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2351 Rayburn H.O.B. 

( J o e l  Hefley / Washington, D.C. 205 154605 
(202) 225-4422 1 

I FOR IMMEDIATE RELEASE 

,MEDIA ADVLSORY 
h/l:~rch 16, 1995 

CONTACT: Leigh LnMora 
(202) 225-3322 

HEFLEY TO HOLD HEARINGS A T  FITZSTMONS 

(Warhingron D.C. - 311 b/Wj Today, Representative Joel Heflcy (R-CO) allnuunced that 
rl~e Subcornniittee on Military Ir~srall.~tio~ls and Facilities will hold a field hearing ur Fl~zsimuns 
.4r1ny Mc.dic;\l Cenrer on Wednesda)., April 12, 1995 at 9:00 a.m. Mr. Hzflcy is cha~~.rn:~n of the 
Suhcv~nalittee. 

Thc purpose of thc: hewing will be to review the future military health infritstructul.e 
rrtc~uirerilcnrs i n  the R w k y  Molrnttun region. The hearing is open to tht: public. tIowever, ull 



DEFEASE BASE CLOSURE & REALIGNMENT COMMISSION 
1 700 NORTH MOORE STREET, SUITE 1425 

ARLINGTON, URGINIA 22209 
(703) 696-0504 

EMORANDUM OF MEETING 

DATE: March 21,1995 

TIME: 10:30 a.m. 

MEETING WITH: Edward Martin, M.D., OASD(HA) 

SUBJECT: Medical Joint Cross Service Group Results 

PARTICIPANTS: 

Name/TiiIe/Pl1one Number: 

Edward Martin, M.D., Principal Deputy Assistant Secretary of Defense 
(Health Af'fairs) 
LTC Ed Ponatoski, OASD(HA), JCSG Action Officer 
LTC Rich Jones, OASD(HA), JCSG Action Officer 

Commission Representatives: 

Ben Borden, Director, Review & Analysis 
Ed Brown, Army Team Leader 
Bob Cook, Interagency Issues Team Leader 
Frank Cirillo, Air Force Team Leader 
Alex Yellin, Navy Team Leader 
David Lewis, Army Team 
Craig Ha& Air Force Team 
Dave Epstein, Navy Team 
Ralph Kaiser, Counsel 



MEETING PURPOSE: 

Dr. Martin and his staff said that the Medical Joint Cross Service Group alternatives represent the 
output of the linear programming model and the starting point for discussions with the services 
about what hospitals to close or realign. He discussed some of the service responses and noted that 
many of the JCSG alternatives are being implemented by DOD outside of BRAC through the 
budget process. He said that, through capitation, DOD now gives MTF commanders a budgetary 
incentive not to admit patients to hospitals when outpatient alternatives exist and that this is 
reflected in reduced demand for inpatient beds and the MHSS is downsizing accordingly. 

Dr. Martin said that the wartime requirement for MTF beds is about 10,000 and that. based on 
utilization. about 14,000 beds are needed to meet all of the healthcare needs of the entire DOD 
beneficiary population. 

He said that he would send a letter detailing the specific service responses and their rationale, 
including descriptions of action being implemented outside of BRAC. Copies of the briefing charts 
he used are attached. 

David Lewis/fmny Team/3/24/95 



Mr. Edward k Brown IU 
Defense Base Closure and 

Realignment Commission 
1700 North Moore Street 
Suite 1425 
Arlington, VA 22209 

DEPARTMENT OF THE ARMY 
OFFICE OF THE CHIEF OF STAFF 

200 ARMY PENTAGON 
WASHINGTON DC 203104200 

F k m 3  r*@ this #wnber 
when mmmding C 1 5 0 3 C 4  -7 R \ 

Dear Mr. Brown: 

Enclosed is our response for record &om questions asked at the Commission testimony on 
March 7, 1995. 

If we may be of further assistance, please contact LTC Lamb, The Army Basing Stody at 
(703) 697-6262. 

Sincerely, 

Enclosures 
COL, GS 
Director, TABS 

Printed on @ Recycled Rper 



QUESTIONS FROM BASE REALIGNMENT AND CLOSURE COMMISSION 
MEDICAL 

1. The Army is recommending the closure of Fitzsimons Army Medical Center in 
Aurora, Colorado. In your analysis to determine which installation to close or  
realign, did you consider the needs of active duty and retired patient workload? Did 
you weight active duty and retirees differently? Were there any differences 
recognized between active duty and retiree beneficiaries? 

Yes. The Joint Cross Service Working Group used a linear programming model to 
determine which medical treatment facilities (MTF) should close or downsize. 40% of the 
weight for determining an MTF's overall fbnctional value was placed on active and family 
member populations supported within each region. Although retiree populations were not 
directly considered in the overall MTF functional value equation, they were one of the 
factors for determining a region's civilian primary care provider ratio. The Linear 
Programming Model was designed to ensure that the projected acute care and tertiary care 
requirements for our beneficiaries were met. All categories of the beneficiary population 
were considered, including active duty, family members of active duty, retirees, and family 
members of retirees. 

The Army followed guidance fiom the Office of the Assistant Secretary of Defense for 
Health Mairs' capitation methodology for ensuring overall MTF cost efficiency. 
Although specific active duty and retiree patient workloads were not directly utilized for 
calculating an MTF's overall fbnctio:xal value, they were considered in determining the 
overall ratio of CHAMPUS costs to MTF costs for the specific region being studied. 
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I. DoD Recommendations 

A. Army 
1. Close Noble Hospital (Ft. McClellan, AL) 
2. Realign Kenner Hospital to Clinic (Ft. Lee, VA) 
3. Realign Kimbrough Hospital to Clinic (Ft. Meade, MD) 

F b ? P : a i m  
B. Navy - No closures or realignments recommended 

C. Air Force 
1. Close Clinic (Brooks AFB, TX) 
2. Close Clinic (Reese AFB, TX) 
3. Close Clinic (Onizuka AFB, CA) 
4. Terminate shared activities with Veteran's Hospital (Kirtland AFB, NM) 

D. Past BRAC Actions (1988,91 & 93) - 28 Facilities Closed 

11. DoD Military Health Services System (MHSS) 

A. Mission - Maintain the health of military personnel so they can carry out their military 
missions, and to be prepared to deliver health care in time of war. 

B. Structure 
1. Facilities: 135 Hospitals; 500 Medical Clinics (300 Dental Clinics) 
2. Personnel: 54,000 Civilians; 107,000 AD Personnel 

C. Budget - $15.3 billion, FY95 (CHAMPUS $3.9 billion or 25.5%) 

D. Assistant Secretary of Defense for Health Affairs - Dr. Stephen C. Joseph 

111. Base Medical Care and Alternatives 

A. Military Health Care Facilities 

B. Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) 

C. Medicare 

IV. Medical Care "Entitlements" and Access 

A. Active Duty (AD) - entitled to health care in military medical facilities (1 0 U.S.C. 1074) 



B. Dependents of AD - entitled upon request on a space-available basis (10 U.S.C. 1076) 

C. Retirees and their Dependents - may be given medical care on space-available basis after 
AD personnel and their families; no entitlement (P.L. 85-861,2 Sept 1958) 

V. Costs 

A. Users 

1. Military Facilities - free of charge except for small per diem to cover meals (< $10) 
2. CHAMPUS - yearly deductible for family, $300, afterwards 20% of all approved care 

B. DoD - FY95 $15.3 billion or 5.9% of DoD budget (CHAMPUS, $3.9 billion or 1.5% of 
DoD budget) 

VI. Reforms 

A. CHAMPUS Reform Initiative (CRI) 

B. TRICARE 

C. Catchment Area Management (CAM) 

D. Clinton Health Care Plan 

Ralph Kaiser 
Counsel 
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April 21, 1995 

Mr. Robert E. Bayer 
Deputy Assistant Secretary (Installations) 
Office of the Assistant Secretary of Defense for Economic Security 
3300 Defense Pentagon 
Room 3E808 
Washington, D.C. 2030 1-3300 

Dear Mr. Bayer: 

Request that the Department of Defense provide detailed descriptions of current actions 
or future plans for realignment or "right-sizing" of the following military treatment facilities: 

-- B1a:nchfield Army Community Hospital, Fort Campbell, KY 
-- Ireliiind Army Community Hospital, Fort Knox, KY 

-- Matligan Army Medical Center, Fort Lewis, WA 
-- NH Bremerton, WA 
-- NH Oak Harbor, WA 

-- Walter Reed Army Medical Center, DC 
-- DeVv'itt Army Community Hospital, Fort Belvoir, VA 
-- National Navy Medical Center, MD 
-- NH Patuxent River, MD 
-- Malcolm Grow USAF Medical Center, Andrews AFB, MD 

-- McDonald Army Community Hospital, Fort Eustis, VA 
-- NH Portsmouth, VA 
-- 1 st Medical Group, Langley AFB, VA 
-- Munson Army Community Hospital, Fort Leavenworth, KS 
-- Irwin Army Community Hospital, Fort Riley, KS 
-- 351 st Medical Group, Whiteman AFB, MO 
-- Womack Army Medical Center, Fort Bragg, NC 
-- NH Cherry Point, NC 
-- NH Camp Lejeune, NC 
-- 4th R4edical Group, Seymour Johnson AFB, NC 



-- NH Camp Pendleton, CA 
-- NH San Diego, CA 

-- Evains Army Community Hospital, Fort Carson, CO 
-- USAF Academy Hospital, CO 

-- Bliss Army Community Hospital, Fort Huachuca, AZ 
-- 3 55th Medical Group, Davis-Monthan AFB, AZ 

-- NH Pensacola, FL 
-- 646th Medical Group, Eglin AFB, FL 
-- 325th Medical Group, Tyndall AFB, FL 
-- Keesler USAF Medical Center, Keesler AFB, MS 

-- Martin Army Community Hospital, Fort Benning, GA 
-- Lyster Army Community Hospital, Fort Rucker, AL 
-- 502n.d Medical Group, Maxwell AFB, AL 
-- 653rd Medical Group, Robins AFB, GA 

-- Reynolds Army Community Hospital, Fort Sill, OK 
-- 97th Medical Group, Altus AFB, OK 
-- 654th Medical Group, Tinker AFB, OK 
-- 396th Medical Group, Sheppard AFB, TX 

-- Moncrief Army Community Hospital, Fort Jackson, SC 
-- 363rd Medical Group, Shaw AFB, SC 

-- Winn~ Army Community Hospital, Fort Stewart, GA 
-- NH Beaufort, SC 

In regards to planned actions, please be specific about the status of those plans in Defense Health 
Program budgeting. 

Also, please describe in detail the status of current plans to realign NH Charleston, SC; 
9th Medical Group, Beale AFB, CA; 323rd FTW Hospital, Mather AFB, CA; and 438th Medical 
Group, Fort Dix, NJ. 

Thank you for your assistance. I appreciate your time and cooperation. 

Sincerely, 

Alan J. Dixon 
Chairman 
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HEADQUARTERS UNITED STATES AIR FORCE 
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The Air For -, ,,b premier Air Force medical facility known 
internationally for its ~crvlces and GME teaching programs. It has a long and distinguished 
historj 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 WHMC 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 efforts in rightsizing its medical facilities based on its readiness mission, along with TRXCARE, 
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 to 
culminate in the most effective and efficient use of healthcare resources. Using these tools will methodically and 
purposely eliminate duplication of services and provide for an optimum product-line and personnel 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 not be a decisive factor. Please contact Col Mayfield, HQ USAF/RTR, 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 

cc: 
OASDfHA 
HQ USAFISG 



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

For 

WHMC USAF Medical Center (WHMC) 

Introduction 

The Au Force does n::t support any BRAC initiative that eliminates a major Air Force . 
medical presence in the San Antoaio 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, U'HMC 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 WHMC, and accounts for 4 1 % of the total physician training man-years, 
is the only designated Specialty Treatment Center in the Au Force, as well as its only operating 
Level 1 Trauma Center. 

