton, in particular 
pediatric support and orthopedic support assist in reducing CKAMPUS and supplemental 
care expenditures. 



--Evans Army Community Hospital, Fort Carson, Colorado 
--USAF Academy Hospital, Colorado 

w ASD(Hea1th Affairs) Medical Program Guidance, N 1997 - 2001, requires the 
Services "to integrate, right size and eliminate unnecessary duplication at ... Ft. Carson 
Army Community HospitallAir Force Academy Hospita:." The two facilities have formed 
the Pikes Peak Area Initiative in a proactive effort to improve cooperation and 
collaboration between their facilities. Resource sharing in urology and ENT is underway. 
Evans ACH has reduced inpatient beds from 110 to 85 and combined medical and surgical 
wards. 

--Bliss Army Community Hospital, Fort Huachuca, Arizona 
, -355th Medical Group, Davis-Monthan AFB, Arizona 

These facilities are part of DoD Health Services Region Seven; the Lead Agent 
being William Beaumont Army Medical Center (W3AMC), Texas. Their is a joint Dnvis- 
Monthan~WBMC preferred provider network that covers all specialties. Referral 
workload is sent to William Beaumont and Wilford Hall Medical Center. The Air Force 
also used the Navy Clinic, Yuma, AZ for orthopedic cases. The Air Force hospital has 
decreased inpatient operating beds by 14% in the last two years. 



--Naval Hospital Pensacola, Florida 
--646th Medical Group, Eglin AFB, Florida 
-325th Medical Group, Tyndall AFB, Florida 
--Keesler USAF Medical Center, Keesler AFB, Mississippi 

These facilities are all part of DoD Hcalth Services Region Four; the Lead Agent 
being Keesler USAF Medical Center. The lead agent is exploring the idea of locating a 
tri-service alcohol rehabilitation program at Pensacola Naval Hospital for all the southeast. 
A region-wide reference laboratory service, for all beneficiaries in this area is also being 
pursued. 

Pensacola NH and Keesler USAF Medical Center have agreements regarding 
several training programs and reciprocal medical board processing. Pensacola NH and 
the 646th Medical Group at Eglin AFB have combined efforts in procuring some highly 
specialized diagnostic equipment for their facilities. In addition Eglin cares for 
Pensacola's inpatient psychiatric patients in exchange for Pensacola taking Eglin's 
outpatient alcohol rehabilitation patients. Tyndall AFB refers all specialty required work 
to Keesler. 

Other right-sizing initiatives h a ~ e  resulted in the 646th Medical Group decreasing 
inpatient operating beds by 19% in the last two years while Keesler has decreased beds by 
8% in this same period. 

--Martin Army Community Hospital, Fort  Benning, Georgia 
--Lyster Army Community Hospital, Fort  Rucker, Alabama 

w --502nd Medical Group, TvIaxwell AFB, -4labama 
--633rd Medical Group, Robins AFB, Georgia 

The relative distance between these facilities limits many types of righi-sizing 
opportunities although they do share asses. Robbins AFB is explorin_g possible sharing 
agreements with the Veterans Administration medical center in the area and with a local 
civilian medical facility. There has becn a 50% decrease in operating beds at Maxwell1 
AFE3 in the last two years. 



--Reyonlds Army Community Hospital, Fort Sill, Oklahoma 
-97th Medical group, Altus AFB, Oklahoma 
--654th Medical Group, Tinker AFB, Oklahonla 

w0 -396th Medical Group, Sheppard AFB, Texas 

Reynolds Army Community Hospital has several initiatives to maximize assets. 
Resource sharing agreement with the adjacent VA outpatient clinic has been completed. 
Reynolds anticipates completion later this year of resource sharing agreements with two 
nearby Air Force facilities through their "Friends and Neighbors" program that promotes 
cost avoidance in such areas as orthopedics, general surgery, neurology, and dermatology. 
Their outlying family practice facilities have been consolidated in the main hospital facility 
thereby allowing turn in of excess buildings. Other consolidations of wards, clinics and 
staff have also occurred. 

Tinker AFB, OK provides orthopedic surgeons to assist McDonnell AFB, KS. A 
proposal to covert the emergency room at Tinker AFB into a 23 hour acute care clinic is 
currently being developed. Sheppard AFB provides monthly manning assistance to Ntus,  
Tinker, and Reese AFBs in such areas as ENT, audiology, orthopedics and podiatry. 
Other such cross-sharing of assets in frequent between these facilities. Inpatient beds at 
Altus AFB have declined by 53% in the last two years and 29% at Tinker AFE3. 

--Moncrief Army Community Hospital, Fort Stewart, Georgia 
--363rd Medical Group, Shaw AFB, South Carolina 

Inpatient operating beds have decreased 17% in the last two years at Shaw AFB 
and the Special Care Inpatient Nursing Unit is being evaluated for closure. Air Force 
ophthalmologists care for Army  beneficiaries at Moncrief Army Community Hospital. 
A m y  radiologists read mammography films for Shaw AFB and the Air Force provides 
gynecolo~ical care to .4rmy beneficiaries at SHAW P,FB. 

--Winn Army Community Hospital, Fort Stewart, Georgia 
--Naval Hospital Beaufort, South Carolina 

No formal agreements or programs are in place though they share assets on a 
frequent basis. 66 miles separate the facilities making routine sharinz difficult. 



QUESTION: In regards to planned actions, pleasc be specific about the status of those 
plans in the Defense Health Program budgeting. 

ANSWER: ASD(Hea1th Affairs) hledical Program Guidance, FY 1997 - 2001, requires 
the Services "to integrate, right size and eliminate unnecessary duplication at Ft. Carson 
Army Community HospitaVAir Force Academy, at Brooke Army Medical Centerwilford 
Hall USAF Medical Center, and in the National Capital Region." 

