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| EXECUTIVE SUMMARY

The Medical Joint Cross-Service Group (JCSG) was chartered to review
Department of Defense healthcare functions and to provide base closure and
realighment (BRAC) recommendations based on that review. Assigned functions
included Department of Defense (DoD) Healthcare Education and Training;
Healthcare Services; and Medical and Dental Research, Development and Acquisition
(RD&A). The Air Force Surgeon General chaired the Medical JCSG, and other
principal members included senior medical members from the Military Departments,
the Joint Staff, and the Office of the Secretary of Defense (OSD). The report that
follows details the group’s strategies, processes, and recommendations to the
Secretary of Defense for consideration for the 2005 BRAC Commission.

Responsibilities and Strategy

The Medical JCSG was responsible for a comprehensive review of assigned
functional areas, an evaluation of alternatives, and the subsequent development and
documentation of realignment and closure recommendations for the Secretary of
Defense. In developing its analytical process, the Medical JCSG established internal
policies and procedures consistent with DoD policy memoranda, the force structure
plan prepared by the Chairman of the Joint Chiefs of Staff, installation inventory,
BRAC final selection criteria, and the requirements of the Defense Base Closure and
Realignment Act of 1990, as amended.

The Military Healthcare System (MHS) is tasked with ensuring that DoD
maintains medically ready operational forces and that the DoD has trained, proficient
and deployable medics to support the warfighter. In addition, DoD must foster and
deliver research, development and acquisition of unique military medical and dental
technology and techniques. In its current form, the DoD healthcare delivery system
accomplishes this mission through two complementary organizations: the Direct Care
System which includes military treatment facilities, and the TRICARE health benefit
program which provides access for beneficiaries to the civilian healthcare system.

The Medical JCSG developed key strategies to guide deliberations based on the
key objectives above. These strategies came from an analysis of the BRAC criteria.
The Medical JCSG focused its efforts on:

e Supporting the warfighter and their families in-garrison and deployed;

e Maximizing military value while reducing infrastructure footprint and
maintaining an adequate surge capability;



e Maintaining or improving access to care for all beneficiaries, including
retirees, using combinations of the Direct Care and TRICARE systems;

e Enhancing jointness, taking full advantage of the commonality in the
Services’ healthcare delivery, healthcare education and training, and
medical/dental research, development and acquisition functions;

e Identifying and maximizing synergies gained from co-location or
consolidation opportunities; and

e Examining out-sourcing opportunities allowing DoD to better leverage
the large US health care system investments.

The MJCSG’s final recommendations were based on a review of the entire
Military Healthcare System, including the TRICARE program, with a view towards
advancing these strategies. To facilitate efforts, the MJCSG developed categories of
functions for evaluation, and organized into subgroups corresponding to these
functions. Each subgroup, in turn, developed strategies for evaluating its functions.
These strategies were based on the Medical JCSG key focus areas and guided by
BRAC criteria 1-8.

Analytical Process

The Medical JCSG approach to the BRAC process involved iterative and
concurrent actions in close collaboration with the Military Departments and the other
Joint Cross Service Groups. The Medical JCSG Principals formed the deliberative
body; subgroups generated ideas, proposed the overall scope for analyses and
brought forth recommendations for consideration. All data collection was conducted
and certified in accordance with BRAC process guidance.

The Medical JCSG subgroups developed attributes and metrics to determine the
capacity of all installations for their assigned functions. The metrics were used to
develop questions designed to solicit necessary data, which were subsequently issued
to all DoD installations in the form of a controlled data call. The Medical JCSG
approved all attributes, metrics and questions.

The Medical JCSG used the responses from the installations (submitted in the
form of certified data) to perform a capacity analysis and review surge requirements.
At each step in the process, adequacy and quality of the data was independently
validated by the DoD Inspector General.

Once the Medical JCSG acquired capacity information, it conducted military value
assessments of each function at each installation. The Medical JCSG subgroups
developed military value data call questions from BRAC selection criteria 1-4 to
generate data for the quantitative portion of military value analysis, which includes



both quantitative data, as well as military judgment. Using the installation’s
responses, the Medical JCSG subgroups identified realignment or closure scenarios
that corroborated their strategies and were supported by data. The Medical JCSG
determined that these scenarios meet the Medical JCSG’s charter and goals by
advancing jointness, achieving synergy, capitalizing on technology, exploiting best
practices, and minimizing redundancy, while maintaining the fundamental healthcare
mission of the Military Healthcare System. Once scenarios were developed, the
remaining selection criteria (criteria 5-8) were assessed, using standard DoD’s
procedures and/or models.