A large patient population and teaching 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 system 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 
fbnctions: 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 feasibility are 
discussed in detail below. It is impossible to separate any of these issues and hl ly  understand 
the ~ i g ~ c a n c e  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 Au Force structure that is threatened by the 
options. The Air Force's substantial DoD mission is magdied by support of the entire San 
Antonio community. This total demand forced establishment of a consolidated WHMC/BAMC 
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 DOLT medical readiness 
mission. In addition, a portion of the civilian indigent health care in San Antonio .is supported 
through Congressional appropriations. In essence, the total demand generated by Lackland AFB 
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 WHMC'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 . 
recopzing 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 carefbl 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 RRAC 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 age, the major medical player in 
San Antonio is the Air Force. WHMC, despite its relatively age, is a modern, extremely well- 
equipped, and efficient facility. 

Medical Readiness 

WHMC 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, and 
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 fellowships currently located at WHMC. 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 HaitidCuban support (424 personnel) have been 
supported by deployments from WHh4C. 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 pro@nity of W C  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 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 Transport (CCT) Teams. These unique capabilities are designed to 
deliver highly mobile, subspecialty care far forward. As a result, more critical causalities can be 
treated at the point of injury and then transported safely 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 capab ilit-ies . 

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 qualified personnel in the world to 
respond to trauma in contingency situations. Difhsing this health care delivery system based 
upon either option proposed would drastically reduce our patient care capability and greatly 
increase the cost of obtaining this 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 
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 cf 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 progrrms 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 dficult 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 siNcant 
decrements in clinical services as well as clinical training. Providing these clinical services and 
clinical 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 Force 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 Don 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. 

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 HZV 
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 
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. Local 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 tc, 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 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 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 
WHMC. 

AFMS personnel train in 119 different graduate programs. WHMC operates 40 of these 
training programs (34%); 27 of these programs are unique to WHMC. WHMC's training programs 
represent 471 of 1489 training years for all corps (32%) and 398 of 965 medical corps training years 
(41%). 



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 (20% vs. 40%). Having a greater proportion of 
physicians in civilian training requires AF to have more total physicians in GME trahhg than either 
the Amy or Navy. 

Maintaining the current level of military GME programs is vital to our readiness mission. 
Instructors/staff 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, making 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 which 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 training 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 spectrum 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 to ta l  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 
sigdicantly 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 %ired" to supplement the DoD direct care 
system based on known capacities and demand at  the time of awarding the 
contract. Any changes to  the baseline will 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 within the San Antonio 
catchment area, or within the entire region for whch the contract and regional 
planning are based. 

While government direct care savings may initially accrue from 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 civilian network. 

TRICARE support contracts. Changing the contract-provided capacities of 
either WHMC or any other bedded military medical treatment facdity, such as 
BAMC will have the following aff'ects: 



a. Affect on local catchment DoD and beneficiary costs and access. 
Overall, DoD and beneficiary-shared costs will increase to the extent direct care 
workload (inpatient and outpatient) is shifted t o  civilian providers. The trade-off 
factors identified in the CHAMPUS Reform Initiative studies may be too 
conservative for WHMC, given the higher demand for non-elective specialty care 
services, and the fact a sigmficant portion is based on referral. Although the 
contractors civilian network will be held to 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 difficulty accessing providers. 

b. Affect on DoD Region 6 costs and beneficiary access. Because about 
half of WHMC's inpatient workload originates from outside the catchment area, it 
is probable that bid-price adjustments will occur in other regional managed care 
support contracts as weU as Region 6's. There is extremely Limited capacity a t  
BAMC to absorb any additional inpatient workload in Region 6. Other MTFs will 
refer care to their local civilian network, increasing the number of non-availabihty 
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 difficulty 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 t o  services a t  WHMC affecting its reception of patients from outside 
Region 6, the extremely limited ability of BAMC to absorb the chfEerence, and 
concomitant reduction in overall San Antonio direct care system capacity to absorb 
referral workload, outlying catchment areas will either have to increase direct care 
service cap ability, 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 services (e.g., bone marrow transplant, liver 
transplant), especially in smaller metropolitan areas (e.g., Laughlm, Reese, etc.) 
Limitation of WHMC's capabilities may dnve increased demand for care in the local 
community and local MHSS facilities with resultant increase in queuing. 

d. Outreach Care capability. Eliminating 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, 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 reeon due to  lower economies of scale at smaller MTFs. That is, if 
several or all MTFs attempted to  continue the same level of surgical services 
provided currently through the Outreach program each MTF would have t o  procure 



the services of at  least one surgeon. This phenomenon is due to  the abllity 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 to the Outreach program would increase other MTF costs 
to the extent additional manpower were added to the MTFs to maintain the same 
capability. Without re-deploying those assets, at  a greater than one-for-one basis, 
local CHAMPUS and beneficiary costs will increase. 

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

(a) Beneficiaries receive an enhanced direct care medical 
benefit than might otherwise be provided locally, 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 dlizYcal 
opportunities as they participate in clinical practice with WHMC experts, and 
receive continuing medical education. 

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

e. Impact of reduction on DoD national and regional 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 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 TRICARE contractual 
costs), and loss of a benefit for those patients 65 years of age or  older. In addition, 
it would affect the continuity of treatment currently provided to patients, and the 
critical loss of GME and clmical treatment synergies arising from multi-disciplinary 
and highly specialized services. Access, of course, would diminish for patients . 
required t o  transfer to the civilian network, If eligible, or to fee-for-service or 
private HMOs if Mechcare eligible. 



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

JCAHO Grid Scores: 
A F  Average- 90 
Civilian Average- 83 
WHMC- 98 

JCAHO Accreditation With Commendation: 
AF- 22% 
Civilian- 10% 
WHMC- AU major categories received "1s" (highest score possible), no 

"Type 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 - 92-100%) depending on specialty 

- All of our physicians (non resident) are Board Certified 
Civilian- 83-92% 
WHMC- The five vear first time pass rates are as folows: 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 facihty was planned, budgeted, and 
approved by Congress based on WHMC's capabilities to avoid unnecessary 
duplication of services. The new BAMC will not have the capacity to absorb both 
the inpatient and outpatient medical requirements of the local community , let 
alone GMEItertiary care and referral requirements, without substanti.al MILCON 
and O&M funded enhancements. 

h. Reduction of services. Reduction of WHMC capabilities will 
degrade its Level I Trauma Center capab.&ties. Loss of this vital military and 
civilian community emergency asset will reduce access to exigent care services. A 
sigmficant amount of uncompensated emergency care is also provided to the 
community by WHMC on an annual basis. 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 to maintain the same DoD capability in the 
community. Otherwise, the TRICARE support contract will require modification, at 
increased costs, since true trauma care is a local requirement, and not elective, 
hence, not subject to the "trade-off' factors. 

Emergent patients will have to seek care elsewhere, potentially at 
lower level emergency medicine departments with fewer specialties immediately 
available. Medical 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 una.vailable 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 medical capabilities whose continuation are critical to the entire Air 
Force Medical Service. No other platform exists that can acc~mmodat~e the 
infrastructure required to support many of the medicine and surgical subspecialty 
training programs that are required. Diffirsion of the graduate medical education 
program to 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, the cost of transferring the programs and 
associated idt-astructure would be staggering. 

It is therefore critical that WHMC be maintained at its erristing operational 
capability. Any changes to the structure of WHMC should be made 
programmatically and not through the BRAC process. 



Docullleiit S eparator 
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2 5 MAY 1995; 
rOMlC SECURITY 

Honorable Alan J. Dixon 
Chairman, Defense Base Closure 

and Realignment Commission 
1700 N. Moore Street, Suite 1325 
Arlington, Virginia 32209 

Dear Mr. Chairman: 

This is in response to your April 27, 1995, letter requesting that the Department of 
Defense provide responses to questions for the record resulting from the April 17, 1995 
hewing. On May 9, 1995, we forwarded an interim response to these questions. Enclosed 
is the final set of answers. 

I trust this information will be helpful, please let me know if there is anything else 
we can provide. 

Sincerely, 

/*r ' Robert L. Meyer 

Director 
Base Closure 

Enclosure 

cc: Senate and House Reading Rooms 



MEDICAL JOINT CROSS-SERVICE GROUP 

PROCESS 

Ouestions submitted to Dr. Edward Martin 

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

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

ANSWER: The Joint Cross Service 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. 

Is realignment to a clinic a cost effective way to eliminate excess 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 ambulatory service clinics instead of 
inpatient hospitals. The most significant difference in a super clinic and a small 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 small inpatient services, and adequate civilian facilities in the immediate 
communities. 

Would it be more cost effective to close rather than realign hospitals, especially in areas that 
have additional military hospitals or substantial civilian capacity? 

ANSWER: The "733 Study" states that "on average, h4TFs 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 are many other issues which 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. 

3,. 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 BEWC 95 Review Group, the BRAC 95 Joint Cross- 
Service Group for lMTFs 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 service 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. 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, 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 regions, 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. Given that direct care services in military hospitals are essentially free to beneficiaries, while 
services received under CHAMPUS involve co-payments 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 LMTF care in lieu of 
CHAMPUS; however, this applied mostly to routine outpatient care and not specialty care. 



PRIOR ROUND AND NON-BRAC ACTIONS 

5 .  Please describe how reductions in the medical area fit into the larger, DOD-wide drawdown 
context? 

ANSWER: The Department of Defense is changing 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 88,91, and 93. 

6. 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.  In meetings with Commission staff, you described a number of hospital realignment actions 
taking place outside of the BRAC process. 

Please specify what the Department is doing to eliminate excess inpatient capacity beyond 
the recommendations sent to this Commission. 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 managed care and shift to ambulatory 

surgery 
Joint staffing 



Sharing agreements with the Department of Veterans Affairs 

Discontinuation of inpatient s e r v i s  
Naval Station, Adak, Alaska 
Naval Home, Gulfport, A4ississippi 
McConnell Air Force Base. Kansas 
Kirtland Air Force Base, New Mexico (resource sharing with DVA) 
Malstrom AFB, Montana 
Naval Hospital, Newport, Rhode Island 
Grissom Air Force Base, Indiana 
Reese Air Force Base, Texas 
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 Patuxent River, Maryland 
Naval Hospital Millington, Tennessee 
Naval Hospital Corpus Christi, Texas 
Naval Hospital Groton Connecticut 

Discontinuation of emergency roon~ services: 
Emergency room services have been .modified at 18 Air Force bases (level III to level IV 
emergency services) 

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, Arkansas 
Whiternan Air Force Base, Missouri 
Plattsburgh Air Force Base, New York 
Columbus Air Force Base, Ohio 
Laughlin Xir Force Base, Texas 
Tyndall Air Force Base. Florida 
Reese Air Force Base, T e x s  
McGuire Air Force Base, blew Jersey 
Grand Forks Air Force Base, North Dakota 
Maxwell Air Force Base, Alabama 



The Air Force is evaluating two other facilities. 

Termination of Obstetric and nursery Services: 
March Air Force Base, Clalifornia 
1McClellan Air Force Base, California 
Beale Air Force Base, California 
Fairchild Air Force Base, Washington 
The Air Force is evaluating an additional eight facilities. 

