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Good morning Chairman Ortiz, Chairwoman Davis and Members of the 
Subcommittees. Thank you for inviting me to testify before you this morning 
concerning the new Walter Reed National Military Medical Center.  

I appear before you representing the National Capital Region (NCR) Base 
Realignment and Closure (BRAC) Health Systems Advisory Subcommittee (HSAS) 
of the Defense Health Board (DHB), which was convened in the summer of 2008 
to advise the Department of Defense about the integration of the more than 30 
separate medical commands in the NCR as the Department seeks to establish a 
joint armed forces integrated healthcare delivery system in the NCR. The NCR 
BRAC HSAS was later additionally asked by the Assistant Secretary of Defense for 
Health Affairs to advise about the design and construction plans for the new Walter 
Reed National Military Medical Center (WRNMMC) and the Fort Belvoir Community 
Hospital (FBCH) pursuant to the Congressional directive contained in Section 2721 
of the National Defense Authorization Act for Fiscal Year 2009 (NDAA FY09, Public 
Law 110-417), requiring an independent review of the design and construction 
plans for these two new medical facilities.     

As a preface to my further comments, I should note that the NCR BRAC 
HSAS was convened per the Federal Advisory Committee Act and the terms of all 
but one member of the group have expired. The status of the Subcommittee's 
reappointment is unclear, and the work of the group essentially came to a halt 
some months ago.  

 



Background 

In 2005, the Defense Base Realignment and Closure Commission (BRAC) 
directed that the Walter Reed Army Medical Center be closed and its activities 
realigned and relocated to a new facility that would be constructed on the grounds 
of and combined with the National Naval Medical Center (NNMC) in Bethesda, 
Maryland, and a new military community hospital to be constructed at Fort Belvoir 
in Virginia.  

In 2007, the Joint Task Force Capital Medical (JTF CAPMED) was established 
by the Department of Defense to provide oversight for the National Capital Region 
(NCR) Medical BRAC realignments and integration of healthcare delivery in the 
NCR. Apparently, the JTF CAPMED was not granted actual operational or budgetary 
authority over the many separate medical commands located in the NCR, nor the 
ability to integrate BRAC funding for new construction with other military 
construction funding sources to accomplish needed renovation of the NNMC that 
was to be part of the new combined joint armed forces medical facility. 

In the NDAA FY 2009, Section 2721, the Congress directed that an panel be 
convened to conduct an independent review of the design plans for the new 
WRNMMC and FBCH and to advise the Secretary of Defense whether these plans 
were those of a world class medical facility, as was the intent of Congress. The 
NCR BRAC HSAS of the DHB, augmented with additional medical facility design 
experts, was charged with completing this review. 

After reviewing many documents and hearing numerous briefings regarding 
the design plans for the WRNMMC and FBCM, and conducting several meetings and 
conference calls, the NCR BRAC HSAS determined that the plans for the new 
WRNMMC were not those of a world class medical facility and made multiple 
suggestions for how those plans might bring the new facility closer to this goal. 
These findings were detailed in a report entitled Achieving World Class, An 
Independent Review of the Design Plans for the Walter Reed National Military 
Medical Center and Fort Belvoir Community Hospital. The NCR BRAC HSAS's 
findings were presented and discussed in open session at multiple meetings of the 
Defense Health Board between November 20, 2008 and May 7, 2009. The report 
was finalized at the end of May 2009 and formally presented to the Department of 
Defense by the DHB on July 2, 2009. It is my understanding that copies of this 
report were shared with the Congressional defense committees last July.   

Among other things, the NCR BRAC HSAS:  

(1) developed an operational definition for a world class medical facility. This 
definition has since been codified in the National Defense Authorization Act for 
Fiscal Year 2010 (Section 2714, PL 111-84);  

(2) identified an exigent need to consolidate organizational and budgetary 
authority for the new Walter Reed National Military Medical Center, along with the 
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other medical facilities in the National Capital Region, in one entity. The 
Committee does not believe that an integrated delivery system in the NCR nor a 
joint armed forces medical facility can be developed without this alignment of 
authority. 