The Medical JCSG ultimately approved 22 candidate recommendations for
presentation to the Infrastructure Steering Group (ISG) and Infrastructure Executive
Council IEC). All Medical JCSG decisions were made by vote, and dissenting
opinions were entered into the meeting minutes and presented to the ISG/IEC.

Review and adjudication by the ISG and IEC resulted in the candidate
recommendations presented in section IV.

Summary of Results

The MJCSG recommends:

e C(Closing Brooks City-Base. Relocate Human Systems Research,
Human Systems Development & Acquisition, Aerospace Medicine and
Occupational Health Education and Training, and Naval Health
Research Center Electro-Magnetic Energy Detachments to Wright-
Patterson Air Force Base (AFB); OH; relocate AF Audit Agency and
341:Recruiting Squadron to Randolph AFB, TX; relocate Army
Medical Research Detachment to Fort Sam Houston, TX; relocate Air
Force Center for Environmental Excellence to Lackland AFB, TX.

e Realigning Walter Reed Medical Center as follows: relocate all tertiary
medical services to National Naval Medical Center, Bethesda (NNMC),
MD, establishing it as the Walter Reed National Military Medical
Center Bethesda; relocate all other patient care functions to DeWitt
Hospital, Fort Belvoir, VA; disestablish Armed Forces Institute of
Pathology (AFIP) by relocating military relevant functions to NNMC
Bethesda, Dover AFB, and Fort Sam Houston; relocate Combat
Casualty Care sub-function (less neuroprotection research) of Walter
Reed Army Institute of Research and Naval Medical Research Center
to Fort Sam Houston; relocate the Medical Biological Defense
elements of Walter Reed Army Institute of Research and Naval
Medical Research Center to Fort Detrick; relocate Medical Chemical
Defense element of Walter Reed Army Institute of Research to
Aberdeen Proving Ground.



e Realigning Lackland AFB, TX, by relocating the inpatient medical
function to Brooke Army Medical Center, Ft Sam Houston, TX,
establishing it as a Regional Military Medical Center, and converting
Wilford Hall Medical Center into an ambulatory care center. Realign
Naval Air Station Great Lakes, IL; Sheppard Air Force Base, TX;
Naval Medical Center Portsmouth, VA; Naval Medical Center San
Diego by relocating their medical enlisted basic and specialty training to
Fort Sam Houston, TX.

e Realign Marine Corps Air Station (MCAS) Cherry Point, Fort Eustis,
Air Force Academy, Andrews AFB, MacDill AFB, Keesler AFB, Scott
AFB, NAS Great Lakes, and Fort Knox, by disestablishing the
inpatient mission and converting the hospital to a clinic with an
ambulatory surgery center.

e Realigning McChord Air Force Base, WA, by relocating all medical
functions to Fort Lewis, WA.

e Creating Joint Centers of Excellence for Battlefield Health and Trauma
research at Fort Sam Houston, TX; Infectious Disease research at
Walter Reed — Forest Glen, MD; Aerospace Medicine research at
Wright Patterson AFB, OH; Regulated medical product development
and acquisition at Fort Detrick, MD; Medical Biological Defense
research at Fort Detrick, MD; and Chemical Biological Defense
research, development & acquisition at Aberdeen Proving Ground,
MD These actions realign several facilities to include: leased spaces, Ft
Belvoir, Tyndall AFB, Forrest Walter Reed Glen Annex, DC, and
others as described in the Recommendation below.

e In addition, the Medical JCSG inputs are reflected in recommendations
covering closure and realignments of active duty bases that have been
developed by the Military Departments and other Joint Cross Service
Groups.

I ORGANIZATION AND CHARTER

a. Group Identity and Organization

On November 15, 2002, the Secretary of Defense formally initiated the 2005
Defense Base Realignment and Closure (BRAC) process. He established the
Infrastructure Executive Council IEC) and the subordinate Infrastructure Steering
Group (ISG) to oversee and operate the BRAC 2005 process. The ISG established
seven functional groups which formed the basis for its recommendations: Industrial;



Supply and Storage; Technical; Education and Training; Headquarters and Support
Activities; Intelligence; and Medical.