In particular, please describe current or planned actions for realignment, consolidation, or 
other "right-sizing" at the following facilities: 

ANSWER: 

-- Blanchfield Army Com~nunity Hospital, Fort Campbell, Kentucky 
-- Ireland Army Community Hospital, Fort 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 whlch recently 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 cooperati.ve 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 fosters resource sharing initiatives, such as: 

consolidation of laboratory functions so as to obtain bulk rates on supplies and the 
designation of MXVC as che sole site for certaln tests 
regionalization of the pharmacy to maximize prime vendor efforts 
transportation sharing to eiihance medical evacuation between the facilities. 



While Madigan Army Medj.cal Center (MAMC) 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, MAMC has reduced bed capacity to better match care requirements. Changes in 
services are also anticipated at a number of outlying clinics in response to BRAC 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 BRAC military construction project scheduled for FY 98 for ambulatory 
care additions. 

-- Walter Reed Army Medical Center, DC 
-- Dewitt Army Community Hospital, Fort Belvoir, Virginia 
-- National Navy Medical Center, Maryland 
-- Malcolm Grow USAF Pvledical Center, Andrews Am, Maryland 

ASD(Health Affairs) Medical Program Guidance, FY 1997 - 200 1, requires the Services 
"to integrate, right size and eliminate unnecess'ary duplication in the National Capital Region." 
The medical treatment facilities in this area are aggressively worlung to pursue graduate medical 
education consolidation as well as clinical services reaiignment/integration. This is a maturing 
initiative with the two most mature actions being the OB/GYN/NICU realignment between 
Walter Reed Army Medical Center (WRAMC) 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 (WRAlvIC will provide specialty gynecological services; 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 WRAMC: 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 ai.med at 
recapture of the primary care base in Northern Virginia and involves major realignments within 
the hospital and between outlying clillics to include PRIMUS clinics. 

Malcolm Grow USAF Medical Center has decreased inpatient operating beds by 3 1% in 
the last two years. 

-- McDonald Army Comm~unity Hospital, Fort Eustis, Virginia 
-- Naval Hospital Portsmouth, Virginia -- 1st LMedicai 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, F'ortsmouth, Virginia is the Lead Agent for DoD Health 
Service Region 11 which includes all three facilities. Recent initiatives in this area include: 

the establishment of voice and data communication networks to allow joint utilization 
of medical resources 
integration of major information management systems to create enrollment:, health 
care finder and provider networks 
establishment of a patient service center 
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 bby 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. McDonald Army Community Hospital 
will have a "Triprime Clinic" open in January 1996 in a continuing effort to develop their 
primary care network. 

-- Munson Army Commu:nity 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 medicaVsurgical 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 
-- 4th Medical Group, Seymour Johnson AFB, NC 

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 MTFs through the 
TRICARE Service Center that assists in locating appointments for beneficiaries with preferred 
and participting 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 preparation for the 
transition to TRICARE. The 4th hledical Group at Seymour Johnson 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 1)oD 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 Naval Hospital 
Camp Pendleton to assist in graduate medical training. Some general surgical residents from the 
Naval Medical Center, San Diego cbtain their obstetrics training at Pendleton and transitional 
inters perform their family practice rotation there. In addition family practice residents from 
Camp Pendleton rotate through the medical center for specialty training not available at their 
facility. In addition, NMC San Diego routinely provides specialty physicians to NH Camp 
Pendleton, in particular pediatric support and orthopedic support assist in reducing CHAMPUS 
and supplemental care expenditures. 

-- Evans Army Community Hospital, Fort Carson, Colorado 
-- USAF Academy Hospifal, Colorado 

ASD(Health Affairs) Medical Program Guidance, FY 1997 - 2001, requires the Services 
"to integrate, right size and eliminate unnecessary duplication at ... Ft. Carson Army Community 
HospitaUAir Force Academy Hospital." 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 ancl 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 (WBAMC), Texas. Their is a joint Davis- 
MonthanlWBAMC 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, Rlorida 
-- 325th Medical Group, Tyndall AFB, Florida 
-- Keesler USAF Medical Center, Keesler AFB, blississippi 



These facilities are all part of DoD Health 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 I'ensacola 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 AFl3 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 have 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 
ths  same period. 

-- lMartin Army Community Hospital, Fort Benning, Georgia 
-- Lyster Army Community Hospital, Fort Rucker, Alabama 
-- 502nd Medical Group., Maxwell AFB, Alabama 
-- 653rd Medical Group, Robins AFB, Georgia 

The relative distance between these facilities limits many types of right-sizing 
opportunities although they do share assets. Robbins AFB is exploring possible sharing 
agreements with the Veterans Administration medical center in the area and with a local civilian 
medical facility. There has been a 50% decrease in operating beds at Maxwell1 AFB in the last 
two years. 

-- Reyonlds Army Comm~unity Hospital, Fort Sill, Oklahoma 
-- 97th Medical group, Alltus AFB, Oklahoma 
-- 654th Medical Group, 'Tinker AFB, Oklahoma 
-- 396th Medical Group, Sheppard AFB, Texas 

Reynolds Army Community Hospital has several initiatives to maximize assets. 
Resource sharing agreement with the adjacent V 4  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 P 5 3 .  OK provides orthopedic surgeons to assist ~~cDonne l l  AFl3, KS. A 
proposal to covert the emergency room at Tinker AFB into a 24 hour acute care clinic is currently 
being developed. Sheppard M E 3  provides monthly manning assistance to Altus, 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 A m .  

-- 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 Nursins Unit is being evaluated for closure. Air Force ophthalmologists 
care for Army beneficiaries at ,Moncrief Army Community Hospital. Army radiologists read 
mammography films for Shaw AFE3 and the Air Force provides gynecological care to Army 
beneficiaries at SHAW AFB. 

-- 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 sharing difficult. 

In regards to planned actions, please be specific about the status of those plans in Defense Health 
Program budgeting. 

ANSWER: ASD(Hea1th Affairs) Medical Program Guidance, FY 1997 - 2001, requires the 
Services "to integrate, right size andl eliminate unnecessary duplication at Ft. Carson Army 
Community HospitalJAir Force Academy, at Brooke Army Medical CenterIWilford 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 1998." 

Also, please describe in detail tlne status of current plans to convert Naval Hospital 
Charleston, SC; Naval Hospital Patuxent River, MD; 9th Medical Group, Beale AFB, CA; 323rd 
FIW Hospital, Mather Am, CA; and 438th Medical Group, Fort Dix, NJ into outpatient clinics. 

ANSWER: 
Navv hospitals 

A "quick analysis" of these f.ve facilities was performed in April 1994 and it was 
determined that ambulatory health cue  centers were viable alternatives at these sites. As a result 
of this "rightsizing," Navy couid optlmze 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 IMILCON savings realized by this action equate to 
over $270 million dollars across the FYDP. 



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 
Naval Hospital, Groton 
Naval Hospital, Patuxent bver  
Naval Hospital, Corpus Christi 
Naval Hospital, Charleston 

Nov 96 
Nov 97 
Nov 97 
Nov 96 
Nov 97 

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, Charleston 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 catchrnent 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 4~0 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 linnited number of active duty inpatient beds required and 
rightsize the Naval Hospital to an anlbulatory care center later in 1997. 

Air Force Hos~itals 

9th Medical Group, Beale PJB -- 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 Dix -- This facility was reduced to clinic status from an 
inpatient facility on 1 January 1995. 



Why isn't the Department doing these actions through the BRAC process? 

ANSWER: Our purpose during BliAC 95 was to evaluate cross Service opportunities for Single 
Service asset sharing, decrease excess capacity, and reduce duplication within the lWitary Health 
Service System (MHSS). The alternatives submitted by the Joint Cross-Service Group on 
hlilitary Treatment Facilities have Seen 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. 

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(Health Affairs) has been the program manager for the Department's 
health resources since 199 1. As 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. 

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 
underway and planned can achieve the management goals we have established. 

8. San Antonio, Texas is home to two large military medical centers and a large number of 
civilian hospitals. This appears to be an example 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 reaiignment alternatives. Yet neither facility is on the DOD list. 

Why? 



Why did the Air Force choose not to realign Wilford Hall to either a clinic, as the Joint 
Cross Service Group alternative suggests, or a community hospital? 

Is there a plan to realign and consolidate services at Wilford Hail and Brooke Army Medical 
Center? If so, what is its status? 

Are you comfortable with [he ,Army and Air Force plans to enact such an alternative through 
the budget process? If not, 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 consolidation? 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 consideraleion by the Air Force that realigned Willford Hall Medical 
Center (WHMC) to a clinic. This option was based on computer modeling that 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 facility. 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, anti strongly rejected, this alternative based on consideration of 
several additional factors that were not included in the model. Wilford Hall Medical Clenter is 
the premier Air Force medical faci1ii:y 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 GME training programs of which 27 are unique to 
WHMC, and accounts for 41% of th~: total physician training man-years, is the only designated 
Specialty Treatment Center in the A.r 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 two 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 program:; 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 wiil be considerable operating efficiencies gained through these 
actions. I don't think action by the Defense Base Closure and Realignment Commission is 
necessary. We are confident that the rightsizing initiatives now underway and planned can 
achieve the management goals we have established. 



REOUIREMENTS 

9. The Commission staff understands that there is some disagreement 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 IWSS required that any alternative solution 
retain the aggregate number of wartime beds to meet the MHSS system wide and Service specific 
bed requirements. We also defined ~Oequirements based on FY 94 direct care inpatient rates for 
active duty members, retired personrtel, 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 
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 MHSS resources to meet the requirements. 

SERVICES' RESPONSES TO JOINT CROSS SERVICE GROUP ALTERNATIVES 

10. 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 alternativzs represent missed opportunities? 

AUSWER: 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 
khiitary 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 tlhe remaining facilities that were provided for their 
consideration. Additional rightsizing initiatives will be addressed thorough future Defense 
program and budget review processes. 

TESTIN1C)NY BEFORE THE COI\/IILIISSION 

11. In testimony before the Cornrrussion on April 17, 1995, you stated that there is a significant 
change in how DoD delivers care to eligible beneficiaries within its facilities. Specifically, you 
stated that the Air Force has stopped doing emergency services in 11 hospitals and closed 17 
others. In addition, you testified that the Navy is in the tinal process of malung judgment about 
downsizing five hospitals to clinics. 

Please provide for the record the details upon which your statements were based. At a 
minimum, please include the locations of affected hospitals, the date the change became or will 
become effective, and what other p1.ans your office may have to continue the significant changes 
in how DoD delivers care. 

ANSWER: See question 7 above for the response. 

Questions Submitted for General Shane 

1. How did the Army define "clinic" for the Fort Lee and Fort Meade realignments and what 
was the basis for the size of the staff reductions in the recommendations for these two hospitals? 

ANSWER: Both Kenner and Kimbrough General Community Hospitals perform same day 
surgery and would therefore normally generate a one day admission even without "inpatient 
services." Kenner and Kimbrough Army Community Hospitals did not receive a listing of what 
services to provide to qualify as a clinic. US Army Medical Command expectation is that the 
Medical Service Action Plan developed by Kenner and Kimbrough staffs will describe the 
services they think best for the community and the amount support staff. The staff reductions 
were developed using a manpower staffing assessment model (Benchmark). This methodology 
determined manpower requirements at 25 Army medical treatment facilities (MTF). By the end 
of CY 95, 100 percent of the Army MTFs will have been assessed using the Benchmark 
Requirements Determination Process. The Army Personnel Proponency Directorate (APPD) 
uses the model to detmine AMEDD Program Objective Memorandum manpower requirements. 