(3) identified a need to integrate and align the BRAC and other construction 
funding sources in order to complete both the new construction and renovation of 
the existing National Naval Medical Center. The goal is to have a single well-
functioning integrated medical facility, but the funds needed to accomplish this 
goal come from multiple sources under disparate control.   

(4) identified a critical need for a master facility plan for the new Walter 
Reed National Military Medical Center, a master installation plan for the Bethesda 
campus where the new WRNMMC will be located along with other related facilities, 
as well as a master plan for the entire National Capital Region Integrated Delivery 
System. 

(5) identified numerous other deficiencies and problems needing corrective 
actions.  

A copy of the executive summary of the NCR BRAC HSAS's report is 
appended to these comments (Appendix 1). 

Section 2721 of PL 110-417 also directed that, not later than 30 days after 
submission of the report of the independent review, the Secretary of Defense 
should respond to the report, including, if needed, a corrective action plan. On 
October 15, 2009, the Department's response to the report was delivered to the 
Congress.  

While technically no longer existent, the NCR BRAC HSAS reviewed the 
Department's response and found it disappointing in many ways, as was 
subsequently detailed in a memo from me to the Co-Vice Chairs of the Defense 
Health Board. The full DHB reviewed these concerns in open session on November 
13, 2009, and unanimously concurred with the NCR BRAC HSAS's observations 
and formally transmitted those observations with its own comments to the 
Department on November 23, 2009. The DHB memo is attached to these 
comments as Appendix 2.   

Key Concerns at Present 

The House Armed Services Subcommittees on Readiness and Military 
Personnel have convened this hearing to consider whether plans for the new 
Walter Reed joint armed forces medical facility are on the right track. The NCR 
BRAC HSAS is concerned that they are not.  

The Department has stated that it agrees with the NCR BRAC HSAS's overall 
assessment and specific findings, as conveyed in its report last summer, and it 
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acknowledges that the current plans for the WRNMMC will not produce a world 
class medical facility. However, the Department has not presented a meaningful 
plan for addressing those findings and recommendations, nor a cost estimate for 
the needed corrective actions.  

The NCR BRAC HSAS recognizes and commends the diligent work of many 
dedicated individuals, but is very concerned that multiple circumstances are 
impeding efforts to make the new Walter Reed a world class medical facility. We 
believe that failure to very quickly address the identified deficiencies that have 
been publicly discussed for over a year will result in substantial additional and 
avoidable expense, unnecessary future disruption of services, untoward effects on 
personnel morale, and possible harm to patients.  

Construction of the new portion of the WRNMMC is moving forward quickly 
and is reported to be ahead of schedule. Normally this would be reason for 
applause; however, in this case it is cause for further concern since it means that 
the window of opportunity to take corrective action is even less than it was several 
months ago when the NCR BRAC HSAS completed its report. 

The NCR BRAC HSAS believes that it is imperative that resolution of the 
authority issue, alignment of funding sources, and the master plan(s) be 
accomplished very quickly. The NCR BRAC HSAS also believes that the funding and 
master planning problems, as well as the numerous other identified deficiencies, 
cannot be adequately addressed until the needed consolidation of authority occurs. 

Conclusion 

In closing, I want to acknowledge that the NCR BRAC HSAS understands 
that the Department is currently dealing with multiple high visibility, important and 
challenging issues. Nonetheless, we believe that few issues are more important to 
readiness and military personnel than their knowing that the best possible 
healthcare will be there for them when they step into harm's way. We urge that 
you take whatever action is necessary to ensure that world class healthcare is 
available to those who have committed themselves to the defense of our nation.   

That concludes my prepared testimony. I would be pleased to answer any 
questions that the Committee might have.  
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APPENDIX 1 

Achieving World Class ­ An Independent Review of the Designs Plans for the 
Walter Reed National Military Medical Center and the Fort Belvoir Community 
Hospital. Prepared by the National Capital region Base Realignment and Closure Health 
Systems Advisory Subcommittee. May 2009. 