The Medical JCSG was tasked with identifying, analyzing, and quantifying all
tunctions within the Military Health System (MHS). The Medical JCSG’s area of
responsibility, as approved by the Secretary, included all functions within the MHS
with no exclusions. The Air Force Surgeon General was selected as Chair for the
Medical JCSG. For each MHS function, a senior Medical JCSG member was
assigned as a Principal to lead analytical efforts. Functions and assignments were:

e Healthcare Education and Training — Navy Surgeon General

e Healthcare Services — Acting Deputy Assistant Secretary (Health
Budgets and Financial Policy), Office of the Assistant Secretary of
Defense (Health Affairs)

e Deployable Force Sizing — Joint Staff Surgeon

e Medical and Dental Research, Development and Acquisition — Army
Deputy Surgeon General

e Joint Medical and Dental Infrastructure — Medical Officer of the
Marine Corps

The Medical JCSG developed its recommendations in three functional areas:
Healthcare Setrvices, Healthcare Education and Training, and Medical/Dental
Research, Development, and Acquisition. The Medical JCSG determined that Joint
Medical and Dental Infrastructure should not be a separate function. Infrastructure
is an essential part of capacity determination and that any effective determination of
excess capacity must be subsumed within the Healthcare Education and Training,
Healthcare Services, and Medical and Dental Research, Development and Acquisition
functions. After a review of the medical support for the war plans as developed by
the Combatant Commanders, the 20 year force structure plan and the medical
manpower requirements as detailed in the FY04-FY10 Program Objective
Memorandum, the Deployment Force Sizing subgroup determined that the current
force size was appropriate for the wartime support requirements. The subgroups of
Joint Medical/Dental Infrastructure and Deployment Force Sizing therefore provided
support that is incorporated into the other subgroups' analyses.

Figure 1 presents an overview of the plan the Medical JCSG used for analysis of
MHS functions. To support this analytical process, the Medical JCSG empanelled
over 30 members to support deliberations.
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Figure 1. Medical JCSG Plan of Analysis.
b. Functions Evaluated

1. Healthcare Services

The Healthcare Services subgroup evaluated all clinical medical and dental care
delivery functions, including all specialty care, required by the population surrounding
a military treatment facility. The population is defined as active duty members, active
duty family members, retired military and retired military family members either
enrolled to that treatment facility for care or residing within 40 miles of the treatment
facility. The baseline period for data on clinical throughput was set to Fiscal Year02
as the most recent period of data available to the Medical JCSG at the inception of
BRAC 2005. Physical assets supporting the MHS (including the campus facilities,
capital/investment equipment, Class VIII storage, and blood) were also evaluated.

The Medical JCSG developed a three-fold analytical framework for the evaluation
of healthcare. The Medical JCSG calculated capacity and quantitative military value
for each function within each facility. First, the Medical JCSG analyzed data (using
the DoD approved optimization model) to identify an optimal approach to reducing
excess capacity while minimizing the impacts on average military value across the
MHS healthcare functions. This analysis approach was also constrained to ensure
sufficient workload to ensure provider currency and surge capability.

Second, the Medical JCSG evaluated hospitals’ efficiency at providing inpatient
care, in an effort to reduce excess capacity by disestablishing inpatient services at
those facilities with low inpatient workloads that do not benefit efficiencies of scale
and optimum clinical opportunity to maintain currency in the medical staff
supporting those operations. The subgroup obtained approval through the Medical



JCSG to use Average Daily Patient Load (ADPL) to measure efficiency since ADPL
is a direct reflection of the average number of beds filled per day by a facility. The
subgroup then recommended the disestablishment of the inpatient services at those
facilities with an ADPL of less than ten, as long as adequate civilian capacity existed
(as determined by TRICARE Management Activity network adequacy reports and
informed by the DoD BRAC Beneficiary Working Group).

Third, the Medical JCSG assessed Multi-Service Markets (MSM) to determine if
excess capacity could be reduced in each MSM. For all analyses, the Medical JCSG’s
goal was to ensure services would be located where they would best meet beneficiary
demand.

2. Healthcare Education and Training

The Education and Training (E&T) subgroup of the Medical JCSG evaluated all
aspects of medical and dental education and training to identify potential
opportunities to realign and consolidate programs within and between the Military
Departments. This evaluation included both enlisted and officer training,
encompassing initial and graduate education, along with continuing education.
Graduate medical, dental and specialty training programs throughout the Military
Healthcare System were evaluated to include enrollment information. Military
medical programs required for operational and mission readiness were identified and
evaluated for potential consolidation. The E&T subgroup analyzed continuing
medical education to identify military unique programs and reviewed the distribution
of current programs and courses. The group identified student throughput, average
current student load, and maximum capacity for each program, and measured the
classroom capacity for each facility against current programs and throughput
permitting estimation of excess capacity at each facility.

The E&T Military Value strategy identified military unique training throughout
the MHS. The E&T analysis identified on two key aspects of military medical
training: the training required to meet military medicine and operational requirements,
and the ability of the military system to provide training equivalent to the civilian
sector in a reduced time frame for many enlisted healthcare training programs.
Student throughput and facility condition also played a part in the military value
matrix score for medical education and training.