In addition the programming guidance addresses graduate medical education: " The 
components shall integrate remaining duplicate training GME programs in the National 
Capital Region and San Antonio, Texas not later than FY 1995." 



QUESTION: Also, please describe in detail the status of current plans to convert Naval 
Hospital Charleston, SC; Naval Hospital Patuxent River, Maryland 9th Medical Group, 
Beale AFB, CA; 323rd FTW Hospital, Mather AFB, CA and 438th Medical Group, Fort 

w Dix, NJ into outpatient clinics. 

ANSWER: 
Favv hospitals 

A "quick analysis" of these five facilities was performed in April 1994 and it was 
determined that ambulatory health care centers were viabIe alternatives at these sites. As a 
result of this "rightsizing," Navy could optimize manpower and fiscal resources by 
transferring end strength from these facilities to OCONUS and Fleet units, and by off- 
setting very expensive contracts in Navy MTFs. The contractual and MILCON savings 
realized by this action equate to over $270 million dollars across the EYDP. 

A complete analysis of each facility is currently in progress by BUMED. It is 
anticipated that this detailed analysis will be completed later this summer. If the analysis 
supports the earlier review, then the projected transition date should coincide with t he 
implementation plan for realignment. 

Change in service dates, now projected, are as follows: 
Naval Hospital, Millington Nov 96 
Naval Hospital, Groton Nov 97  
Naval Hospital, Patuxent River Nov 97 
Naval Hospital, Corpus Christi Nov 96 
Naval Hospital, Charleston Nov 97 

Wv Naval Hospital, Charleston 
As a result of BRAC actions closing Naval Base Charleston and the 

decommissioning of many associated fleet units and the migration of many others, it 
became necessary to right-size the Naval Hospital, Charleston to support remaining active 
duty members and their families. 

Naval Hospital, Charieston reduced operating beds from 130 to 90 in December 
1992. As of October 1995, it is projected that approximately 29,000 active duty and 
family members will remain in the Charleston catchment area. Historic utilization rates 
project an average daily inpatient census of between 35 and 37 for that remaining 
population and the decision was made to further reduce operating beds to 40 effective 1 
October 1995. As a result, external partnerships for routine inpatient obstetric service and 
inpatient psychiatric services were initiated and are in place. 

The result of BRAC 95 and other fleet and operational movements is being 
carefully monitored to determine if it will be necessary to increase operating beds or, with 
the arrival of TRICARE in May 1997, to further decrease or eliminate inpatient beds. The 
plan would use contracts and partnerships for the limited number of active duty inpatient 
beds required and rightsize the Naval Hospital to an ambulatory care center later in 1997. 



Air Force Hospitals 

'wv 9th Medical Group, Beale AFB 
A change from hospital to clinic status is currently being evaluated. Obstetrical services 
closed in 1994 and inpatient operating beds have decreased 17% in the last two years. 

323rd FTW Hospital, McClellan AFB 
Obstetrical services closed in 1994. Inpatient operating beds have declined 17% in the last 
two years. 

438th Medical Group, Ft DL,, 
This facility was reduced to clinic status from an inpatient facility on 1 January 1995. 



QUESTION: Why isn't the Department doing these actions through the BRAC process? 

Answer: Our purpose during BRAC 95 was to evaluate cross Service opportunities for 

QnU Single Service asset sharing, decrease excess capacity, and reduce duplication within the 
Military Health Service System (MHSS). The alternatives submitted by the Joint Cross- 
Service Group on Military Treatment Facilities have been largely accomplished through 
the BRAC process and other ongoing management initiatives. I understand and support 
the rationale the Services have provided for maintaining most of the remaining facilities 
that were provided for their consideration. 

The MHSS is sensitive to structuring itself to the needs of the world-wide 
community it serves, and has been aggressively addressing this issue outside the BRAC 
process. Additional rightsizing initiatives, such as the planned integration of Wilford Hall 
USAF Medical Center and Brooke Army Medical Center and the integration of Evans 
Army  Community Hospital and the USAF Academy Hospital, will be addressed thorough 
future Defense program and budget review processes. 

Our goal is to reduce unneeded infrastructure thus allowing us to use our 
resources for more critical requirements. The Services have taken different approaches to 
how to accomplish this. We are concerned with the results, not the process the Military 
Departments have taken to achieve them. Our cumulative record of infrastructure 
reductions since the end of the Cold War  demonstrate the success of our efforts. 

QUESTION: Given the frequency with which budgets can and do change, what - 
assurances do you and the Commission have that these actions are really going to take 
place? 

ANSWER: The ASD(Hea1th Affairs) has been the program manager for the 
Department's health resources since 1991. Pis a consequence, we have worked on a joint 
basis for several years and will continue to develop and implement programs and systems 
that facilitate effective and efficient use of resources. 

QUESTION: Do you believe it would be beneficial for the Commission to add any or all 
of the actions you describe to its list of actions to consider? 

ANSWER: I don't think this is necessary. We are confident that the rightsizing 
initiatives now undenvay and planned can achieve the manasement goals we have 
established. 



8. San Antonio, Texas is  home to hvo large military medical centers and a large number 
of civilian hospitals. This appears to be  an esample of an opportunity to eliminate a 
substantial portion of excess capacity, and, indeed the Air Force facility, Wilford Hall, was 
on the Joint Cross Service Group list of realignment alternatives. Yet neither facility is on 
the DoD list. 

QUESTION: Why? 

Why did the Air Force choose not to realign Wilford Hall to either a clinic, as the Joir t 
Service Group alternative sugzests, or  a community hospital? 

Is there a plan to realign and consolidate services st Wilford Hall and Brooke Army 
Medical Center? If so, what is its status? 

Are you comfortable with the Army and Air Force pIans to enact such an alternative 
through the budget process? If, do you feel that Commission action could better ensure 
that the necessary realignment takes place? 