 
 

EXECUTIVE SUMMARY 
REPORT PURPOSE 
 
The National Capital Region (NCR) Base Realignment and Closure (BRAC) Health Systems Advisory 
Subcommittee (HSAS) of the Defense Health Board (DHB) was convened in May 2008 to advise the 
Department of Defense (DoD) on the planned integration of military medical facilities in the NCR service 
area. In response to the National Defense Authorization Act for Fiscal Year 2009 (NDAA 2009, Public Law 

 
110‐417; Appendix A), in September 2008, the NCR BRAC HSAS was further charged to review the design 
and construction plans for th w

 
e new Walter Reed National Military Medical Center (WRNMMC) and the ne

H) to determine if they were being designed and constructed to be
t, what should be done to remedy any perceived deficiencies. This 

Fort Belvoir Community Hospital (FBC
orld­class medical facilities and, if no

onds to this latter charge. 
w
report resp
 
FINDINGS 
 
Based upon its review, the NCR BRAC HSAS finds that: 

 
 

enter (WRAMC), the National Naval Medical Center
NCR is likely to better serve the area’s active duty 

A. The integration of the Walter Reed Army Medical C
NNMC) and other military medical commands in the (
and retired military personnel and their dependents. 
 
B. Congress specified that the new WRNMMC and FBCH should be designed and constructed to be 

 
ive 

world­class medical facilities, and indicated that this should be taken to mean that they incorporate
“…the best practices of the premier private health facilities in the country as well as the collaborat

orts the unique needs of mi
nal intent, but it does not pro

input of military healthcare professionals into a design that supp litary 
vide 

 world­class medical facilities that would 
personnel and their families”. This verbiage conveys Congressio
perational or functional details about the meaning of the termo
support completion of the review required by the NDAA 2009. 

cility. 
 

­class medical fa
xperience and 

C. To date, no recognized body has established an operational definition of world
Based o ive e
udgme n of world­class medical 

n a review of relevant reports and other literature, the HSAS’s collect
nt, and extensive review by prominent healthcare leaders, a definitio

ed and used as a yardstick f
j
facility was develop or this review (Appendix B). 
 
D. The creation of a world­class medical facility must begin with a clear vision. This vision is realized 
through integrated facility design and operational plans, skilled and appropriately empowered 

ssary funding and other resources, among other things. If funding 
 than one source, they must be integrated to match the integrated 

leadership, and the provision of nece
nd other resources come from morea
facility design and operational plan. 
 
E. The BRAC funding process entails a number of constraints and limitations that do not support the 

rehensive plan and construction strategy, particularly for renovation of existing 
itations have been, and continue to be, a major impediment to designing the new 

creation of a comp
acilities. These limf
WRNMMC to be a world­class medical facility. 
 
F. The Service‐specific and facility‐centric cultures of the Army, Navy and Air Force medical commands 
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conflict with the needs of an IDS, and there is no evidence of a concerted, organized effort to engineer the new 
ntegrated military healthcare culture needed to achieve and sustain a joint Armed Services IDS that provides world­i
class medical care. 
 
G. Many dedicated individuals have worked diligently to achieve what they have perceived to be the goals 

n effort; h l that 
tric 

of the regional integratio owever, there are multiple circumstances beyond their contro
have impeded, and continue to impede, their efforts. Among these are Service‐specific and facility‐cen
military healthcare cultures, a confusing and redundant chain of command, and ambiguity about 

MC. There is an urgent need 
ially for the WRNMMC, and 

the vision, goals and expectations for the future NCR IDS and the WRNM
o clarify the vision, goals and expectations for the future NCR IDS, espect
to consolidate organizational and budgetary authority in a single entity. 

alysis that includes the capability to accommodate surge 
 
. A comprehensive, forward‐looking demand anH

needs has not been completed for the WRNMMC. 

e 
 
I. There does not appear to be a comprehensive “master plan” for the WRNMMC that includes th

 Uniformed 
C) and other 

combined and augmented assets of the WRAMC and NNMC and that integrates the
ervices University for the Health Sciences (USUHS), the Joint Pathology Center (JPS
specialized centers or institutions on the grounds of or proximal to the WRNNMC. 