The E&T subgroup monitored the impacts of recommended changes in the DoD
clinical infrastructure on the ability of the Department to execute its Graduate
Medical and Dental Education (GME) programs. The E&T subgroup informed the
Medical JCSG on the impacts of their decisions on in-house GME programs.



3. Medical/Dental Research Development and Acquisition

The Medical/Dental Research, Development and Acquisition (RD&A) Medical
JCSG subgroup evaluated all aspects of DoD’s ability to sustain those capabilities
required to effectively discover, develop, acquire and field, medical solutions to
address evolving warfighter needs. This evaluation included all aspects of medical
and dental research and development, from basic research to advanced
demonstration, and encompassed both the initial procurement of developmental
items and acquisition of non-developmental items required to sustain and optimize
the health and performance of warfighters in the operational theater.

The Medical/Dental Research, Development and Acquisition subgroup evaluated
assigned activities to determine the potential for consolidation and mission
enhancement, with the goal of establishing Centers of Excellence. For each
program, technical and administrative Full Time Equivalents (FTEs), the local
commander’s estimate of maximum sustainable FTEs within existing facilities, and
the used and total available square footage (measured against Fiscal Year03 programs)
were utilized to estimate current usage, current capacity, surge capacity requirement
and maximum capacity. Subsequent analysis focused on FTEs as the most accurate
metric for conducting capacity and military value analysis.

c. Overarching Strategy

The DoD Healthcare system comprises two complementary parts: the Direct
Care System comprised of the military treatment facility infrastructure, and the
TRICARE health benefit program that provides beneficiaries access to the civilian
healthcare system. These clinical healthcare service elements of the system are
supported by both medical education and training elements that provide a skilled
cadre of military medical professionals who can perform both in-garrison and
deployed missions, and RD&A elements that contribute to the current and future
readiness of the military health services system to address operational medical
problems. The Medical JCSG recommendations affect the Direct Care System and
its supporting elements while considering ability of the TRICARE system, as well as
the civilian healthcare system to absorb workload where appropriate.

The Medical JCSG developed key strategies to guide the deliberations. These
strategies came from an analysis of the BRAC Selection Criteria.

Military Valne

e The current and future mission capabilities and the impact on
operational readiness of the total force of the Department of Defense,
including the impact on joint warfighting, training, and readiness.



e The availability and condition of land, facilities, and associated airspace
(including training areas suitable for maneuver by ground, naval, or air
forces throughout a diversity of climate and terrain areas and staging
areas for the use of the Armed Forces in homeland defense missions)
at both existing and potential receiving locations.

e The ability to accommodate contingency, mobilization, surge, and
future total force requirements at both existing and potential receiving
locations to support operations and training.

e The cost of operations and the manpower implications.

Other Considerations

e The extent and timing of potential costs and savings, including the
number of years, beginning with the date of completion of the closure
or realighment, for the savings to exceed the costs.

e The economic impact on existing communities in the vicinity of
military installations.

e The ability of the infrastructure of both the existing and potential
receiving communities to support forces, missions, and personnel.

e The environmental impact, including the impact of costs related to
potential environmental restoration, waste management, and
environmental compliance activities.

The Medical JCSG focused its efforts on:

e Supporting the warfighter and their families both in-garrison and
deployed (the primary mission of the Direct Care System)

e Maximizing military value while reducing infrastructure footprint and
maintaining an adequate surge capability

e Maintaining or improving access to care for all beneficiaries using
combinations of the Direct Care and TRICARE systems

e Enhance jointness by taking full advantage of the commonality in the
Services” healthcare delivery, healthcare education and training, and
medical/dental research, development and acquisition functions

e Identifying and maximizing synergies gained from co-location or
consolidation opportunities



e Examining out-sourcing opportunities that may allowing DoD to
better leverage the US civilian health care system investments

Each of the three MJCSG subgroups developed strategies based on the Medical
JCSG key focus areas, and guided by BRAC criteria 1-4.  These strategies were
approved by the Medical JCSG. The subgroups, functions, and strategies for each
are:

»  Healthcare Services

* Functions: Primary Care, Specialty Care, Inpatient Care, Dental
Activities

= Strategy:

" Match the Direct Care System to the beneficiary population
demand

* Ensure adequate healthcare delivery opportunities for the active
duty medical staffs to maintain a ready medical force

* Reduce infrastructure to match beneficiary demand, while
maintaining an adequate and appropriate surge capability as detailed
below

" Healthcare Education & Training
» Functions: Enlisted Medical Training, Officer Medical Training
»  Strategy:

» Consolidate like training to take advantage of savings from
economies of scale without loss of throughput capacity

»  Outsource training that is well established, available and more cost
efficient in the civilian community

" Medical and Dental Research, Development & Acquisition (RD&>A)