2. In developing the cost savings estimates for the two Army hospital realignment actions, 
what assumptions did the .4rmy mak:e about both inpatient and outpatient CHAMPUS cost 
increases3 

ANSWER: Trade-off factors developed and validated by DoD project the civilian sector 
utilization when a MTF is realigned. Active duty family members' care would shift to outside 
sources at a ratio of 1: 1. Beneficiaries other than active duty family members would seek care 



from outside sources at a rate of 1:2,.8 MTF dispositions and outpatient visits All scenarios 
depicting the elimination of inpatient services at any MTF assume that sufficient personnel and 
funding resources remain to provide outpatient, diagnostic, ancillary, and referral services 
commensurate with the remaining mission. 

The elimination of inpatient services would result in a 100 percent reduction in personnel 
supporting the inpatient services. A portion of these personnel would transfer with associated 
funding to other MTFs to provide th,e inpatient care formerly performed or subsequently referred 
by the realigning MTFs. 

For Fort Lee, the costing assumes that the fiscal year 1994 dispositions would transfer to 
outside sources at the tradeoff factor rates shown above. 

For Fort Meade, the costing assumes 85 percent of the fiscal year 1994 dispositions would 
transfer to Walter Reed Army Medical Center (WRAMC); the remaining 15 percent would live 
a significant distance outside the W M C  catchment are to warrant their seelung care through 
CHAMPUS; i.e., the CHAMPUS deductiblelcopay would be less the cost/inconvenience of 
traveling to W C .  

3. Please explain why the Army accepted some of the Joint Cross Service Group alternatives 
but not others? 

ANSWER: The Army accepted sorne JCSG alternatives and not others for operational and 
financial reasons. DeWitt Army Co~nmunity Hospital (DACH), Fort Belvoir, VA, is a keystone 
to the Northern Virginia Primary Care Initiative that provides the area beneficiaries with scarce 
primary care services so vital to a successful managed care program. The closure or downsizing 
of DACH to a clinic would not have only jeopardized the primary care initiative (for which 
DACH received the Vice President's Reinventing Government Award), but might have caused 
ASD (HA) to loss valuable Congressional support for DoD's TRICARE program. The DACH 
averages about 42,000 outpatient visits per month, which is greater than the outpatient 
contribution of Malcom Grow Medical Center (39,000 monthly). Additionally, the realignment 
of DACH never had a return on investment which was primarily caused by the high increase to 
the recurring CHAMPUS cost of $25.6 Mjyear. 

Downsizing or closure of Lyster Army Community Hospital (LACH), Fort Rucker, AL, 
would impact readiness by reducing specialized medical support for the Army Aviation School. 
The closure or downsizing of LACH to a clinic would force active duty patients (flight students 
and cadre) to on-post care in Dothan, AL about 45 minutes away. The lack of on-post care 
would result in high levels of pilot "downtime." Additionally, the realignment scenario never 
had a return on investment. 

Ouestions Submitted for blaior General Blume 

1. Based on documents provided to the Commission and discussions between the Commission 
staff and DoD representatives, it is understood that both the Army and the Navy performed 



COBRA analyses for all of the Joint Cross Service Group alternatives, but that the Air Force did 
not perform any. 

Is this correct? If so, why didn't the Air Force do the analyses needed to determine such an 
important aspect of the feasibility of the alternatives? 

ANSWER: Yes, this is correct. The Air Force performed no COBRA analyses on the JCSG 
alternatives because any list provided by the model at that time was premature. The initial results 
provided by the model in December. did not incorporate (remove) the Services' proposed bases 
for closure and realignment before it was run. iMedical facilities at installations which should 
have been removed from the model included those at Reese and Kirtland AFBs; Army facilities 
at Fort McClellan, Fort Ritchie, and Fitzsimmons AMC; and Navy installations at Long Beach, 
and centers in Kentucky, Indiana, M!aryland, New Jersey, and Pennsylvania. 

Also, and just as important, the model used by the JCSG needed improvements and 
enhancements in order to provide an accurate list of alternatives for further discussion. Some of 
these included correcting the excessive flow of GME beds to OCONUS, disallowing binary 
constraints to keep a facility open at medical center level, and verifying that MTF data accurately 
reflected reality. 

Did the Air Force actively piuticipate in the Joint Cross Service Group effort? 

ANSWER: Yes, officers from the Air Force Surgeon General's office participated in the Joint 
Cross Service Group effort; however, this involvement should not be interpreted as Air Force 
endorsement of the final results. The alternatives produced by the Joint Cross-Service Group 
would require review against the total Air Force installation BRAC evaluation and 
recommendations. 

If the Air Force wasn't going to consider the Joint Cross Service Group alternatives, why did 
the Joint Cross Service Group bother to consider Air Force Hospitals at all? 

ANSWER: The Air Force would have considered the Group's alternatives if the model had 
incorporated each of the Services' p~:oposed bases for closure and realignment made in this 
round. But, since these alternatives were based on the current base structure and did not factor in 
the Services' BRAC 95 recornmend.ed closures and realignments, it was considered premature to 
pursue any action on this list of alternatives. Improving and enhancing the model, then returning 
it with the '95 BRAC basis included, would have certainly provided a worthwhile bases from 
which to discuss potential rightsizing actions and how best to meet the needs of our beneficiary 
population. 

Additionally. and for your consideration, the Air Force prefers to facilitate medical 
mission changes programmatically rather than through the BRAC process in order to maintain a 
degree of flexibility in sculpting its future medical force. Flexibility is important in 
implementing TRICARE initiatives and delivery of health care to all beneficiaries. The Air 
Force advocates aggressive efforts in rightsizing its medical facilities based on its readiness 



mission, along with TRICARE, through a strategic resourcing methodology. Thls methodology 
forges the results of a population-based, demand projection, business-case analysis with 
capitated-based resource allocation and incorporates best business practices to culminate in the 
most effective and efficient use of health care resources. Using these tools will methodically and 
purposely eliminate duplication of ezrvices and provide for an optimum product-line and 
personnel mix. 

Ouestion Submitted for Mr. Nernfakos 

1. Please explain why the Navy did not accept either of the two Naval Hospital realignment 
alternatives on the Joint Cross Service Group list? 

ANSWER: The alternative to realign Naval Hospital Beaufort to a clinic is not a feasible 
alternative. Navy Medicine has an clbligation to support the operational requirements of the Fleet 
and Fleet Marine Force. Analysis showed the local civilian health care infrastructure has 
insufficient accredited inpatient and critical care capability to support the Marine Corps training 
operations at Parris Island and the Marine Corps Air Station at Beaufort. Naval Hospital 
Beaufort is the only hospital in the area with adequate inpatient and critical care capabi.lity to 
support any significant operational mishap. Therefore, realigning Naval Hospital Beaufort to an 
outpatient clinic would require the transfer of military medical personnel to a nearby Military 
Treatment Facility to meet inpatient care needs of the active duty population in the Beaufort area. 
Since there will be no savings associated with the elimination of military end strength and there 
will be increased CHAMPUS costs in  the Beaufort area with the loss of military inpatient care 
capability, this alternative produces no savings for the Department of the Navy. 

Although the alternative to realign Naval Hospital Corpus C h s t i  to a clinic was cost 
effective, it is not feasible due to the personnel demographics of the area. The Naval Hospital 
Corpus C h s t i  will provide care for the mine warfare helicopter assets relocating to Naval Air 
Facility Corpus Christi in support of the Mine Warfare Center of Excellence and for the strike 
training units being consolidated at Bingsville-Corpus Christi. Consequently, while the 1995 
actions eliminate from Naval Air Station Corpus Christi the students who traditionally do not 
have their dependents with them during flight training, they bring in active duty members with 
their dependents who will all require medical care. 
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. & C L ~  -=. 
FROM: Dave Lew~s 

THRU: Ed Brown, Ben Borden (in turn) 

RE: Proposal For Medical Issues Hearing 

CC: Frank Cirillo, Bob Cook, Jim Owsley, Alex Yellin 

Though medical spendin!; accounts for more than $1 5 billion of the defense budget, 
hospitals and medical corlsiderations in general are necessarily subsidiay to larger base 
closure and realignment tiecision making. However, access to militav hospitzls is still a:: 
important issue to many inilitary health services system beneficiaries Retirees who have 
chosen to make their home in an area near to a miiita?, hospi~al can be particularl!. i~ocal 
when the closure of that ?ospitzi is contempIated hlany retirees 17iev continued access ~c 
thei; local milita?- nospits! as an obligario:! or the pz? of rt:e .. c o ~  err,n7c::. znC :he! 

- - consider C H - W Z S  to be z poor substiture ivian>- rerrree: as.;- L: srlr o\ e- see the;- 
alternative in Medicare a:, even poorer than CHAhPCS 

On the other hand. closing military hospitals may flai~e impartan: positive efe'ects or, nea!:i-. 
care cost, quality. and access in the local community as a whole. Closure of a mi l i t a~  
hospital will likely increase demand for health care services in the civilian community -- 
both from residual active duty forces in the area and from retirees. As long as sufficient 
capacity exists, increased demand may lead to more efficient use of hospitals and other 
health resources in the area, lowering costs. As capacity adjusts to the new demand, more 
specialized services may become available, improving access to a broader range of services 
for everybody. And as providers gain experience in a wider variety of cases, overall 
quality may also improve. 

These opposite effects are likely to create a confused, contradictoqr message for the 
Commissioners when they consider community inputs on hospital closure and realignment 
issues. For this reason I believe it would be useful to the Commissioners to hold a hearing 



to specifically address medical issues. If the Commissioners could hear from and 
question DOD medical leadership -- the Assistant Secretary of Defense (Health Affairs) 
and the three Surgeons General -- about the process, impacts, and rationale behind 
hospital closures and realignments, it may help them to better understand the competing, 
often emotional arguments they are likely to hear later. 
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M e d i d  Treatment Facilities 

The 1993 Commission's Report recommended the Department of Defense improve 
health care operations and cost effectiveness, ensure that accessible health care is available 

1 
to remaining beneficiaries at closure and realignment sites, take an active role in identifiing 

g medical facility consolidations or closures, and continue pursuing formalized sharing 

% 
agreements with the Veterans Administration (VA) and private sector hospitals. The 

f Commission made five specific recommendations: (1) consolidate resources across Military 
. i Departments and specified geographic areas; (2) close military treatment facilities that are not 

cost-effective; (3) move assets across Military Departments and into other Service facilities 
to increase capabilities; (4) create health care programs that operate on a competitive basis, 
and (5) upgrade substandzd facili'ues that are still required. 

Tn response to dynamic changes in health care delivery, DoD developed a 
comprehensive managed care program called TRICARE. TRICARE is a regional managed 
care program that brings together the health care delivery systems of the military services, as 
well as the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS). 
The program is designed to improve beneficiary access, assure affordable and high quality 
care, provide choice and contain overall DoD costs. 

Twelve TRICARE regions are identified across the United States. Each is 
administered by a Lead Agent responsible for planning and coordinating the regional delivery 
of health care in that area. Indi-vidual medical commanders retain complete command and 
control of their health care program, and with assistance from the Lead Agent, can refer 
patients to other DoD and designated specialty referral centers. Lead Agents also oversee 
regional contracts with civilian managed care companies. 

The Department's actions to lessen any adverse medical impact at base realignment 
and closure sites include transition health care programs, managed care initiatives, retail 
pharmacy networks and meetings with beneficiaries. A retail pharmacy benefit is also 
included at each location where a provider network is developed. This program for 
CHAMPUS-eligible p e r s o ~ e l  will also be available to military Medicare-eligible 
beneficiaries residing within former BRAC catchment areas, when no other military medical 
pharmacy is present. 