Given the unique aspects within both the Brooke Army Medical center and Wilford Hall, 
would you envision any actual infrastructure operating efficiencies by a consoiidation? 
Would you actually be able to close a facility by consolidation? 

ANSWER: The Joint-Cross Service Group for Medical Treatment Facilities analysis did 
provide an alternative for consideration by the Air Force that realigned Willford Hall 
Medical Center (WHMC) to a clinic. This option was based on computer modeiing that 

w consolidated the acute and medical center inpatient care requirements in San Antonio at 
Brooke Army Medical Center and converted Willford Hall to an ambulatory care fa~i l i ty .  
The alternative was based on quantitative modeling results that suggest the reduced beds 
are not needed for wartime demand nor to meet the projected peacetime direct care 
inpatient requirements. 

The Air Force evaluated, and strongly rejected. this alternative based on 
consideration of several additional factors that were not included in the model. Wilford 
Hall Medical Center is the premier Air Force rzedicai facility and is known internationally 
for its specialty medical services and graduate medical education teaching program. It is 
the largest, single contributor to their readiness capability, houses 34% of their GhIE 
trainins programs of which 27 are unique to CVHAIC. and accounts for 41% of the total 
physician training - man-years, is the only designated Specialty Treatment Center in the Air 
Force, as well as its only operating Level 1 Trauma Center. The Air Force believed that 
any decrease in capability along the lines of the bvo options indicated will impact 
negatively on both their wartime readiness mission and operational healthcare costs. 



The Department fully agreed with the Air Force's assessment. We are currently 
developing a plan for consolidating health services throughout DoD Health Service 
Region VI that includes most of Texas, Oklahoma. Louisiana and Arkansas. One aspect 
of this is the integration Wilford Hall USAF Medical Center and Brooke Army Medical 
Center so as to eliminate any nonessential duplication of services in the San Antonio area. 
Integration of graduate medical education programs between these two facilities is already 
underway. 

I believe this can, and will, be achieved by the management initiatives now planned 
and underway. It is expected there will be considerable operating efficiencies gained 
through these actions. I don't think action by the Defense Base Closure and Realignment 
Commission is necessary. W e  are confident that the rightsizing initiatives now undenvay 
and planned can achieve the management goals we have established. 



REQUIREMENTS 

9. QUESTION: The Commission staff understands that there is some disagreement 

111111 within the Department in the area of wartime readiness requirements for hospital beds. 

However, do even the highest estimates of required wartime beds exceed the current 
inventory of over 20,000 mobilization beds? 

ANSWER: The General Accounting Office's report on DoD's 1995 process and 
recommendations for closure and realignment states, " several key variables that greatly 
affect the wartime demand for medical care are still in debate. And, while the cross- 
service group's analysis and other studies indicate some excess capacity in medical 
facilities will remain after BRAC 1995, it is unclear that there is consensus on wartime 
requirements and therefore on how much excess capacity exists DoD-wide." 

Overall active duty strength has decreased approximately 30% with a 
corresponding 35% reduction in hospitals and a 42% reduction in bed capacity. 
For BRAC 95, our wartime requirements were based on the most current Defense 
Planning Guidance, which was approximately 10,000 beds. Our modeling of the MHSS 
required that any alternative solution retain the asgregate number of wartime beds to meet 
the MHSS system wide and Senice  specific bed requirements. We also defined 
requirements based on FY 94 direct care inpatient rates for active duty members, retired 
personnel, and their family members. The rates were applied to the projected 2001 
populations associated with each catchment area and resulted in a bed requirement for 
each MTF. This requirement could be met by either the direct care system or civilian 
sector resources. Our model ensured enough beds were retained in the aggregate MHSS 

'I0 to meet the non-wartime requirement. 

Tertiary care demand was also based on FY 94 direct care rates for our GME facilities. 
Demand was generated based on populations east and west of the Mississippi. Our model 
then found the "best fit" of our lMHSS resources to meet the requirements. 



SERVICES' RESPONSES TO JOINT CROSS SERVICE GROUP 
ALTERNATIVES 

J 10. QUESTION: Eleven of the sixteen alternatives provided to the Services by the Joint 
Cross Service Group were not accepted. 

Are you satisfied that the DoD list goes as far as it should in reducing medical 
infrastructure? Do the eleven rejected alternatives represent missed opportunities? 

There is probably some excess capacity still in our system. I don't at all consider 
these "missed opportunities." The alternatives submitted by the Joint Cross-Service 
Group on Military Treatment Facilities have been largely accomplished through the BRAC 
process and other ongoing management initiatives. I understand and support the rationale 
the Services have provided for maintaining most of the remaining facilities that were 
provided for their consideration. Additional rightsizing initiatives will be addressed 
thorough future Defense program and budget review processes. 
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Response To Base Realignment And Closure (BMC) Commission's Options 

For 

WlgMC USA3 Medial Center (WEMC) 

Introduction 

The Air Force does not support any BRAC initiative that eliminates a major Air Force 
medical presence in the Sm Antonio region. By any standard, the Air Force is the major Service 
component represented in the Sen Antonio area. Operationally, it is home to the only Air Force 
induction and basic military trainkg center. It contains four major Air Force installations, 
including two major commands, with WHMC representing the total Air Forcc bed capacity. Air 
Force beneficiaries outnumber other service beneficiaries by an overwhelming margin. 
Medically, WHMC is the flagship of the Air Force Medical Service. It is the largest, single 
contributor to our readiness capability, houses 34 percent of our GhiE training programs of 
which 27 are unique to WHMC, and xmunts for 41 % of the total physician trtihing man-yeys, 
is the only designated Specialty Treatment Center in the Air Force, as well as its only operating 
Level 1 Trauma Center. 