takeholders does not appear to have been 
 
. Significant input from frontline clinicians and other sJ
incorporated into the current plans for the WRNMMC. 
 

 
e likely 

K. The current plans for the WRNMMC are not those of a world­class medical facility. Significant
xist, especially with regard r
ieve world‐class status if t e 

deficiencies e  to the existing NNMC. The final facility design will mo
e able to ach he deficiencies detailed below are addressed and if thb
definition of world­class medical facility detailed in Appendix B is used to guide further work. 

ng specific issues need to be addressed in the design and construction plans for the 
 
he followiT
WRNMMC: 

dards. 
 
  1. Several areas are not in conformance with the Joint Commission’s hospital design stan

ersion to single‐patient rooms. 
 
  2. The current bed plan does not provide for broad conv

. The de
 
  3 sign of the surgical suite has several problems. 

s (ORs) 
 

at after construction and renovation there will be too few operating room
Rs will be too small to accommodate current and expected future surgical 

    a. It appears th
  and that the O 

    technologies. 
 

y space is to be located in an area remote from the 
problematic because it “designs in” inefficiencies and 

    b. The frozen section/surgical patholog
  surgical suite. Such an arrangement is  

    could lead to patient safety problems. 

ed 
 
    c. It is unclear whether the post‐anesthesia care unit (PACU) will be used for services unrelat

be informed by analyses of the 
of PACU staff relative to the skills 

    to post‐anesthesia care. Any decision in this regard should 
  demand for PACU services and of the experience and skills  

    needed to properly care for other potential PACU patients. 

portant, 
 

rovide observation care is im
lly designed and planned for in 

  4. Plans for observation care are unclear. The capability to p
especially for emergency patients, and should be specifica 

S‐3 
  accordance with the projected need for this level of care. 
E

astrointestinal endoscopy and 
 in an off‐site location will likely 

  5. On‐site simulation labs for surgery, cardiac catheterization, g
pulmonary endoscopy are not included. Provision of these labs
create barriers to the utilization of these important resources. 
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appropriately to manage and lead the healthcare integration efforts and operations in
should be accomplished as quickly as possible, and this official’s authority should exte
healthcare facilities and resources that impact healthcare operations within the NCR. 

  6. Information management and in
essential to the operation of a worl
ervices

formation technology  tely (IM/IT) support and services are absolu
d­class medical facility; however, the plans for these essential  

  s  appear to be incomplete: 

infrastructure needs (e.g., fiber optic cabling, wireless 
 

  a. It is unclear whether the IM/IT  
    technology) are being addressed. 

 
 

ctronic health record do not appear to have addressed significant issues such
teroperability, ease of physician use, transportability and use of open source 

    b. Plans for the ele
  as inter‐system in 

    software. 

ransfer of medical records from WRAMC into the new facility are 
 

  c. Plans to support the t 
    inadequate. 
 

r expansion of support services (e.g., food 
s, materiel management) to accommodate 

  7. The new facility design does not seem to account fo
service, day care, community services, medical record 

  the anticipated growth in staff, patients and families. 

g Commission (NCPC) appear likely to 
 

8. Parking limitations imposed by the National Capital Plannin 
  have a detrimental impact on the operations of the WRNNMC. 

it above several environmentally‐sensitive 
 

9. The new WRNMMC facility design locates the dialysis un 
  areas of the hospital. The rationale for this is not obvious. 

ategic technology master plan for use of advanced diagnostic 
 

10. There does not appear to be a str 
  and treatment technologies. 

n 
 
. The plan for the new FBCH is well conceived and incorporates many important evidence‐based desig
EBD) fe
L
( atures; however, the current plan would benefit from addressing the following specific issues: 

o the 
 

ar to be a plan to evaluate the impact of incorporating EBD features int
n assessment would be valuable for informing plans for future federal 

  1. There does not appe
facility’s design. Such a 

  hospital construction. 

out a “facility‐based master plan”, but the existence of this 
 

2. FBCH representatives have talked ab 
  master plan could not be documented. 

 and for diagnostic and treatment technology 
 

3. More complete plans should be created for IM/IT 
  along the lines as those outlined for the WRNMMC. 

ies. 
 