In addition, the Department has begun to test a mail-order pharmacy service in several 
states. As with the retail pharmacy benefit program, the mail-order pharmacy demonstration 
is also available to Medicare-eligible beneficiaries residing w i h n  foformer BRAC catchment 
areas, when no other military medical pharmacy is present. 



Appendix F I 

Areas of Commission Special lnt,rrest I 

! DoD already shares thousands of services with the VA and has entered into numerous 
joint ventures. DoD is pursuing new opportunities with the VA while talilng a sound t 
management approach to furthering the VADoD Health Care Resources Sharing Program as 9 

1 

the Military Health Services System (MHSS) moves into the TRICARE managed care arena. P 
Individual sharing agreements are part of each of the comprehensive regional plans. 
Guidelines to military facility commanders will encourage the mhtary services to evaluate 

i 
I 

the possibility and feasibihty of using Federal capabilities, where and when it is mutually cost 
effective. Additionally, the Departments are in the process of signing a Memorandum of 
Understanding, implementing legislation that allows VA to establish a contractual health care 
provider relationship with L)oD Managed Care contractors. 

The Deputy Secretay's BRAC guidance memorandum of January 7, 1994, provided 
the authority for establishmt2nt of the Joint Cross-Service Group for Military Treatment 
Facilities (MTFs) and Graduate Medical Education (GME). The MTF and GME group 
developed criteria, data sources, and measurements consistent with the BRAC criteria 
Through quantitative and qualitative analysis, DoD identified closure and consolidation 
alternatives for Service consideration. The alternatives would reduce excess capacity in the 
MHSS while ensuring required infrastructure for wartime missions. The Services evaluated 
the alternatives in consonan'ce with their overall basing studies and analyses. The Assistant 
Secretary of Defense (Health Affairs) and the Services are also pursuing physical plant 
efficiencies through the Do11 Planning, Prograrnmng, and Budgeting System process. 

DoD has moved conscientiously toward bringing the Military Department's health- 
facilities into compliance wi.th governing life and fire safety codes to ensure that appropriate, 
quality health care delivery .is achieved in a safe and efficient setting. Revitalizing the 
physical plant resources supporting our health care delivery system is paramount in providing 
necessary, cost-effective, care to eligible beneficiaries while supporting the medical readiness 
mission. 

Cumulative Economic Impact 

The 1993 Commission made two key recommendations regarding cumulative 
economic impact. First, the Commission recommended that "the Secretary of Defense 1S1)Et 
clear that cumulative econornic impact alone is an insufficient cause for removing a base 
inadequate military value from consideration for closure or realignment. Economic impx 
should be given weight only when analyzing canhdate bases with comparable, suffici- 
military value." Guidance issued by the Joint Cross-Service Group on Economic Imp;lcl 
specifically addressed this issue by directing DoD components to consider cumulative 
economic impact as part of the economic impact criterion and within the context of 111 @ 
final selection criteria. Second, the Commission recommended "clarifying and standmfm%ll 
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personnel costs ---------------- $5 Billion 

Other Direct Care Costs ----- $6.4 Billion 
Medical Construction --------- $0.3 Billion 
Total Direct Care Costs ------ $1 I. 7 Billion 
CHAMPUS -------------,m-==m,,,, $3.6 Billion 
Total MHSS ----------------,m=,,, $15.2 Billion 

Source: Office of the Assistant Secretary of Defense (Health Affairs) 

Note: Totals Do Not Add Due To Rounding 
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1988-1 993 Reductions 

J,, 4 Army ------------ 642 Operating Beds 

u 4 Navy ------------ 621 Operating Beds 

JJ, 17 Air Force ---- 560 Operating Beds 

JJ, 25 Facilities - 1,823 Operating Beds 

Defense Base Closure and Realignment Commission 



BRAC 1995 Recommendations 

1995 Round 
w Roles 

JCSG 
Services 

B Recommendations 
JCSG 

- 6 Army (477 Beds) 
- 2 Navy (91 Beds) 
- 8 Air Force (7,044 Beds) 

DOD List 

- 4 Army (307Beds) 
- 0 Navy 
- 2 Air Force (29 Beds) 



1995 DoD AlternativeslRecommendations 



Closure Issues 
L 

I Readiness 
u Requirements vs. Capacity 
B VA and NDMS Back-Up 

Costs 
u DOD Remains Responsible For Some Care 
N CHAMPUS Costs vs. Direct Care 

Access 
Active Duty & Family Members 

u Retirees & Family Members 
w 65+ Beneficiaries 

Civilian Community Impacts 
>> Cost 
u Quality 
1, Access 

Possible Mitigating Factors 
w TRICARE 
J> Pharmacy Benefits 
>> Medicare Subvention 
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Hospital lssues 

P a ~ e  10. Question 1: Secretarv II'idnall, during hlr. Boatright's testimony, he indicated 

that the Air Force does not agree with the hospital bed requirement figure used by t11c 

Hospital Joint Cross Ser~ ice  Group. 

What is the correct f gure for the Air Force's requirement for hospital beds in the 

United States? 

Answer: The Air Force's operating bed requirement for peacetime support in the United States 

is 2255. This figure is based on workload demand and reflects a percentage of t-he average daily 

patient load at our medical fxilities. 



Page 10. Question la:  Does this requirement figure take into consideration the capacities of 

the Army and Navy, as well as the contingency beds provided by the Department of 

Veterans Affairs and the National Disaster Medical System (h?)MS). 

Answer: No. Wartime, conlingency operations and disaster casualty requirements include but 

exceed this baseline number. Expansion bed missions are in addition to this number. The 

number, therefore, is limited to Air Force, peacetime inpatient workload only and does not 

account for Army, Navy, Department of Veteran's Affairs or NDMS beds availability. 



Page 10, Question 2:. Secretary \Iridnall, Mr Boatright also stated that the Air Force 

believes that hospital closure and reaIignmerit decisions are prenlature a t  this point and 

that they should follo~i~ this round of baqe closures and realignments. 

Why didn't the Air Force develop a list of hospital closures and rc.ilignments that is 

predicated on the acceptance of the rest of the Air Force BRAC list? 

Answer: Recornmendatior; on the closure of medical treatment facilities are integrd to the Air 

Force recommendations. However, not only Air Force but all DoD closures and redignments 

must be considered in order to develop a list such as that proposed by the Medical Joint Group. 

Mission transfers, with the a;sociated personnel moves, will impact the health care delivery 

systems in all regions where a realignment or mission change associated with BiLriC occurs. The 

Air Force has aggressively been sizing the Medical Senlice separate from the ETdC actions. 

During the period FY 94-95. the following actions have been or a e  plznned to o z a r :  Thrx 

. -  . . . I ,  iaen:i~,. :::e czseiine medical rea5iness neeas wiri: L: esri~iared comp!eriori d ~ i ~  cf ;\,:I~: L;; . - 

- ... 
9apxlar;o;;. i :lis ?:oress \i:~!, conririue rc) crive propzr sizins of :he .4F\-.i into lhc i>eXI cen~u;-\ 
-. 
I ne \,as; m+iorit\. of proposed actions can be accoinplished \i.itnou: resori I C  BF!.'\C. 



Page 10. Ouestion 3: - Secretarv FVidnall, Mr. Boatright testified that hospitals can be 

closed and realigned outside of the BKAC process. 

While this is likely ito be true for small and medium hospitals, is it true for large 

hospitals? 

Answer: Closing or realigning even large hospitals would likely not break the BRAC thresholds. 

In addition, since only portions of those hospitals would be relocated, there is even less 

likelihood that a BRAC thre:;hold would be broken. 



Pare 10, Question 3a: Dm the Air Force intend t o  address the potential cost effectiveness 

of reaIigning large hospitals, such as the three medical centers identified by the joint cross 

service group? 

Answer: Yes. but not throu_ch the BRAC process. Strategic Resourcing is being developed to 

address present and future resource requirements of the total AFMS. This process considers the 

total MILPERS and Direct Care dollars (O&hq, CHAMPUS) required to operate a medical 

facility in each catchment aree.. The decisior? process wili include a cost comparison of the 

sources of care, quality considerations, and access impacts. The goal of the entire process is ro 

ensure that the most cost effective source of high quality, appropriate access to care is provided 

to our beneficiq, population. Since medical facilities are being clossd a\ bises being closed or 

realigned under BRAC, the Air Force is realizing a substantial reduction in medical facilities. 

Through Strategic Resourcing the remaining medical facilities will be rightsized Sased or! cos. 

effectiveness. 



P a ~ e  10. Question 4: &:retar\. MTidnall, how did the Air Force consider the medical 

needs of the active duty pcx-sonnel, retirees, and their family members remaining in the 

area of hospitals to be closed? 

Answer: Statutory requirements diciate that a joint senrices working group shall solicit the 

views of persons adversely (affected by installation clos Ires and realignments on the issue of 

suitable substitutes for furnishing health care. In most cases, no hospital or clinic will remain 

after the closure or major re.dignment of an installation. 
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Military Medical Care Services: 
Questions and Answers 

SUMMARY 

The primary mission of the Military 
Health Services System (MHSS) is to main- 
tain the health of military personnel so 
they can carry out their military missions, 
and to be prepared to deliver health care 
during time of war. In support of those in 
uniform, the military medical system also 
provides, where space is available, health 
care services in Department of Defense 
(DOD) medical facilities to dependents of 
active duty servicemembers and to retirees 
and their dependents. The Civilian Health 
and Medical Program of the Uniformed 
Services (CHAMPUS) is the military equiv- 
alent of a health insurance plan, run by 
DOD, for active duty dependents, military 
retirees, and the dependents of retirees, 

. survivors of deceased members, and certain 
former spouses. CHAMPUS reimburses 
beneficiaries for portions of the costs of 
health care received from civilian providers. 

The MHSS covers roughly 8.3 million 
people in FYI994 and includes some 135 
hospitals, 500 medical clinics and 300 den- 
tal clinics operating worldwide and employs 
some 54,000 civilians and :107,000 active- 
duty military personnel. Some facilities, 
however, are scheduled for disestablishment 
under the Base Realignment and Closure 
(BRAC) process. For FYI995 DOD is au- 
thorized over $15.3 billion for health care 
spending of which $3.9 billion is for CHAM- 
PUS. 

The MHSS is headed bly the Assistant 
Secretary of Defense for Health Affairs 
(ASD/HA), Dr. Stephen C. Joseph. The 
Army, Navy, and Air Force have extensive 
medical establishments. The possibility of 
further centralization to reduce further the 
role of the three military departments 
remains under consideration. 

Concern over the increasing share of 
the Defense budget allocated to health care 
has led to a number of reforms. DOD has, 
for some years, been moving in the direc- 
tion of managed care with a number of 
experimental programs. Although often 
well received, they have not invariably led 
to cost savings. Reductions in direct care 
for dependents and retirees in military 
facilities can actually lead to growth in 
overall DOD health spending, since benefi- 
ciaries whose access to military medical 
facilities is limited may turn to more costly 
private care with reimbursement under 
CHAMPUS. Improving the system may 
also attract new users, and thus higher 
costs to DOD, since many eligible depen- 
dents currently do not use it. Recently, the 
DOD has initiated a management initiative, 
TRICARE, to coordinate the efforts of the 
services' medical facilities. The Administra- 
tion called for the closure of DOD's Uni- 
formed Services University of the Health 
Sciences (USUHS), but Congress has kept 
the school in operation. 