Due m t h e  n2we of Gnduare Medical Education md specialty t r u g  p r o w s ,  large 
teaching complexes are absolutely essential to generate the volume and types of patients required w to support graduate medical educetion and other specialty training programs. The Air Force h u  
only one such hospital in their sysfern and depads  on WHMC as the foundanon on whi& *the 
rtmainder of the Air Force md DoD regional hedthwe system is designed. The ot' zr three 
eraduatc mcdical education sites are very W t e d  in their scope, capability, dtmand a d  cri;izity. " 

Evaluation of both options proposed for WHMC involve a review of thre:: major 
func5ons: 1) mcdi~d readiness; 2) clinical capability (to include graduate medical educrrtion); 
and 3) managed m e .  Each oithcst topic's impact on cost, quaiity, access, and feasibiliry are 
discussed in detail below. It is kposaiblc to scpantc any of these irrsucs and f d l y  understand 
tbe significance of WHMC's eta= as the "flitaghips for Air For= medicine. Any drameti~ 
clange in the operational capabiliry of WHMC threatens the viability of the cntirc Air Forcz 
Medical S en4  ce (AFMS) structure. It i~ not just the .4u Force structure that is heateced by d ~ c  
options. The Air Force's substantiai DoD mission is magnified by support of the entire San 
Antonio communiry. This total demand forced establishment of a consolidated v?lMC/Eih!S 
operating Level 1 Trauma training center. This unique mission i s  integral m the support of the 
56 training programs and 4 organ transplant missions. In addition, a portion of the civilian 
indigent health care in Sen  Anmnio is supported thnugh Congressional appropriations. In 
essenca the total demand generated by Lackiand AFB and its external forces c&11e to support 
the requirement for WXC. Brooke Army  medical Center (BAMC) has practically no physical 
capacity to support this d m d .  In addition. the worldwide re fed  pztten also focus on 



wmv WHMC's tertiary and quaternary care capabilities and any reduction in capability, as it exists 
todw, will degrade the overall AFMS mission effectiveness. Most critically, relocating our 
readiness missions, training programs and redesigning the entire DoD and AFMS referral 
process will taise costs and lower access to specialty and subspecialty healthcare and the quality 
of this care. 

The Military Healrh Service System ( M H S S )  is sensitive ta structuring itself to the needs 
of the world-wide community it serves, and is addressing this issue outside the BRAC process. 
In San Antonio, the Army Medical Center at Ft Sam HoustDn is built recognizing the size and 
capability of WHMC, eliminating dupIication of services and creating economies of scale. In 
additioq the designated operating capaciry of WHMC has been judiciously decreased from 
1,000 beds to its present level of 530. Additional economies in tbh community may be 
wananted; however, it is the posiuon of the Air Force and DoD that such actions be incorporated 
through careful and programmatic analyses of all pertinent factors. Wedmesses in the Joint 
Cross-Senice Group (JCSG) model were evident in its handling of referral flow patterns, 
neglect of BRAC closure nominew, and an inordinate reliance on the age of facilities without 
regard to overall operational mnsiderations. By any measure of me:$ other than facility age, 
the major medical player in Sm Antonio is the Air Force. 

Medical Readiness 

W C  has the largest s i - i e  medical deployment mission in the Air Force. It consists 

'(II of the following personnel and eguipment pa~kagss: a 750-bed wnhgency hospit& an air 
transportable hcspital, thre:: 40-b ed E a p i t d  surhcal expansion teams, and various other taskinp 
totaling 1360 pmonncl and involving 26 Unit Typc Cudts PJTC's). 

Transfer of these ~ZS&S is impossibie without moving existing mcdical subspccialtics. 
Ccrtain mdicd  spccidtica ar= nciz-1 y 100% utiliztd throughout the AFMS. These bclude 
surgwy, urology, aerospace medicine, anesthesiology, nephrology, pulnionary/critical care, and 
associated ancillary support which must be retained and relocated to other medical centsts. 
With W l M C  deployable specialty capability representing 2040% of the total AFMS readiness 
mission, these tasking then could be relocated, but not without substantial medical military 
construction (MILCON) costs and dis t r ibut ion of referral workload. Again, the desland for 
these &tical subspecialties alresdy exists  in the greater San .4ntonio area and is increased by the  
existing . U M S  r&rds. These subspecialues are also integral to mering the American College 
of Surgeon's Level I trauma center requirements as well as the national accreditation 
requirements for the 33 medical residencies and fellowships c;lnently located at WHMC. To 
challenge the need for WHMC is to chalhge  the very essence of the O M S  delivery.system and 
compramises our readiness mission creating B shortfall in critical specialty areas. 

World events challmged the personnel assigned to this faciliry. During, Operation 
Desert Stn rm (ODs) tasked 1047 pssonnel from Wl3MC. Similarly, tartirlgs for operaions 



* ather than war (OOm locations such as HaitidCuban support (424 persouel) have been 
supported by deployments from WHMC. The Air Force's most effectively trained trauma 
personnel either are based at WHMC or have rotated through its Level I Trauma center. 
Deployment requirements tasked to smaller AFMS medical facjlitiw often force a degradation of 
beneficiary care. WHMC must experience a very large tasking before this would occur. 

The Air Force blood progam receives 25-30% of its total annual support from WHMC. 
This is achievable since Lackland AFB is the induction and basic military training site for the 
entire Air Force. WHMC also has the casualty reception center for the entire San Antonio area. 
This 50-bed aeromedical staging facility (expandable to 250-be&) supports casualty reception in 
peace and war. Casualties rekrming from Just Cause, Operation Desert Storm, and other 
humanitarian peacetime operations are sent to San Antonio for care and most frequently to 
WHMC for treatment. WHMC is unique in its ability to provide all levels of casualty 
healthcare. These capabilities must continue in the San Anronio area. 