M. The BRAC timeline required an accelerated process for designing and building these two new facilit

were used, it would be instructive to evaluate the two different processes to 
alue in an effort to inform planning for the design and construction of future 

Since different processes 
etermine their relative vd
federal medical facilities. 

e 
 
N. There is no need to halt construction of the new facilities if a properly devised master plan can b

oped to ensure that backfill renovations can be accomplished in a timely manner. Halting 
 very costly and highly demoralizing and should be avoided if at all possible. 

devel
construction would be
S‐4 E
RECOMMENDATIONS 

new WRNMMC and FBCH,  , should be 
 
. Further planning for the  as well as development of the NCR IDSA
guided by the definition of world­class medical facility detailed in Appendix B of this report. 

 
 
B. One official should be empowered with singular organizational and budgetary authority and staffed

 the NCR. This 
nd over all DoD 



This official should not have day‐to‐day operational responsibility for any individu
ration of the integrated system. 

al facility in the NCR, 
so that his/her primary concern is always the ope

he sele
 
T cted official should give high priority to: 

e WRNMMC; 
 
  1. developing a shared vision and a clear mission statement for the NCR IDS and th

IDS and the WRNMMC; 
 
  2. creating a comprehensive master plan for both the NCR 
 
  3. engineering a culture that will support the NCR IDS and world­class medical facilities; 
 
  4. developing a strategic technology master plan for the WRNMMC, FBCH and NCR IDS; 

t from patients and 
 

5. ensuring that all further planning is informed by user groups and reflects inpu 
  their families and frontline clinicians (e.g., physicians, nurses, pharmacists); and 

echanism for the ongoing independent review of the design and construction of 
 

6. implementing a m 
  the new WRNMMC. 

unding needed to 
 
. Deficiencies in the current plans for the WRNMMC should be corrected and the f
orrect t
C
c hese deficiencies should be identified as soon as possible. Specifically: 

ion plans should be in conformance with the Joint Commission’s 
 

1. All design and construct 
  standards, at a minimum. 

ed plan should be reconsidered so that single‐patient rooms are the norm throughout the 
 

2. The b 
  facility. 

s 
 

ecially the specific concern
demand analysis should be 

  3. Plans for the surgical suite should be reconsidered, addressing esp
identified in this regard. A model of the perioperative process and a  

  developed and used to guide further planning for the surgical suite. 

clarified. 
 
  4. Plans for patients requiring observation should be further considered and 
 
  5. Plans for on‐site simulation laboratories should be developed and funded. 

 
 

nsure
ealth 

  6. The IM/IT infrastructure plan should be further considered. Funding and other resources to e
ward‐looking IT infrastructure should be ensured and electronic h
operability, ease‐of‐use, open‐source applications and portability 

  that the facility will have a for
record‐related issues of inter‐ 

  should be addressed. 
 
  7. Current plans should be reviewed for their adequacy to address expected increased needs in 

ices such as food service, day care, parking, medical records processing and storage, 
l management, among others. Modifications to current plans should be made based on 

  support serv
and materie 

S‐5 
  this review. 
E
  8. Placement of the dialysis unit in the new WRNMMC should be further considered. 

e design 
 

ther things, of th
corporating EBD 

D. A plan to assess the outcomes, benefits and return on investment, among o
rocesses used for the new WRNMMC and FBCH, as well as the benefits of inp
principles in these facilities, should be developed, funded and implemented. 

ter plans are 
 
. New construction should proceed as currently planned, assuming that the needed masE
developed in a timely manner. Going forward, modifications should be made as needed. 

sary, redesigned in 
 
Backfill renovation should be deferred until it can be coordinated with and, if neces
conjunction with the master plan and the recommendations detailed in this report. 
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