National health care reform proposals 
under consideration in the 103rd Congress 
would not have ~ignificant~ly altered health 
care for active duty personnel, but would 
have affected dependents and retirees using 
military health care. Some plans envi- 
sioned premiums being paid by employers of 
non-active duty beneficiaries for guaranteed 
coverage in DOD medical facilities. 
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MOST RECENT DEVELOPMENTS 

The unwillingness of the 103rd Congress to enact major health care reform 
legislation will not affect ongoing Defense Department efforts to realign military health 
care and move increasingly towards managed care. Important budgetary question 
remain, given the growing costs of military health care within a declining overall 
Defense budget. 

BACKGROUND AND ANALYSIS 

Questions and Answers 

1. What Is the Structure and Purpose of the Military Health Services 
System? 

The Military Health Services System (MHSS) provides medical care to active duty 
military personnel, eligible military retirees, and eligible dependents of both groups. 
The primary mission of the medical services system is to maintain the health of military 
personnel, so they can carry out their military missions, and to be prepared to deliver 
health care during time of war. This mission involves medical testing and screening of 
recruits, emergency medical treatment of those involved in hostilities, and the 
maintenance of physiciil standards of those serving in the armed services. In support 
of those in uniform, the military medical system also provides, where space is available, 
health care services to dependents of active duty servicemembers and to retirees and 
their dependents. Some former spouses are also included. According to an  estimate 
developed by the Congressional Budget Office (CBO), the MHSS covered roughly 8.5 
million eligible people in FY1994. However, as many as two million eligible dependents 
and retirees do not make use of the system. Some have private insurance through 
civilian employment, others use Medicare or Veterans Administration facilities. At 
some point, however, 3 substantial number could seek care in military hospitals or 
through the Civilian Health and Medical Program of the Uniformed Services 
(CHAMPUS). The Defense Enrollment Eligibility Reporting System (DEERS) is a 
computerized data bank listing persons eligible for some type of military medical care. 

Under the Secretary of Defense, the MHSS is headed by the Assistant Secretary 
of Defense for Health Affairs (ASD/HA), Dr. Stephen C. Joseph. An October 1991 
reorganization strengthened the role of the ASD/HA by giving the incumbent planning, 
programming, and budgeting responsibilities for the MHSS, including facilities operated 
by the Army, Navy (which also provides health care services to the Marine Corps), and 
Air Force. Subsequently, the Office of the Secretary of Defense (OSD) forwards a 
budget request to Congress for the Defense Health Program (DHP) which includes 
monies needed for procuring equipment for the MHSS, operation and maintenance, and 
care for civilian beneficiaries. Funding for the compensation of military personnel 
assigned to the MHSS is contained in the Military Personnel appropriation accounts 
of the individual military departments. The Surgeons General of the military 
departments retain considerable responsibility for managing military medical facilities. 
The possibility of further centralization to reduce further the role of the three military 
departments (including perhaps a move towards a more unitary "purple-suited system) 
remains under consideration. (See David F. Burrelli, The Feasibility of Uniting the 



care or certain types of outpatient care and live within a catchment area, i.e., a 
geographical area surrounding a military hospital, they must seek care first a t  that  
military medical facility and must have a document (a non-availability statement (NAS)) 
stating that the needed care was not available a t  that military facility, before 
CHAMPUS will pay a share of their care a t  a non-military facility. CHAMPUS excludes 
certain types of care, such as most dentistry and chiropractic services. 

The share of the costs that CHAMPUS beneficiaries are required to pay depends 
on a number of factors including the beneficiary's status (i.e., retiree, dependent of 
active duty member, or tiependent of a retiree), the type of care received (e.g., inpatient 
or outpatient), and whiether or not the physician or hospital accepts CHAMPUS 
assignments (if not, the payer for care is reimbursed by CHAMPUS only for 
CHAMPUS-allowable charges and services, which may vary from those actually billed). 
In accordance with the Ilefense Appropriation Act of FY1993 (P.L. 102-3961, providers 
are limited to charging 115% of the amount CHAMPUS authorizes for a given 
procedure. Some observers have expressed concern that this move will limit the 
number and quality O F  providers who are willing to accept patients eligible for 
CHAMPUS. For more information on CHAMPUS payments and deductibles, see 
CHAMPUS Handbook, October 1994, pp. 62-77. 

CHAMPUS costs have grown dramatically since the program's inception, almost 
tripling from $1.2 billion in FY1984 to a n  estimated $3.9 billion in FY1.994, with the 
percentage of DOD hea:lth care costs allocated to CHAMPUS also increasing. 

Medicare. Active duty military personnel have been fully covered by Social 
Security and have paid Social Security taxes since Jan. 1, 1957. Social Security 
coverage includes eligibility for health care coverage under Medicare at  age 65. I t  was 
the legislative intent of' the Congress that  retired members of the uniformed services 
and their eligible dependents be provided with medical care after they retire from the 
military, usually between their late-30s and mid-40s. CHAMPUS was intended to 
supplement -- not to replace -- military health care. Likewise, Congress did not intend 
that CHAMPUS should replace Medicare as a supplemental benefit to military health 
care. For this reason, retirees become ineligible to receive CHAMPUS benefits when 
at age 65 they become eligible for Medicare. However, military retirees continue to be 
eligible for health care in military medical care facilities irrespective of age. Disabled 
persons under 65 who are entitled to Medicare may continue to receive CHAMPUS 
benefits as a second payer to Medicare (with some restrictions). 

3. Have Military Personnel been Promised Free Medical Care for Life? 

Some military personnel and former military personnel maintain that they and 
their dependents were promised "free medical care for life" a t  the time of their 
enlistment. Such pro:mises have in fact been made by military recruiters and in 
recruiting brochures, b,ut they were not based upon laws or official regulations which 
provide only for access to military medical facilities for non-active duty personnel if 
space is available as described above. Space may not be available and CHAMPUS care 
can involve significant costs to beneficiaries. RADM Harold M. Koenig, the Deputy 
Assistant Secretary of Defense for Health Affairs, testified in May 1993: "We have a 
medical care program fbr life for our beneficiaries, and it is pretty well defined in the 
law. That easily gets interpreted to, or reinterpreted into, free medical care for the rest 
of your life. That is a pretty easy transition for people to make in their thinking, and 



5. How Much Does: Military Medicine Cost Beneficiaries and How Much 
Does It Cost the Government? 

Costs to Beneficiaries. Active duty servicemembers receive covered medical care 
in military facilities %without additional costs other than small per diem charges. 
CHAMPUS beneficiaries pay differing amounts depending on their status and where 
they receive care. If care can be obtained a t  military facilities, there is no charge for 
medical services and only small daily charges for hospital stays. At present, for 
outpatient care in civilian hospitals and clinics, there is a yearly deductible of $150.00 
for one person and $300.00 for a family. After the yearly deductible is met, dependents 
of active duty personntll pay 20% of CHAMPUS-approved care; all others pay 25%. For 
inpatient care, there is no deductible for CHAMPUS-approved care, but families of 
active duty service members pay $25.00 per stay (or a smaller per  diem). Other 
CHAMPUS beneficiaries will pay the lesser of 25% of the billed charges or a fixed daily 
amount ($323. in FY1!395) of care covered by CHAMPUS. In addition, there is a "cap" 
on annual care; active duty families are reimbursed for allowable expenses over $1000 
and other CHAMPUS families are reimbursed for allowable expenses over $7,500. 
These figures are generalized; there are a number of important exceptions that  are 
explained in the CHAMPUS Handbook and in the underlying Federal Regulations (32 
CFR 199). Beneficiaries are urged to check with their CHAMPUS Health Benefits 
Advisor before seeking care. 

Cost to the Government. Prior to FY1992, funding for health care in DOD was 
appropriated to each of the three military departments, but subsequently a DOD-wide 
Defense Health Plan (IIHP) appropriation was established which included accounts for 
Operation and Maintenance (O&M); Research, Development, Training and Evaluation 
(RDT&E); and Procurement. The DHP includes hospitals, clinics, the Uniformed 
Services University of the Health Sciences (USUHS), and other training facilities along 
with CHAMPUS expenses. Salaries of military personnel continue to be appropriated 
to the military departments in Military Personnel accounts. 

Appropriations bills for the Department of Defense include funds for the Defense 
Health Program (in the Defense Agencies, Operation and Maintenance account) and 
funds for military personnel who staff the Defense Health Program (in the Military 
Personnel accounts of the three military departments). Congress has authorized and 
appropriated over $9.9 'billion for the Defense Health Program in FY1995. The salaries 
of military personnel, however, are paid from the Military Personnel accounts of the 
three military departments (in FY1995 they are projected to be $5.1 billion.) The 
Administration's total health care request for FYI995 approximated $15.3 billion (5.9% 
of the DOD budget); in real terms, one-third greater than spent on military medicine 
a decade ago. 

The CHAMPUS portion of the FYI995 budget submission comes to $3.9 billion, 
approximately the same as FYI994 appropriations. Earlier difficulties with significant 
cost-overruns in CHAM:PUS expenditures have been largely overcome; in recent years 
costs have remained close to appropriated levels. Although designated beneficiaries are 
"entitled to CHAMPUS (or access to DOD facilities), the Defense Health Program is 
not treated as an "entit.lementW for budgetary purposes; unlike "pure" entitlements, it 
is subject to the annual authorization and appropriations process. Any budgetary 
shortfall must be made up from elsewhere in the Defense budget or a supplementary 
appropriation must be ijought. 



visit), no claims forms, and no deductibles. CHAMPUS Prime also includes certain 
preventive health care, including routine physicals, that may not be part of regular 
CHAMPUS coverage. The third option under the CRI is CHAMPUS Extra, a preferred 
provider organization, in which beneficiaries have a somewhat greater choice of doctors, 
but must accept higher charges. A program similar to those in California and Hawaii 
has been underway in New Orleans although there is no military hospital in the area. 

According to user surveys, there is considerable satisfaction with CRI. Especially 
popular is the elimination of deductibles, co-payments, and complicated claims forms. 
A $3.5 billion, 5-year contract for continued CRI services in California and Hawaii was 
awarded in July 1993 to the Aetna Life and Casualty Co., but is being re-competed a t  
the recommendation of the General Accounting Office, based on vendor protests. On 
the other hand, DOD has found that  the greater utilization encouraged by CRI 
inevitably generates greater costs that offset administrative economies. 

Another effort is Catchment Area Management (CAM), in which commanders of 
five military hospitals have been given responsibility for managing health care services 
for beneficiaries within a 40-mile radius of their facility (known as the catchment area). 
In the CAMS, hospital commanders negotiate with networks of health care providers 
and civilians have beer1 hired a t  military facilities to provide additional services. The 
goal has been to improve efficiency and reduce costs. 

Other programs, including a tri-service effort in Tidewater Virginia have been 
developed to coordinate DOD health care. Special attention has been given to problems 
relating to mental health care, the costs of which expanded greatly in the 1980s. 

I t  is widely considered that a key element of effective cost controls is making a 
more accurate determination of the number of potential beneficiaries and designing an 
appropriate mix of military and civilian care for this population. This approach is 
known as "capitated budgeting." Costs can be based on realistic estimates of the 
beneficiary population, rather than on open-ended payments that fluctuate and have 
no built-in inducements for cost containment. Since care in the MHSS is an 
entitlement for all persons within certain categories, estimating the number of persons 
who will use the system a t  a given location in a given year is inherently difficult. 
Despite the fact that the number of persons eligible for CHAMPUS care is accurately 
known, predicting actual CHAMPUS utilization is difficult for DOD planners. Usage 
is dependent upon the availability of DOD facilities and whether beneficiaries have 
alternate health care coverage through their own or a family member's civilian 
employment. 