%?IMCps extensive medical capabilities and leadership places them at the forefront in 
deployable specialty care. An example is the development of the Mobile Field Surgical Team 
(MFST) and Critical Care Trmporr (CCT) Teems. These unique capabilities are designed to 
deliver highly mobile, subspecialty care far forward. As a result, more critical causalities can be 
treated at the poiat of injury and then tnmported safely to more definitive sources of care. Both 
the MFST and CCT have been deployed & suoport of %te House and Special Operations 

'w ta~kings. X3a.i.q this is a .  innovative by-pro&ct of WHMC'a clinical opabilitia. 

WHMC and medical readiness a d  the AFMS cannot be separated. Thc vast rspabilitics 
demanded by the local communiq and b a t  mission support the worldwide casualtics transferred 
to this hospital. The entire AFMS is predicated on use of this "flagship" as the focal point for 
our operational resdiiws. Use ofthis focal point asures that its graduate medical education 
programs turn out medical personnel who are the beat qualir7ed personnel in the world to 
respond to trauma in contingency situations. Diffusing this health care delivery system based 
upon either option proposed would &-astically reduce our patient care capability and greatly 
increase the wst of obtaining t h i s  same capability at other locations. 

Clinical Capability 

WHMC represents a unique mtiry which would be exiremely expensive to disperse or 
repIicate anywhere in the MHSS. Locsted in San Antonio. it ha one of the largest local 
beneficiary populatiom in the world. Over the years m a y  military beneficiaries have relocated 
to San Antonio because of the vast and often unique medical services available. These include 
serviczs for many children wi& canplex medical nee& and specialties for retired goups wirh 
increasing needs for medical and surgical care. Located in sourhwest S an Antonio, the civilian 
community generates over 800 cases of very serious trauma per year treated at WHMC 
(re3resenting 25-33% of all cases kt San Antonio). The large ccrnmunity combined with the 



large rde ra l  workload have justified the development of highly specialized servica, many of 
which are unique in DoD. 

There is limited capacity- in the San Antonio area to absorb the care now being provided 
at WHMC particularly as it applies to quaternary services. Fuurthermore, there is little capacity 
in the MHSS to absorb the clinical training now being conducted at WHMC. Finally, there are 
both clinical services and clinical tr&$ that are unique to WHMC that could be provided in a 
community hospital. These services would be difficult to defend or establish in other DoD 
facilities, and e , , e l y  expensive to access in the civilian community, 

Reah-enment of WHMC as a clinic or community hospital would result in signi£iicant 
decrements in clinical services as well as clinical training, Providing these clinicid sen ices  md 
clinical training in other locations would be costher in many cam and unteasible in many 
others. The overall impact on cost, quality and access to the widest range of general and highly 
specialized servicw would be severe if WHMC was realigned as a community hospital. The 
effects are worsened subsrmtially if WHMC is realigned as a clinic. In both options, WHMC 
would be unable U, provide the following services now offered by the medical center: 

a. Speciaiized Treatment Service for autologous and allogeneic bone marrow 
transplantation. This requires additional clinical specialties and laboratory services not 
justifiable in a community hospital. This service would have to be relocated to another 
appropriate fzcility along with its vast support staucturc in both specialty and ancillary services. 
This tran3fcr would bs at gra t  expense to the DoD. 

b. Level I T m a  Sedces. A c~mmuni ty  hospital would not have the requisite 
specialty services, criticd care units, patient acuity, or volume to support e fill service t rauma 
facility. WHMC h a  h e  only Air Force military trauma center which quaEes for Level I 
Trauma Center C d c a t i o n  providing this service in peacetime. This trauma center supporn 
MabiIe Surgical T a m  (MST) training and the Trauma and Critical Care Course for Surgeons 
which provides intensive refresher training for dozens of Air Force surgeons annually. The 
trauma center also provides the taking opportunity for mnny Army, Navy and Air Force special 
forces paramedics. 

c. Criticat Care Units. Critical care units are seldom provided in cammunity 
hospitals. These units c~rrently provide essential clinical s w i m  and a major training 
environmmz for numerous medical personnel as well as the newly established Critical Carp, 
Transpon: Teams. 

. , 

d, Emergency Services. An estimated two thousand Code ID emergency patients 
would be diverted or retransported to other facilities due to limited hospital capabili~. This 
introdurn additional risk and morbidity to these patients and legd exposure far the Air Force. 



e. Organ Donation. Participation in the San Antonio Emergency Medical System as 
a Level I Trauma Center has produced the majority of organ donors for the DoD Liver 
Transplant STS and the only DoD Eye Bank and it has also produced a substantial number of 
donors as a substantial community service. 

f. Solid organ transplant seerices include the  DoD Liver Transplant STS, and 
kidney and pancreas transplant programs. A community hospital lacks the requisite specialty 
services, critical care units, patient acuity or volume to support a solid organ transplant program. 

g. Specialty medical and surgical service. Few community hospitals can justify the 
full range of medical and surgical subspecialties. These patients would exceed Brooke's planned 
capability and would be seen at substantial expense in the community. An ambulatory surgery 
f x i l i q  would not be justified in a free standing clinic serving the military population alone. 

h Clinical outreach services. WHMC currently provides specialty servim at 
outlying military facilities in DoD Region M. lhese would be lmsupponable as a cammuniry 
hospiral. 

i. Reference laboratory services and specialized laboratory services to support HW 
and transplant services would no longer be required. This requirement would continue to exist 
and need to be transferred. 

WP' j. A unique DoD stereotactic radiation therapy and neurosurgtry capability would 
no loqer  be justiiied but its rcquircmcat would continuc. 

k. Inpatient m e n d  heel& currently serving Region 6 could not be justified in a 
community hospital. Absence of an inpatient mental health unit in the clinic scenario would 
seriously degrade support for the military training center at Lackland. No inpatient m e n d  
health unit is planned for 'BAMC. 