" Functions: Aerospace and Operational Medicine Research,
Environmental Medicine and Physiology Research, Hyperbaric and
Undersea Medicine Research, Occupational Health and Medical
Informatics Research, Infectious Diseases Research, Medical
Biological Defense Research, Medical Chemical Defense Research,
Combat Casualty Care Research, Medical Systems Acquisition,
Information Management/Information Technology Acquisition
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»  Strategy:

. Consolidate medical and dental RD&A to take advantage of
economies of scale and opportunities for jointness

s Create Centers of Excellence in medical RD&A areas that will
provide critical mass to enhance medical RD&A efficiency and
effectiveness

»  Align Medical/Dental RD&A activities with related, non-medical
military RD&A activities where appropriate to gain economies of
scale and promote critical mass to enhance quality

d. Special Considerations

The MHS mission includes providing ready medical forces to support military
operations. The MHS is also a key component affecting the quality of life of service
members and their dependents, highlighting the importance of sizing of military
treatment facilities to support the beneficiary population. To address the latter factor,
the Medical JCSG included in its analysis an assessment of population demographics
local to each military treatment facility in question.

In some cases, the population of active duty and active duty beneficiaries
surrounding a military treatment facility does not furnish a clinical caseload of
sufficient acuity and complexity to keep medical skills current for providers assigned
to that military treatment facility. Some military treatment facilities have developed
partnering arrangements with nearby facilities (civilian or federal) to provide an
appropriate case mix as well as access to enhanced medical infrastructure, such as
intensive care units. Historically, the MHS has often expanded its beneficiary
population (at selected facilities) to include retirees to enhance clinical opportunities
for uniformed providers. In fact, the largest military treatment facilities are located in
areas with substantial non-active duty beneficiary populations as well as large
numbers of active duty and their dependents. Since facilities with such populations
serve as “medical training platforms” for operationally needed medical specialties,
population characteristics represent a significant factor in facility capacity. The
Medical JCSG implemented capacity measures that accounted for the nature of the
total available patient populations at each facility.

The Medical/Dental Research, Development and Acquisition Subgroup reviewed
the DoD’s ability to sustain those capabilities required to effectively discover,
develop, acquire and field medical solutions to address evolving warfighter needs that
cannot be met by non-DoD activities. Attainment of these capabilities is dependent
on coupling the requisite medical, regulatory (FDA licensure) and scientific/technical
expertise with a physical infrastructure that facilitates innovation and productivity.
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III ANALYTICAL APPROACH/ANALYSIS

Foundational elements of the BRAC 2005 analytical approach included a detailed
discussion of data control mechanisms and data certification, the role of auditors,
capacity calculation, and military value calculation have been summarized in Volume
One of the Department of Defense’s submission to the BRAC Commission. This
volume also provides a discussion of military judgment, a review and listing of
Selection Criteria 1-8, the role of Policy, and Principle, an overview of the Integration
process, and a discussion of the DoD Optimization Model. For review, a brief
summary of each specific process the Medical JCSG followed is given below.

a. Capacity Analysis

Capacity analysis was the first of the quantitative analyses performed, and served
multiple purposes throughout the BRAC process. The Medical JCSG developed and
tested questions, formulas, and filters for validity, adequacy and quality. The Military
Departments and Defense Agencies issued a controlled data call in question format
to their installations. To assure an equal assessment for all installations, these
questions were distributed to all United States (including territories) installations.
Analysis of these responses allowed the specific identification of relevant activities by
conducting an inventory of installations performing the functions under the purview
of the Medical JCSG. This analysis identified those activities that either required
more scrutiny in the subsequent analytical phases, or to refinements that provided an
analytical basis for their exclusion from further consideration. The additional scrutiny
identified opportunities for improvement in efficiency and effectiveness, allowed the
formulation of foundational assumptions, selectively fed the military value models,
and provided an assessment of an installation’s ability to accept additional medical
missions.

1. Healthcare Services Capacity Analysis:

The Healthcare Services subgroup analyzed three functions (Inpatient, Outpatient
and Dental) of 181 military facilities to determine their specific capacity as well as the
overall MHS capacity. The Medical JCSG set the metric of “Current Usage” as
workload performed during FY02, the year with the most complete clinical data for
the period of the analysis. The Medical JCSG also approved the use of the following
acuity weighted metrics: Relative Weighted Products (RWP) for Inpatient care,
Relative Value Units (RVU) for Outpatient care and Dental Weighted Values (DWV)
for Dental care. These terms are all associated with a well-documented method used
by the military medical and dental community to assign a numerical value to the
amount of resources consumed during health care transactions.