In July 1993, the House Armed Services Committee suggested in its report on the 
FYI994 Defense Authorization Act (H. Rept. 103-200) that, given experience with 
diverse experimental programs such as CRI and CAM, "it is time for the Department 
of Defense to move toward a more uniform benefit structure with similar cost-sharing 
requirements within each category of beneficiary and maximum choice among 
beneficiary enrollment options" (Pp. 302-303). In September 1993, the House 
Appropriations Committee indicated its belief that "adjustments necessary as a result 
of national health care reform are likely to be minimal on the [Defense] Department, 
and therefore the Department's successes achieved thus far should be implemented 
immediately." (House Report No. 103-254, p. 282.) As required by Section 733, P.L. 
102-190 of Dec. 5, 1991, the National Defense Authorization Act for FY1992 and 



premiums required for joining a uniformed services plan and some cost-sharing, but the 
Administration's plan would have eliminated deductibles. Estimates suggested that 
premiums for individuals would range from $35-$50 and $75-$100 per year for families, 
with no fees for families of junior enlisted personnel. Cost-sharing would range from 
$5-$15 per doctor's visit. Under the Administration's proposals, costs of premiums for 
non-active duty beneficiaries who are employed would be recouped from employers or, 
in the case of Medicare-eligible beneficiaries, from Medicare. DOD would pay 80% of 
the premiums for unemployed beneficiaries. No changes were contemplated for active 
duty personnel or for beneficiaries living overseas. 

In  marking up H.R.. 3600 on July 28,1994, the House Armed Services Committee 
did not address the enlployer mandate issue, but did support a requirement that 
Medicare reimburse DOD for care it provides to Medicare-eligible beneficiaries. I t  was 
estimated that DOD would receive $1 billion annually. S. 2343, introduced on Aug. 1, 
1994 by Senator Nunn, Chairman of the Senate Armed Services Committee, stated the 
sense of the Senate that Medicare reimbursement for care delivered to Medicare-eligible 
beneficiaries at DOD facilities is essential if the TRICARE program is to compete 
effectively with other health care delivery systems. The legislation did not, however, 
reach the Senate floor. 

Some observers noted that the Administration original proposal would have offered 
several advantages over the current situation: first, beneficiaries would have certainty 
of access; second, the burden of paperwork would be much reduced; third, costs to 
beneficiaries would be reduced. Perhaps most importantly, the new structure would 
require uniformed services health plans to compete on the basis of consumer 
satisfaction with other plans that could enroll beneficiaries a t  DOD expense. On the 
other hand, observers question whether financing arrangements contemplated would 
be adequate for the viat~ility of the program without major additional allocations of 
DOD funds. Some Members have expressed opposition to any requirement that 
employers of non-active duty beneficiaries contribute to health care expenses that  have 
heretofore be considered! DOD's responsibility. There were also concerns that self- 
employed beneficiaries of DOD medical care would be responsible for considerably 
greater costs than a t  present. 

Except for the single-payer ("Canadian-style") health care proposal (H.R. 1200), 
which would simply abolish CHAMPUS, other health care reform proposals in the 
103rd Congress did not directly address military medicine. 

Despite the failure of the 103rd Congress to enact national health care legislation, 
it is likely that current reforms of DOD health care, especially moves towards managed 
care, will continue as refliected in the effort to implement TRICARE. 

9. Should Medicare Reimburse DOD for Care Provided to Medicare-eligible 
Beneficiaries? 

Even in the absence of comprehensive national health care reform legislation, 
there is support for Medicare reimbursement of DOD health care provided to 
beneficiaries eligible for Medicare. I t  is estimated that  currently some $1.2 billion 
annually is spent by DOD to provide care for Medicare eligible beneficiaries. As Tricare 
is implemented pursuant to Congressional direction, DOD argues that access by retirees 
over 65 will be extremely limited unless Medicare reimbursement provides additional 



There are also social/psychologica1 considerations involvingcareer retention. Some 
military personnel claim that they have been told from the day they met with a 
recruiter that military medical care would be free. To "change the rules" for a person 
in mid-career or for a person who has honorably and loyally served and is now retired, 
it is argued, constitutes an erosion of benefits and the betrayal of a trust. This is 
especially a concern for individuals who have become dependent upon such care. 
Although grandfathering the benefits for those currently in the service and applying 
user's fees to future recruits is a possibility, it has not received notable consideration 
in the debate on this issue. 

12. e a t  Will be the Impact of Base Relocations and Closures on 
Military Medical Care? 

Base relocations and closures undertaken as part of the restructuring of the 
Defense Department in the post-Cold War period have included changes in the military 
health services system. Criteria for realignments and closures, established by DOD with 
congressional consent, include the need to deploy a force structure capable of protecting 
the national security, anticipated funding levels, and a number of military, fiscal, and 
environmental considerations that encompass community economic impact and 
community infrastructure. Three Base Realignment and Closure Commissions have 
specifically considered the effect of closing DOD hospitals and clinics on active duty 
military personnel as well as on other beneficiaries and potential beneficiaries of the 
MHSS. The first two BRAC Commissions recommended 18 military hospital closures; 
the third BRAC Comm:ission recommended an additional 10. Facilities scheduled for 
closure include hospitals in Philadelphia, PA; Oakland, CA; Orlando, FL; San Francisco, 
CA; Ft. Devens, MA; Ft. Ord, CA; and Long Beach, CA. In one case, the commission 
overruled a DOD proposal to close the Naval Hospital in Charleston, SC. (See Andrew 
C. Mayer and David E. Lockwood, Military Base Closures: Issues for the 103rd 
Congress, CRS Issue Brief IB92113; also, David F. Burrelli, Military Retiree Health 
Care: Base Closures anti Realignments, CRS Report 92-730 F, Sept. 21, 1992.) 

At congressional encouragement, DOD has developed transition medical plans for 
each closure site. In some locations, CHAMPUS beneficiaries can use managed care 
plans created as part of the CHAMPUS Reform Initiative or other programs. Medicare- 
eligible users of closed military hospitals will be encouraged to avail themselves of HMO 
and pharmacy program:; established by the Department of Health and Human Services. 
Nonetheless, the closure of military hospitals and clinics can be a source of anxiety, 
especially in communities that have attracted large numbers of new residents seeking 
access to the MHSS. 

13. What is the Future of the Uniformed Services University of the 
Health Sciences? 

The National Perfi~rmance Review, chaired by Vice President Gore, recommended 
the closure of the Uniformed Services University of the Health Sciences (USUHS), 
located in Bethesda, MI). Proponents of closure argue that the University is not cost- 
effective and that adequate numbers of well-qualified medical personnel can be attracted 
to the uniformed servicles from civilian institutions by scholarships that are much less 
costly. They have estimated that closing the University would save some $300 million 
over 5 years. Opponents countered that the training at  the University is more directly 
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DE-PARTMENT OF THE AIR FORCE 
HEADQUARTERS UNITED STATES AIR FORCE 

WASHINGTON, DC 

MEMORANDUM FOR BA!;E CLOSURE COMMISSION (Mr Frank Cirillo) 

FROM: HQ USAFIRT 
1670 Air Force Pentagon 
Washington, DC 20330-1 670 

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 
Analyses of Medical Joint Cross-Service Group Alternatives. 

for Realisnment a d  Transition 

A T  7 

L an!: 
1 .  AFiSG Fomal Respon:is ro Commission 

Requesi 
3. Formal Response to MJCSG .A1tenati\,es 
3. Point Paper and Slides 



uJ: lO;RS 00::l '& AFSG la 002 

MEMORANDUM FOR AFJRT 

FROM HQ USAF/SG 

SUBJECT: Air Force Med'ical Joint Cross-Service Group (JCSG) Analyses (AFRT # 276) 

The Defense Base Closure and ~ e i i ~ n m e n t  Commission's Air Force T e a l  Leader 
- 

requested that the Air Force provide results of all analyses performed regarding the hospital 
redignment alternatives provided by the Medical Joint Cross Service Group. He also requested 
documentation of the overall feasibility, cost, quality, and access implications of the alternatives, 
and the specific reasons why the Air Force did not adopt the JCSG alternatives. 

We performed no in-depth analyses (cost, quality, access, etc.) on t l ~ e  JCSG for MTF's 
alternatives. As indicated in SAF/MUYs memo to the Chainran 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 basc 
structure, not the proposed structure inclusive of the 1 995 base realignment md closurc (B RAC) 
recommzadations. We recommended rerunning the model with irnprovenle~lts and incot-porating 
the ! 995 BRAC recommendations to dctcrminc cadidates which would then generate dialogue 
bctween Services and DoD on how best ro meet the nee& of our beneficiaries. 

In addition we remain exlremely conccrrmcd that MTF-speciiic inclusions as BR4C 
actions that downsize hospitals to clinics may unreasonably limit future flexibility. Flexibility is 
impartant ifwe are to in~pleluenr our TMCARE initiau\ves and delivery of healthcare to dl 
beneficiaries. Instead we strongly advocate our progressive eEorrs to ribtsize and sculpt the 
fume nit Force Medical Service based on our primary mission, readiness, TRICARE, strategic 
resoucing, snd best business practices. The point paper and accompanying briefing slides at 
attachment 2 address these issues in greater detail. 

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

Major General, USAF, MC 
Deputy Surgeon Generd 

2 Attachments 
1, SAFNTI Memo, 29 I>ec 94 
2. Point Paper 
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AFSC 

JOLh'T CROSS SERVICE GROUP (JCSG) FOR MI'F Ah'D GME FOR BRAC 95 

- Provide informotion atlout ha& opcrationx and recommendations &om Medlcnl JCSG to prepare Air Force 
leadership for upcoming testimony trfith t l~e  RRAC commizsioners 

BACKGROUND 

- DcpSECDEF established JCSGs in five srcm with lucdicnl ar oue (UPT. Labs, DCPQLE, E C O ~ O I U ~ C  Inlpacl) 

-- In rcsponsc to '93 C~~mrnirrion's Rcport that DoD improve health con operations and cost effectiveness. ensure 
that accessible hcnld~ c u e  is avnilablc to remaining beneficiaries at closure m d  rellllgnmcnt sitcs, take an acrivc 
role in identiQing mtdical facility consolidadons or closurar, and continua pursuing formalized sharing 
agreements with VA and private sector hospitals 

--- DoD dcvclopcd comprchcnsivc mwwpcd cnrc progmm kallcd TRICARE 

Regional managed care p r o w  that brings together the health care delivery systems of the military 
services, as vtcU as CHAMPUS 

--- TIUCARE dtdigned to improve beneficiary access, assure ~ffordable and high quality core 

- Develop guidance for DoD componenr conduct of cross-service nnalyses mlf recommend additional Cross- 
service closurc or rctlliprncnt alicrnaliven lor considcdon by Services 

- Enhance oppormnitit:s for consideration of cross-service h d e o f i  and multi-Service use of remaining 
in6askucturc 

- Primary loo1 used in d<:vcloping medical dteruntivcs for consideration by Scwiccs was DoD approved Fixed 
Integer Linear R o p , i m i n g  hlodcl 

-- hlodcl incorpomtcd ~:hmctcristics bused on chencr to minimize excess capacity and maintam high quality 
facilities wirhin the I,,iiIi~iii~ Health Services System 

-- En;u:rd MTFs lo:ated a: s i t s  with sipificm! ncnve d c h  and t'?mily m d e e  remsmed open 