1. Psdintric Intensive ~ k e  Unit (PICU). This is the only PICU in DoD (400 
admissions per year). BAMC will not have a PICU. Local civilian facilities are frequently 
closed to PICU patients. 

m. Extesive services for muidpie handicapped childrea are avaitabk. These 
service are as WHMC principally because they serve a worldwide population. However, inany 
active and retired personnel have relouted to the WHMC catchment area because of the 
availability of these spcialized capabilities. 

n. Neonatal Intensive care. The 34 bed hiCU supports cridcal nemaks from a 
worldwide referral base. Military and civiiian MCUs are o h  saturated; civilian MCU care is 
extremely expesive and very h i t - d  in capacity. Specialized swices like emamrporeal 



membrane oxygenation and high frequency axygenation would have to be sought elsewhere at 
great expense. WHMC is the only DoD facility that has this capability. 

o. Dental. WHMC hosts 84% of the Air Force's dental GME program, 

Both discussions on medical readiness and cIinical capabilities have documented a 
substantial demand base supporting the population in the San Antonio area. Refmals from 
Region 6 in addition to the worldwide focus on WHMC as a source of many unique sources of 
care within the DoD compound the need for the health delivery system that WHMC represents. 
Clearly, immense costs would be driven to shift these services to other locations. Quality of 
patient care and access to the complete range of services currently ofTered by WHMC would not 
be possible. As documented earlier, removing the nucleus of the AFMS delivzry system by 
changing the structure of WHMC threatens to severe1.y limit the capability of the entire system 
remlting in shifled workload to much more costly civilian sources of care. 

Similarly, clinical education for Air Force physicians, dentists, nurses, scienrists and 
numerous other disciplines would be severely decremented in either scenario. The large San 
Antonio patient base, substantial worldwide refeml patieat demand, and designation as the only 
Level I Trauma training center have fostered the establishment of 56 graduate medical education 
programs including 33 medical residencies and fellowships. This demand has created a highly 
centralized Air Force Graduate Medical, Advanced Medical Education and Dental p r o m s  at 
%'?iMC. 

1 &is perso~e l  train in 119 different graduate programs. WHlviC operat* 40 of these 
tdnbg programs (34%); 27 of these programs are unique to WHMC. WWMC's training p m g m  
rtprtscnt 471 of 1489 training y m  for all corps (32%) and 398 of 965 medical corps caini..,g yeais 
(4 1 %). 

The Air Forcc already has thc leanest in-house GME program of t he  3 Service3 relying upon 
spom019hip of trainees in civilian m d  military training programs and deferment of trainees in civilian 
programs. As a result of having only one major rncdical c a e r ,  AF makes greatest use of civilian 
deferred status. Historical data show that physicians trained in civiLian defend s t a s  have poorer 
retention than those trained in militvy progrms (20% vs. 40%). Having a greater proporion of 
physicians in civilian training requires AF to have more total physicians in GME Paining than either 
the Army or Navy. 

Maintaining the current level of military Gh4E p r o w s  is viral to our readiness miasion. 
Insmctors/stdf actually deploy to opesdonr; or contingencies, bringing back lev& of experience not 
available by any other means (conringency operations, utili=ation of military-unique equipment and 
apparatus). Trainees who etudy mder these instructors gain from this scperimce (obviating the need to 
gain the experience "on-be-groundn at the time of deplayment). 



W w  W C ,  by virtue of its size and location, provides a "critical mass" of organic patient 
population, referral patients, experienced s t s ,  and support programs to support the training of 
combat critical specialties. Residency Review Committees (RRC) of Accreditation Coun~il for 
Graduate Medical Education (ACGME) requires presence of supporting training progams to 
maintain accreditation of numerous militarily critical specialties. National healthcare economics 
and certain specialty RRC decisiax are leading to downsizing or elimination of civilian 
training programs ia these critical specialties, making it more difficult to defer trainees to these 
p r o p s ,  Training programs in these specialties in other Services cannot produce the combined 
output required by their own Services and the Air Force. Therefore, WHMC's programs would 
have to be relocated to another medicd center (none of which is large enough or has  the patient 
base to suppon them or their attendant specialty progams) if WHMC was down9ized. TO 
m f e r  GME progams, the gaining medical center would require additional catchment area 
population sUfiicient to support the additional training requirements, akin to transfer of the Air 
Force beneficiary population from the San Antanio catchment area. Relocation or changes in 
existing GlW programs require accreditation by the RRC as new programs, a p row3  that is 
neither simple nor guaranteed. 

STSs provide highly speei&ed, wst effective alternatives to civilian refestal. hiany would mi 
be possible or would be much more expexiive without support of GME residents and fellows. STS 
services must be provided in larger medical centers since smaller centers cannot provide the ancdhry 
suppon or suppoxting specialty services necessary to make the STS effective. 

1 Elimination o f  all GME prorams at W C  will deprive the Air Force of critical medical, 
dental, and ancillary support spesidists. Trensfer of GME proBams from WHMC wili dik-re the 
spczialty tr&g program mix ncczssary to provide the highly speciatized medical specia1isr.i 
nectssary to mczt tfit healthcut actds of TRIC-4RE beneficiaries into the next cmtury. 

'In conciusion, the medicd rcsdiacss, clinical capabilities and graduate medical education 
progams are inextricably combined. Ether option would forcc a dilution of mcdical 
capabilities within the entire spec- of the A F M S  to a point that thc AFMS may not be able to 
regain Certainly, any such change would be far more costly than the conhued cxistcncc c- 
WHMC. 

Managed Care 

WaMC is the keystone to the DoD's managed care program called TRJCAR3 
for Health Service Region (HSR) 6 .  TRICARE represents a system that integrates 
quality, cost, and access~'bility in t h e  delivery af healthcare t o  our patient. . 
population. It also expands the lead agency concept frun management of 
overlapping catchment areas to  oversight of enthe, considerably larger regions. 
HSR 6 is the second largest of the twelve regions with a total population of 
1,031,513 and 17 military medical treatment facilities, af which 14 are Air Force. 