The first two measures are standards used by MEDICARE to value healthcare
services for billing purposes. MEDICARE defines a value of 1.00 as the normative
value for any particular transaction (“transactions” are patient/provider interactions,
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such as taking of a medical history, administration of an immunization, taking an x-
ray or an emergency room visit for a broken bone). Values greater than 1.00
represent transactions requiring relatively more resources on average, whereas values
less than 1.00 represent transactions that require relatively fewer resources.
Numerical values are generally reviewed annually and updated based on multiple
factors including, but not limited to, changes in practice patterns and technology.
RVUs and RWPs are based on the Centers for Medicare and Medicaid Services CMS
(Medicare) values with CHAMPUS (Civilian Health and Medical Program of the
Uniformed Services) Maximum Allowable Charge (CMAC) adjustments. The DoD
TRICARE Management Activity (TMA) maintains and updates the values every
calendar year.

The DWV, according to the DoD Medical Expense Reporting System (MEPRS)
Manual (DoD 6010.13-M, Nov 21, 2000), is a weighted value that has been
developed for military dental clinical procedures based on American Dental
Association (ADA) weighted procedure codes. Additionally, composite lab values
(CLVs) are used to measure the intensity of dental laboratory procedures.

The Healthcare Services subgroup used these measures to develop formulas using
certified data (e.g., Current Usage, rooms, beds, etc.), and benchmarks (e.g., RVUs
per provider, and 80% bed occupancy rate for Medical Centers) to calculate Current
and Maximum. The formulas along with the benchmarks were developed through
subject matter experts and approved by the Medical JCSG Principals. The subgroup
then compared usage to capacity to determine Excess Capacity and entered the
results of this comparison to the optimization model to identify candidates for
scenarios.

Analysis of the data indicated that there is little excess capacity in Dental Care.
There is, however, 206,000 RWPs worth of excess capacity for inpatient capacity.
Execution of the Medical JCSG Recommendations should reduce this excess by
36,000 RWPs or 17.6 percent.
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Table 1. Summary of Healthcare Capacity Analysis

Current Current Surge Maximum  Excess

Usage Capacity  Requirement  Capacity  Capacity
Healthcare 11,727,315 | 16,322,989 16,322,989 18,769,424 | 7,042,103 38%
Primary Care
(RVUs)
Healthcare 19,588,481 | 20,120,942 20,120,942 22,659,846 | 3,071,370 14%
Specialty Care
(RVUs)
Healthcare 224,303 297,529 291,823 430,418 206,122 48%
Inpatient Care
(RWPs)
Healthcare Dental 2,084,051 1,261,120 1,261,120 1,348,160 (735,891) 0%
Care (DWVs)

The complete Healthcare Services capacity analysis is included in the Medical
JCSG Capacity Analysis Report, located at Appendix A of this document.

2. Healthcare Education and Training Capacity Analysis:

The Healthcare Education and Training capacity analysis explored the full range
of medical education and training, initial and graduate officer training programs,
initial and specialized enlisted training, and continuing education of all medical
personnel. The Medical JCSG directed the Education and Training subgroup to
query all medical activities to ascertain what educational programs existed at each site.
The data call required each affected installation to provide the name of each program,
the average number of students, the maximum number that could be enrolled, and
the number of students who successfully completed each course.  Affected
installations provided the number of classroom, laboratory and clinical hours required
for each course. The Medical JCSG also required each activity to identify the number
and size of each standard and laboratory classroom it utilized.

The Education and Training subgroup used this information to calculate current
capacity and excess capacity at each activity. The subgroup identified current and
maximum classroom capacity and student throughput, calculated excess, and
evaluated potential consolidations based on this data. The E&T subgroup
inventoried all graduate medical education currently provided throughout the MHS as
well as current program capacity, number of students enrolled, and the identification
of potential additional capacity.
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Although not directly analyzed for realignment and closure of programs,
continuing education provided at each installation was captured for completeness.
Continuing education programs include medical military operational readiness
programs as well as professional healthcare provider courses required to ensure
proficiency in current standards of care. The group captured continuing education
information in its data call to ensure that military unique programs were not
inadvertently eliminated subsequent to an activity realighment or closure.

The three Military Department Surgeons Generals determined the number of
students per medical specialty that must be trained within the MHS in-house graduate
medical education system. Medical JCSG subject matter experts (SMEs) used this
information to calculate how many officers could be trained in the civilian sector.
These calculations permitted the Medical JCSG to monitor graduate medical capacity
against requirements during scenario development; continuously evaluating the
remaining capacity of the MHS for ability to meet graduate medical education
requirements.

Table 2 provides a summary of the capacity analysis.