-- Uscd opcrnring bids nr gross p r h r  copncir). luea~urc nnd mnint3ined m i n u m  number of wmiinc bcds . . 
" -- "., ,, .. .-*-.,. --. . . .-.a',, "" .- .-". L-J,"-s::: 

--- Bcd demand fencsarcc on ncurc carc and mcd~cei ccnrc; reourrcmcnts usln& bcncficinry specific FY 44 direct 
cma inoaticn: ntr:s 

-- hledicai center be& aliocatad ia CONUS to east and we61 of Mi66issippiIClvei based on requirements 
gcncnted witi~in those a r e s  

- i3iucu-y co~lstrnint; aiso built into modcl to keep open a meci~cal f s c i l i ~  

--- Unacrsewcd prhnry c u e  areas 

Capt Da\,isIAFISGMMI(:20?)767-555016 Apr 95 

---- Insufnoient acute c u c  be& in the wmmunlw 
Less than 2 ac:reditcd acute c u e  mcdiwl faiilitics -- When supponing 25,000 active duty and family meab:rs 

-- In ovcrlnpping catchment nrcos, model flows patients to consolidntc inpntient cnrc 

- JCSG for medical provtded a list ofrealignment and closure alternatives to SAFRviII 5 Dec 94 

- 16 medical candidam for renlignmcnr ond closure: 6 Arrny. 2 Nn\?: nnd 8 Air Force 

- One Army alternative was ior complete closure (Tiuslmons Arrny Medicai Center (AMC)) 

-- AFISG'a reservations about resufrs (sce AF/SG Memo. 16 Dec 94 wd SA.F/~IU Memo, 29 Dec 94 attached) 



-- AFiSG'a ressnationc about results (see AF~SC hlemo, 16 Doc 94 and SAF/hl l l  Mcrno. 2P Dec 94 attached) 

-- Rcrnatwc - rcsr~lu were bused on c m n t  force structure, no BRAC 95 Services' Input 

- Some inconsirunde~problems with the model 

-- GME be& insppmpriately flowed &om CONUS to OCONUS; patient flow naoss Pacific to Tripler 
from t l~e  wemm US 

-- M d e l  constraints ioayprovrintely appiied to niedical ccntels, did not recognize downsizing 
c~roridcmtion to coiumuuig hosplul ('bedded facility versus clinic) --- Grou ruullr~ b w d  on m s s  mcsaums; did not consider product-lies, wst  effectiveness, nud our nu~nber 
one mission - rnadinesr, such aa first dcpluyer a d  nu ~ p o c l ~ b l e  hospital missious 
Model ran before Serv~ce's barc clovurc and rcsli~nment nomhecs could be iucorporntcd or dropped 

--- Concern about uriting medical renlignmcnt (downshlag) into BRAC law reduces our ne~lbility to nglltsiza 

--- Concern about rcgntivc i~npnct to TRICARE initiatives 

--- Clf all Air Force candidates. onc appctlrv vinblc, ulhcrs have impact ou reoriincss, wlng n~lssiou, ruid costs 

--- Reesc MTF implemented two yew test of ambulatory can center in 1994 
---- Scott Medicill Center doumsized to community hospital allhouj$ nmie did not change @oiiticnl issue) 

-- AFISG prefers flcxible "rightsizing initiatives" to sculpt bture A u  Force medical force versus placlng 
direction in BF3.C Isw (see anached bricflng sLIdes nnd supportiog justiticanon) 

---- Smdl  hospital working groups 
OB t3tk force 
Strategic resi>urcing 

---- Ambulatory cnrc shift, joint staffing mmgments.. and AFIVA sharing --- AF Medico1 Service rightsizing task force will quantify funuc siza of sarvice 

- information to bc uscd by scniur Alr Force Icndcrshlp's prcpwJtion for upcoming BRAC hearings 

2 Attachments 
1. S M M I  hfcmo, 29 Dcc 94 with otch 
2. Briefmg slides 
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SPECIAL ASST TO THE CHIEF OF STAFF FOR REALIGNMENT S: TRANSXTION 
A FIRT 

TASKERIROUTING SI-IEET 

--- --- 

SUBJECT: fi'i= M G I ~  XC s. 6 /? Al& ~'fsG5 SUSPENSE : 7 &p 2 
 DATE:;!^ /)+f$L M/RT CONTROL #:  

ROUTING . ... 

l k c ' d  L l / j o t ~  m d 4 . 5  
GENERAL BLUME 

c a o / U ~  
AE'/R'I'R % 

LT COL TRIPP - ~ Q T  - c ; t o ~  AE'/RTT 
,c,q.t-); j%d 2 0 2  7 b 7  -GLo'b 

ACTION OFFICER: cqr\'fim P R V ~ ~ S ~ ? . ?  ..................... L-L----- __----------------------------- __-_---_-------__-------------- --------------------------------- 
ACTION REQUIRED 

INFORMATION AND/OR 
fLf APPROPRIATE 

PREPARE FOR AF/'RT S IGNATURE/COORD 
RESPOND DIRECT KITH COPY TO AF/RT 
PEPARE COMMENTS AND RECOlQ4ENDATIONS 
21WPP-XS P O I K T  PLDEi? 
PROVIDE BRIEFING 

703 liLL CONGFSSSIONk;LS, PLEASE PilOVIDE COPiSS TO 
MAJ D'EUFEMIA FOR HER SCAN FILE 

IW so Y;i. S C ~ . F . ¶ Q  10s 
XTUIW THIS SHEET TO I,T COL TRIDP 

REMARKS : 

COORD WITH: 

COPIES TO: Fie- 
I S c L  0 

LC L~AQ e T ~ b  RV, 8 
USDBWC e M e O  

mvn ~ S S ( O S J  @ 
BE SURE TO INCLUDE THIS FORM WITH YOUR RESPONSE. CLEAR THE 
SUSPENSE WITH LT COL TRIPP, AF/RT, 38678, IF ANSWERED VERBALLY. 
CONTACT THIS OFFICE IF CHANGES ARE REQUIRED. 



DEFENSE BASE CLOSURE AND REALIGNMENT COMMISSION 
1 7 0 0  NORTH MOORE STREET SUITE 1425 

ARLINGTON. VA 22209 
703-696-0504 

March 20, 1995 Q p ~  IN d 
27mw 
/---- 

Major General Jay Blume 
Special Assistant for Base Realignment and Transition 
1670 Air Force Pentagon 
Washington, D.C. 20330-1 670 

Dear General Blume: 

I request that the Air Force provide the results of all analyses performed regarding the 
hospital realignment alternatives 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 alternatives, and the specific reasons why the Air Force did not adopt the 
JCSG alternatives. This infomiation should specifically address, though not be linuted 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 Joir,:t Cross Service Group alternatives. 

Thank you far your assi,;:ance 2nd cooperation in this matter 

Air Force Team Leader 

Enclosure 



CLObE iiOLL, - bCtC;,UCL;Z b!.-lti- O h L i  
D E P A R T W E N T  O F  T H E  A I R  F O R C E  

W. A S H l h G T O h '  DC 20330- 1W 

9 JAM '1% 
OFFICC Or T H C  A S S I S T A N T  S C C R C T A R V  

hlEhlORANDUM FOR RECORD 

SUBJECT: hfinutes of .4ir Force Bas- Closure Execuuve Group (AFBCEG) hleeting 

The .4F/BCEG rr~eeting was convened by Mr Boamght, SAF/MII, at 1030 hours on 
13 December 1994, in Room 5D1027, the Pentagon. The following pcrsonnel were i n  
attendance: 

a. AF/BCEG members: 

h?r. Boamght, SAFNII ,  Co-Chairman 
M2.j Gen Blume, AF/RT, Co-Chairman 
Mr. Beach, SAF/FM 
Mr. McCall, SAF/MIQ 
h?aj Gen McGinty, AFDPP 
h3.r. Orr, A F L G M  
A h .  D u z n e ,  S.WI.4QX 
h k .  Kuhn, S.AF/GCN 
- .  
;nE: Gen h . e a v ~ , r ,  XG3iCc 
7 fin2 Gen i?;adIc~-, XFRE 

Col h12\,fieid. AfR3, 
Co1 Y v z i ~ r s ,  AFPE 
Col Pezse, AF,XOC)A 
Col Renron, SAFhlII  
Lr (301 Black, AF/RTR 
Lt (301 k i n g ,  NGB 
Mr. Reinenson. AF!CEP 
h42; Ricnzrason, AF/ilTR 
Ch4Sgt Dumez, AF/SGh4 

The meeting uPzs called to order by hfr. Boamghr. He discussed thr: problcms assmiared 
with meeting the Jmuaii 3, 1995, deadlin:: imposed bj8 OSD foi prelinlinary cmcL 1dz:es for 
closurz or xalignmen!. 

CMSgt Dumzz, AFISGM, presented the a l ~ m a d i ~ e s  dtvrlopzd by the 3ledicd JCSG, 
using tnc slidts at Arch 1. n e i r  was g e a r  conccm h a t  &t d~ernarives weir developtd 
premarurcly, since zny dezisions should ~ f k c i  the BR4C 95 basing changes. In adhdon,  the 
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CHAl RMPLN - Dr  (Adrn) Edward hlartin, 
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Provide candidates for reah-ent 
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Base Closure E-1 

MEDICAL JCSG 

METHODOLOGY 
Categorized MTFs 

Medical Centcrs 

Community Hospitals 
Clinics 

Funct iona l  Value 

Patient Population 

Civilian h4 edical Resources 
MTF Physical Plant 

Contingency Factors 
Civilian Cost Comparison 
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MEDICAL JCSG 'i 
h$ETHODOLOGY Continued 

Da ta  Collected, Validated by SG, 
a ~ d  Checked by S e x i c e  Audi t  
Agencies and DoD IG 
Linear Prograrnrning hlodel Used 

Reduc t  excessive capaciv 

Maintain average iunctional value 
system-wide 

hlaintain expanded beds t o  meet 
Service w a s h e  z r d  DoD 
peacetime requirements 
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MEDICAL JCSG 

RESULTS 
Based o n  Current Force Size 

Excess capacity (operating beds) identifjed 

16 medicaI candidates for realignment o r  
closure 

6 A m y  
2 Navy 
8 AF 

2 Medical Centers 
6 Hospitals 
NO Complete Closures 
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I MEDIC-LI, JCSG 
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I 
Ca-pCidztes 

- Reese - Demonstration Test  Nou- 

Shaw - Readiness issue  

, Lulgley - H e a c h e s s  issue  

L'S.4F Academy - Cadet Mission 

Sheppard - Question Cost-Efictiveness 

Scott - Question Cost-Effecriveness 

Wright-Patterson - Question Cost-EKectiveness 

LacHznd - SiB-uficant i s sues  
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I MEDICAL JCSG 

Concerns - Write medical realignment into law? 

RealsavingsunderBRAC? 
Impact to mission, morale? 
Flaus in the  model 
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I I 
A MEDICAL JCSG 

Recommendation . 

S c p p o n  any site if AF closure cadidate 

S.upp0-n Reese as a continued demonstration sire 
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I 
I Military Hospitals , -- U. S. 

Source: JCSG Linear Programming Model Dataset 
Defense 8ase Closure and ~ e a l i ~ n m a n t  Commission 

f 

Expanded 
Beds 

9,682 

3,865 

6,50i 

20,048 
A 

Available 
Beds 

7,464 

3,383 

- 9  '61 1 

15,608 

Operating 
Beds 

4,75 1 

2,395 

L , J ~ u  3 <2Q 

9,684 
. 

Army 
r 

Navy 
c -  

USAF 
i 

Total 

C 

Hospitals 

32 

19 

48 

99 