Any significant realignment or reduction of WHMC's capability will 
significantly impact its awarded TRICARE managed care support contract. The 
recently awarded $1.82 billion T R I C D  managed care support contract was based 
on existing DoD health care resources and capacities, C W U S  utilization rates, 
and estimated future workload and physical plant capacities. By 1997, all DoD 
HSRs will have a single, private !I"R,ICARE support contractor responsible fox 
developing civilian health care networks and managing the DoD health benefit in 
support of the Senices. The contractor is "hired" to supplement the DoD direct  care 
system based on known capadties and demand at the time of awarding the 
contract. Any changes to the baseline will require major re*ions to the contract 
creating the potential for a tremendous escalation in the cost of the contract 
through extensive bid-price adjustments. Changing the capacity of P M M C  does not 
negate the population's need for health care, either within the San Antonio 
catchment area, or within the  enfire region for which the contract and regional 
planning are based. 

mbile government direct care savings may initially a c m e  from resizing 
W H M C ,  the  potential savings generated will in all probabiliv be greatly o s e t  by 
the increased contract costs. Using the assumptions in the Section 733 Smdy, 
government cost. could increase 10% t o  24% on a per-unit basis for the  same care 
provided in the civilian network. w 

T R I C A !  support contracts. Changing the contract-provided capacities of 
either WHMC or any other bedded military medical treatment facility, sucL as 
BAMC will have the followiag zffects: 

a. Affect on local catchment DoD and b e r d c i a q  costs and access. 
Overall, DoD and ben&dary-shared costs will increase t o  t h e  ex*tent di rect  care 
workload (&patient and outpatient) is ahifted to civilian providere. The trade-off 
factors identified in the CHAMPUS Reform Initiative studies may be too 
cauarvative for WHXC, given the higher demand for non-elective specialty care 
services, and the fact a signrficant portion is based on referral. Although the 
coatsactors civilian network will be held to  the same access standards as the hPI'F, 
retirees over the age of 65 (who are ineligible for TRICARX and CHALWUS) will 
face both increased costs and greater aif£iculty accessing providers. 

b. Mect on DoD Begion 6 costs and bendiciary access. ~ecause about 
half af  WElMC's inpatient workload originates from outside the catchment area, it 
is probable that bid-price adjustments will occur in other regional managed ca re  
support contracts as weU as Region 6's. There is extremely limited capacity at 
BknllC to absorb any additimal inpatient workload in Region 6. Other WITS will 



wP refer care t o  their local aviLian network, increasing the number of non-availability 
statements issued, causing an unfavorable bid-price adjustment. Again, as 
previously mentioned, retirees over the age of66 will face both increased costs and 
greater dif6cule accessing providers. Increased wait times may occur for patients 
with elective cases which would have to remain in their local area for care. 

c. Affect on DoD HSRs other than Region 6. Depending on the extent 
of reductions to services at W W l C  affecting its reception of patients from outside 
Region 6, the extremely limited abiliv of BAMC to absorb t h e  difference, and 
concomitant reduction in overall San Antonio direct cxe system capacity to absorb 
referral workload, outlying catchment areas will either have to increase direct care 
service capability, or increase reliance on civilian provider network workload. 
While this may have minimal impact on primary and secondary care, it will greatly 
impact tertiary and quaternary care senices (e.g., bone marrow transplant. liver 
transplant), especially in smaller metropolitan areas (e.g., Laughlin, Reege, etc.). 
Limitation of WHMC's capabilities may drive increased demand for care in the local 
community and local MHSS facilities with resultant increase in queuing. 

d. Outreach Care capability. Eliminating the FVHMC capability 
would either show a reduction in outlying MTF workload or would have t o  increase 
local MTF resources accordingly. Given the  smaller size of most other MTF 
populations in the region, to  compensate for the loss of just one surgeon in the 
WHMC's Outreach program would require more than a one-to-one surgeons 
elsewhere in the region due to lower economies of scale at smaller MTFs. That is, if 
several. or afl MTFs attempted to continue the same level of surgical services 
provided currently through the Outreach program each MTF would have to procure 
t h e  services of at least one surgeon. This phenomenon is due t o  the  ability of 
WHMC t o  use its marginal available capability t o  assist other MTFs (at an overall 
savings t o  t h e  Air Force, as well as t o  the beneficiaries, who would o t h e e  use 
CHAMPUS). Reduction to the Outzeach program would k e a s e  other MTF costs 
t o  the extent additional aanpower were added to  the ME'S to maintain h e  same 
capability. Without re-deployhg those assets, at a greater than one-for-one basis, 
local C W U S  and beneficiary coats will increase. 

Tamporary deployment of clinical assats ham WEIMC under the 
Outreach program to  outlying smaller MTFs provides several quality opportunities. 

(a) Benddaries receive an enhanced direct care medical 
b e n d t  than might otherwise be provided locally, and may continue receiving their 
care in the same institution, rather than being referred t o  local, &-base civilian 
~roviders. 



w (b) The local MTF providers receive enriched clinical 
opportunities as they participate in clinical practice with WHMC experts, and 
receive continuing medical education. 

Beneficiarries currently receiving care via these TDY resources, if 
discontinued, would be disengaged from the duect care system, and reuuired to  
access these services in the local community. 

e. Impact of reduction on DoD national and regional ST&. Wl3M.C 
has two of only three DoD-designated National DoD STSs: liver transplants (since 
2 Dec 93) and allogeaic/autologous adult bone marrow transplant (since Dec 94). 
WHMC's STS programs are nationally acclaimed resources sen ing  the D o D  that 
required years of  development and system maturation. They are preheated, as are 
the other GME-related senices, on a core local population requirement supporting 
an appropriate mix of diversity in patient condition, chronicity, and clinic need. 