Table 2. Summary of Medical/Dental Education and Training Capacity
Analysis

Current Current Surge Maximum Excess %
Usage Capacity  Requirement Capacity Capacity Excess
Education & 7,348 9,493 9,493 16,557 9,210 56%
Training
Classrooms
(Students)
Education & 3,210 4,152 3,210 14,061 10,851 77%
Training Labs
(Students)
Education & 7,956,185 7,956,185 7,956,185 9,386,780 1,430,596 15%
Training Clinical
(Hrs/week)

The complete Healthcare Education and Training capacity analysis is included in
the Medical JCSG Capacity Analysis Report, at Appendix A of this document.
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3. Medical/Dental Research and Development Capacity
Analysis:

The Medical/Dental RDA subgroup employed identical Medical JCSG-approved
capacity metrics and formulas across all of its functions, including two measures of

capacity:
e [ull time equivalents (FTEs)

e Workdays for specialized and unique equipment (e.g., research
simulators, special containment laboratories, controlled environment
chambers, etc.)

The subgroup equated current usage (i.e., current FTEs and equipment workdays
used) to current capacity requirements, and incorporated a 10% surge requirement
that it determined from a review of historical RD&A activities. The subgroup
determined maximum capacity in FTEs for each responding activity based on its
FYO03 infrastructure, while maximum capacity for equipment workdays was set as the
total available workdays for each reported item of major equipment.

Because there are no standards for optimal space utilization within medical/dental
RD&A facilities, the group initially attempted to relate workload (FTEs) to physical
plant via a determination of a theoretical optimal ratio of square feet to FTEs for
each function. Once FTE and square footage data were obtained, however, it
became apparent that there were large variations in the ratio within a particular
function. Because it was impossible to reliably relate workload to square footage, the
group decided to use FTEs as the primary measure of capacity. Although equipment
workdays are also linked to throughput, there is no feasible method to aggregate
these measures into a composite that accurately represents capacity. The Medical
JCSG approved using the FTE metric as the primary metric for evaluating RD&A
functions at relevant installations. The Medical JCSG also addressed limitations on
capacity imposed by equipment availability during the scenario development phase
through recommendations to replace or relocate major equipment items.

When judged using FTEs as a metric, the overall excess Medical Dental RD&A
capacity within the DoD system proved very small, approximately 3 percent of
maximum capacity. Many activities are operating at full capacity. Among the units
performing the Aerospace and Operational Medicine sub-function, however, the
group found a somewhat larger amount of excess capacity (25 percent overall, with
most of the excess existing in units located at Brooks City-Base). The Medical JCSG
also found a small amount of excess capacity (approximately 10 percent of maximum
capacity) within the Medical Chemical Defense function.
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Table 3. Medical RD&A Capacity Summary

Medical/Dent 3,976 3,990 4,373 4,524 151
al RD&A

Personnel
(FTEs)

3%

The complete Medical/Dental Research and Development capacity analysis is
included in the Medical JCSG Capacity Analysis Report located at Appendix A of this

document.

b. Military Value Analysis

The intent of the military value analysis was to develop a method for informing
the Medical JCSG on the quantitative determination of military value for the activities
under its consideration. The rankings that resulted from the Military value model
provided the starting point for scenario development. The group constructed
scenarios using quantitative military value as a primary consideration, but also utilized
results of capacity analysis and application of military judgment..

Military judgment is the deliberative process of forming an opinion by discerning
and comparing military value applying the approved principles and professional
military experience. ‘The Medical JCSG principals, as senior military leaders in the
MHS with broad experience, provided the professional military judgment input to the
scenario development.

1. Healthcare Services

The Healthcare Services subgroup based their quantitative military value analysis
of Health Care Services on weights developed using a consensus methodology by

subject matter experts from each branch of the Military Services as approved by the
Medical JCSG.

Generally, scoring on individual questions was based on the range of possible
values across all facilities. Once the range was established, the subgroup developed a
ten-point scale for its scores, using linear cut points to determine the scores for each
aspect of military value. The subgroup further determined that the historically
demonstrated ability of a facility to support the mission and operational needs of an
activity warranted a higher score.

The Medical JCSG ultimately defined a total of six attributes and 16 metrics that
correlate to one of the four Military value Final Selection Criteria for Health Care
Services. Each metric had a predetermined weight, which was multiplied by the
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percentage score obtained from each question. The six attributes identified by the
sub-group were:

e Demand - A facility’s value in meeting the mission is primarily related
to the population that it serves. By locating treatment facilities in
major markets, that facility provides services to those located there and
the population provides the necessary workload needed to keep
providers current in their medical skills.

e Civilian Capacity - Military bases are often located in remote or
medically underserved areas. It is therefore of Military value to provide
health care services in these locations via military treatment facilities.

e Physical Capacity and Facility Condition - The facility capacity and its
condition are major components and a large element of
mission/operational effectiveness and productivity.

e Operational and Mission Responsiveness - The ability to respond to
deployment, mission and operational needs via supplies and beds
space.

e Cost Efficiency - The facility’s ability to make effective use of financial
resources in order to perform its missions. Cost Effectiveness is
measured by the cost per unit of workload. These are adjusted for the
relative costliness of care provided in the community.

e Throughput - Military Treatment Facilities that produce more
workload reduce purchased care costs and, in general, have the ability
to reduce costs because of economies of scale.

