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MEMORANDUM FOR CHAIR MEDICAL JOINT CROSS SERVICE GROUP 

Subj: PROVISION OF CERTIFIED DEPARTMENT OF THE NAVY DATA TO THE BRAC 
2005 MEDICAL JOINT CROSS SERVICE GROUP - HEALTHCARE SERVICES 
SUBGROUP 

Encl: (1) ~cenarios/Activities with Certified Data 
(2) Additional Certified Information for Scenario 

In compliance with both the Office of the Secretary of Defense 
(OSD) Internal Control Plan (ICP) for the Base Realignment and Closure 
Process, Appendix B to Under Secretary of Defense (Acquisition, 
Technology and Logistics) Memorandum "Transformation Through Base 
Realignment and Closure (BRAC 2005) Policy Memorandum One - Policy, 
Responsibilities, and Procedures," dated 16 April 2003, and the 
Department of the Navy Procedures for Certification of BRAC 2005 
Information, enclosure (1) to Secretary of the Navy Memorandum 
"Internal Control Plan for Management of the Department of the Navy 
2005 Base Closure and Realignment (BRAC) Process Policy Advisory Two," 
dated 27 June 2003, this memorandum is a certification of Department 
of the Navy (DON) data provided to the MEDICAL (MED) Joint Cross 
Service Group (JCSG) HEALTHCARE SERVICES SUBGROUP for their use in 
analyzing common business support functions. The data consists of 
certified responses to Scenario Data Calls as listed in enclosure (I), 
and is provided to the MED JCSG via posting to the portal. The 
scenario templates have been populated with all responses requested by 
the JCSG, as well as some amplifying information collected that may be 
useful to you in your analysis. Enclosure (2) is amplifying 
information provided by NH Beaufort. 

During the course of our initial quality assurance review of the 
data, we discovered no areas where we believe the data is incorrect, 
incomplete, or in need of further clarification. However, we 
anticipate that other areas of concern will be identified as we 
conduct more detailed analysis in the coming weeks. The JCSG may also 
find during the course of their own analysis of the data, additional 
areas requiring clarification or supplementation, and request 
additional data be collected. Updated certified data will be 
collected by the IAT and provided to the JCSG as it becomes available. 
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Subj: PROVISION OF CERTIFIED DEPARTMENT OF THE NAVY DATA TO THE BRAC 
2005 MEDICAL JOINT CROSS SERVICE GROUP - HEALTHCARE SERVICES SUBGROUP 

Subject to the foregoing, I certify that the information is 
accurate and complete to the best of my knowledge and belief. 

LY& 
Anne Rathmell Davis 
Special Assistant to the Secretary of the Navy 
for Base Realignment and Closure 

0-6/GS-15 Lead, MEDICAL JCSG 
Navy & Marine Corps MEDICAL JCSG Principals 
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ScenariodActivities with Certified Data 

Activitv Plad 

NAVHOSP-BEAUFORT-SC 

Activity Name 

NH BEAUFORT 

NH CHERRY POINT 

NH LEMOORE 

Activity UIC 

61337 

66094 

66095 
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Naval Hospital Beaufort (NHB) is a remote and isolated 
MTF. Healthcare delivery faces a number of regional 
barriers to care - among them are expensive limited local 
medical assets (i-e., sole community facility and 
practices, without tertiary care capability), a 10% annual 
healthcare inflation rate at the sole community hospital 
with already monopolistic bed-day rates, a high cost of 
living (tied to the lower Charleston cost of living index), 
and geographical barriers. 

This Scenario (transition to an ambulatory clinic of 
the NHCNE model) impacts five communities - the local 
medical facility community, the local provider community, 
the Tri-Commands, NHB's beneficiary community, and NHBfs 
provider community. 

WRT the local medical community: 
1) The area of Beaufort has grown significantly in 

recent years ( 4 4 % ,  1990-2000). Based on the disparity in 
the area's growth and E~/inpatient bed capacity, the lack 
of capacity at Beaufort Memorial Hospital (BMH) frequently 
requires patient transfers to distant facilities (in 
Charleston and Savannah) and occasional ER closures, 
prompting BMH to submit a certificate of need requesting 
additional beds. Outsourcing NHB inpatient/ER care to BMH 
(and the inevitable change in beneficiary self-referral 
pattern for acute medical problems) would only aggravate 
BMH's  bed/^^ capacity problem. 

2 )  BMHfs capacity issue may be addressed through 
closer relationships with other regional facilities (e.g., 
Savannah, Hilton Head, Hardeeville, Low Country Medical, 
and Charleston) though this would have costs of its own 
(e-g., patient travel time, inconvenience, and risk) to say 
nothing of provider travel time to those with which we have 
an ERSA. That said, this decentralization would 
significantly decrease our ability to control our budget in 
a fiscally mercenary medical community. 

WRT the local provider community: 1) In establishing 
an ambulatory care clinic along the lines of NHCNE, the 
local provider community would have to accept not only the 
current ERSA providers (i.e., orthopedic surgeons, 
obstetricians, obstetrical family practitioners, and 
pediatricians), but also general family physicians, 
internal medicine physicians, orthopedic physician 
assistants, family and woman's nurse practitioners, and 
mental health providers despite the attendant impact on 
extant facility capacity issues and personal income (by 
virtue of the ability these providers to care for patients 



that were heretofore transferred for reasons of facility 
limitation. This is not known to be acceptable. 

WRT the Tri-Commands: Absent an ER, NHB will no longer 
control area ambulances, including MEDIC One and the flight 
line ambulance, which will force MCRDIMCAS Marines to 
establish a relationship with BMH. 

WRT NHB's beneficiary community: NHB's patients will 
perforce travel or be transported (via personal vehicle or 
medical transport) to other facilities for their inpatient 
and outpatient procedure care. Transportation risk (over 
the hazardous roads of South Carolina, including the 
particularly unsafe corridor to Charleston [e.g., USS 
PINCKNEY accident]), travel time (particularly to Savannah, 
Hilton Head, Hardeeville, and Charleston facilities), and 
beneficiary inconvenience will increase substantially. The 
impact on Recruit training will be in terms of additional 
lost training time, cumbersome tracking, and loss of the 
structured Recruit environment. Similar impacts will be 
found in the case of active duty. Further, with placement 
of a substantially larger number of patients across the 
region (from Savannah to Charleston and the Coast to I95), 
the ability of NHB to manage these cases (to say nothing of 
its budget) becomes problematic at best. 

WRT NHB's provider community: Travel to another 
facility to deliver care will take all external resource 
sharing providers away from patient care during the period 
of travel and adversely affect NHB capacity and provider 
productivity, This is particular true external facilities 
more distant than BMH. 