Reduction in WHMC capability and inability of BAMC to  absorb these 
critical STS programs will require transfer and maturation of the programs 
elsewhere in DoD ( thus MILPERS, equipment and time-related costs), or transfer of 
these programs to  the civilian community (at increased TRICARX contractual 
costs), and loss of a b e n d t  for those patients 66 years of age or older. In addition, 
it would af€ect the continuity of treatment currentlg provided t o  patients, and the 
critical loss af GME and W c a I  treatment synergies  sing fram multi-disciplinary 
and highly specialized services. Access, of course, would diminish for patients 
required t o  transfer t o  the civilian network, if eligible, or to fee-for-service or 
private EMOs if Medicare eligible. 

f. Impact on AFMS quality standards. WHhlC camp ares very 
favorably, or exceeds, national indicators of quality health as fonows: 

JCAHO Grid Scores: 
AF Average- 90 
Civilian Average- 8 3 
n C -  98 

d W O  hcreditation Wiih Commendatinn: 
AF- 22% 
Civilian- 10% 



j WHMC- AU major categories received "Is" (highest score possible), no 
WII\IYge 1" recommendations 

MHA Quality Indicators: 
AF Better than National Average on 11 of 14 Indicators 
WHMC - better than the median in 19 of 23 indicators 

Physician Specialty Board Completion (pass rate, fist testing): 
AF - 92-loo%, depending on specialty 

- All of our physicians (non resident) are Board CertSed 
Civilian- 83-92% 
WHbIC- The five vear fist  time pass rates are as follows: 100% in 19 

of 27 medical specialties. 95% or better in fout, 90% or better in three, and one at 
8 1%. 

g, Physical plant. The new BAMC facility was planned, budgeted, and 
approved by Congress based on WHMC's capabilities t o  avoid unnecessary 
duplication of services. The new BAMC will not have the capacity to absorb both 
the inpatient and outpatient medical requirements ofthe local community, let 
,alone GI'vSEftertiary care and referral requirements, without substantial MILCON 
and O&M funded enhancements. 

ut' h. Reduction of services. Reduction of W H M C  capabilities will 
degrade its Level I Trauma Center capabilities. Loss of this vital military and 
civ3i.a~ c~mmunity emergency asset will reduce access t o  exigent care services. A 
sipi5cant amount of unc~mpensated emergency care is a h o  provided t o  the 
co lov ld ty  by WRMC on an annual basis. Trauma care is usually associated with 
catchment and near catchment populatioas, and could not realisticdy support that 
population's trauma needs if transferred to another major DoD medical center (e.g. 
Keesler or Travis). . 

The new BAMC was not plnnnPd or deeigneh to accommodate WHhlC's 
trauma workload, but, rather, t o  supplement WHMC's capability. NILCON and 
O&M fun& will be required at BAMC t o  maintain the same D o D  capability in the 
commulzi~. Otherwise, the TEUCARE suppart contract will require modificaiian, at 
increased costs, since true trauma care is a local requirement, and not elective, 
hence, not subject t~ the "tradesB' factors. 

I ,  

Emergent patients wil I  have t o  seek care elsewhere, ~otentially at 
lower lwel emergency medicine departments with fewer specidties immediately 
available. Medical s t d ,  e ~ e c i a l l y  meda7ints, will d e r  reduced opportufi tks for 
practicing wartime trauma s lds .  These staff could practice emergency dds in a 



local civilia emergency medicine department, but would then be unavailable for 
more routine care, consultation and continuing provider education. 

Summary 

This document substantiates two key points: 

a. WflMC is a unique platform in the ARMS providing world-dass 
training and medical capabilities whose continuation are critical to the entire Air 
Force Medical Service. No other platform exists that can accommodate the 
inhastructure required to support many of t h e  medicine and surgical subspecialty 
training programs that are required. Diffusion of the graduate medical education 
program t o  other locations would not replace the capability that WHMC represents 
nationally today, 

b. No COBRA has been done. If a platform could be found to 
accommodate this vast mission, t&e cost of transfenzing the propams and 
associated infrastructxue would be staggering. 

It is therefore crit ical that WBMC be maintained at its existing operatLondl 
capabiiity. Any changes to the structure of WHMC should be made 
programmatically and not through the BRAC process. 



I ACITON: O~TQ ~amnents and/or ~uggatioar FYI 

h f d  Date: 



OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON, DC 20301 - 1  200 

F~DZ;~ rctc; b thia mvbf 
HEALTH AFFAIRS 

MEMORANDUM FOR OFFICE OF THE ASD (ECONOMIC SECURITY) 
ATTN: DIRECTOR, BASE CLOSURES 

SUBJECT: Defense Base Closure and Realignment Commission Request for Information 

Mr. David Lewis, from the Defense Base Closure and Realignment Commission staff, has 
requested information regarding initiatives to reduce Military Health Services System 
infrastructure through means other than the base realignment and closure (BRAC) process. Our 
memorandum dated April 11, 1995 responded to this request. Subsequently additional details, by 
location, has been requested and that information is now being prepared. 

A briefing on graduate medical education integration in the San Antonio, Texas area was 
recently presented by the Commander, Brooke Army Medical Center. The attached slides 
summarize the presentation and may be useful to the Commission's understanding of our ongoing 
initiatives in that area. 

This presentation was not part of the base closurr: and realignment decision making process 
and therefore is not subject to certificatic. . The briefing was presented after the Secretary's 
recommendations to the Commission had been announced. 

Point-of-contact for additional information is LTC Richard A. Jones (703) 614-4705. 

Attachment: 
As stated 

Edward D. Martin, M.D. 
rrincipal Deputy Assistant Secretary 
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