The complete Healthcare Services Military value scoring plan is included in the
Medical JCSG Military value Framework at Appendix B. The Healthcare Education
and Training Military value calculations are included in the Medical JCSG Military
value Report, at Appendix C.

2. Healthcare Education and Training

In designing the requirements for its installations essential to military value, the
Medical JCSG identified key elements of the current military medical education
system that were critical from the subject matter expert perspective. Military medical
education is centered on operational readiness as medical personnel have to be
trained and ready to deploy with the warfighter, keep military personnel fit for duty,
and treat illness and injury when it occurs. These duties are complex and require
medical personnel of all specialties and skill levels to remain proficient in their areas
of expertise.
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Using a consensus methodology, the E&T subgroup and subject matter experts
(representing all the branches of the Military Services) developed attributes and
metrics to assess military value for the MJCSG principals to consider and approve.
Generally, scoring on individual questions was based on the range of possible values
across all activities. Once the range was established, scores were developed on a ten-
point linear point scale. The Medical JCSG approved a total of four attributes and
seven associated metrics that pertain to the four Final Selection Criteria that
constituted Military Value. The four attributes of Military Value identified by the
subgroup were:

e Military Unique Training: Training specific to military needs or
situations, or which has no equivalent in the civilian sector.

e Operational/Readiness: An activity’s ability to successfully produce
tully trained students who meet all standardized requirements.

e Physical Capacity and Facility Condition: The age and general
condition of the facility.

e Joint/Integrated Training: The extent to which mission-supporting
relationships exist with other Services and other local organizations
(DoD or non-DoD)

The Medical JCSG determined that programs which were military unique were an
essential component of military value for Healthcare Education and Training.
Greater value was assigned to activities that conducted programs that were essential
to military medicine and had components unique to the military. Historically, the
Services have developed enlisted healthcare support training programs that provide
unique military medical skill sets where there is no civilian equivalent. These activities
scored high in military value. In addition to these, there are additional enlisted
medical training programs that have civilian equivalents but that can complete their
training significantly faster than their civilian counterparts. When activities have
programs designed to provide civilian-equivalent training in a shorter timeframe, they
were given a higher military value score. Higher military value scores were assigned
to activities that were able to produce a greater percentage of successful completions
with a large throughput. Newer facilities and those in better physical condition
received higher scores, as did those where training could be completed in the same
geographical area (no requirement for temporary duty or transfer). Using this scoring
schema, the E&T subgroup identified those activities and facilities that could best
conduct essential military medical education while keeping excess capacity at a
minimum.

The complete Healthcare Education and Training Military Value scoring plan is
included in the Medical JCSG Military Value Framework at Appendix B. The
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Healthcare Education and Training Military Value calculations are included in the
Medical JCSG Military Value Report at Appendix C.

3. Medical /Dental Research, Development and Acquisition

The Medical JCSG approved seven attributes and 19 associated metrics that
pertain to Final Selection Criteria 1-4. The seven attributes of Medical RD&A
military value approved by the Medical JCSG were:

e Mission Scope/Uniqueness - The fraction of the overall DoD mission
currently supported by an activity and the extent to which an activity is
unique within the DoD in supporting specific mission elements.

e Workforce - The quality of the workforce, its uniqueness within the
DoD, and its technical ability to perform work across the spectrum of
DoD medical/dental RDA missions.

e Physical Plant Mission - The uniqueness within the DoD of the
specialized equipment present at an activity.

e Physical Plant: Condition - The general condition of the buildings and
equipment located at an activity.

e Beneficial Relationships - The extent to which mission-supporting

relationships exist with other Services and other local organizations
(DoD or non-DoD).

e Operational Responsiveness - The degree to which an activity can
directly support operations.

e Cost Effectiveness - The relative effectiveness of an activity compared
to other activities engaged in similar work.

Each metric was defined by a mathematical formula that included normalization
functions as necessary to control for the impact of organizational size on metric
values, and to allow metrics to be combined with one another into a single measure
of military value. The relative contributions of these attributes and metrics to military
value (i.e., their weights) were determined by subject matter experts from each of the
three Military Services and the Office of the Secretary of Defense