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I. INTRODUCTION

General

Planning and managing a major construction project is a
multi-faceted, inter-disciplinary task which requires a
significant time commitment, attention to detail, and the
integration of many complex elements (Rohde 1). Each hospital
facility is unique and thus the plans and construction management
are site specific despite the fact that all serve the same
general functions, although to varying degrees.

There are many factors which must be considered when
planning to move to a new hospital facility that replaces an
existing facility in its entirety. Planning for that major
change requires the employment of the fundamental concepts and
principles of management: planning, organizing, staffing,
directing, and controlling. The application of these principles
can enable a highly complex institution to successfully move to a
new facility.

Transition planning creates an organized framework for the
move plan and allows administrators to scrutinize present
operations and procedures and to conceptualize new facility
functions within the context of its new systems. The time and
effort spent in the early development of socund plans can prove to

be a wise investment toward a highly successful final move.

)




General Description of the Hospital

Madigan Army Medical Center was constructed as a Station
Hospital at Fort Lewis, Washington in 1943. The canto;ment
hospital began treating patients in February 1944, and on 22
September 1944, was dedicated as Madigan General Hospital in
honor of Colonel Patrick Madigan, a noted Army Neuropsychiatrist.
Over the years the hospital has become inefficient and physically
obsolete. Presently, patient care and teaching functions are
conducted in a 101 building complex covering 75 acres.

To replace the antiquated facility a new construction
project was initiated for Madigan Army Medical Center. The
modernization program for this hospital facility was developed by
the US Army Health Facility Planning Agency, representing the
Office of the Surgeon General. The Department of the Army, Corps
of Engineers operates as the Project Manager, while the Seattle
District serves as the Contracting Officer for the final design
and construction.

The design process began in September 1981 and was completed
in September 1985. Late in the final design, Congress directed a
scope reduction resulting in the removal of one nursing tower
floor and the loss of 64 beds.

The replacement design consists of a 1.2 million square
foot, 414 bed tertiary care teaching facility. The physical
plant includes a nine story nursing tower, a three story
outpatient clinic, a four story ancillary medical support
structure, and a one story logistics building as presented in

Fig. 1. The total capacity of the facility can be increased to

o gy~ ——
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618 beds by the addition of another 204 mobilization beds in
specially designed patient rooms (New MAMC Info Pamphlet 1-4).
Services have been planned for approximately 29,500 active duty
military, 53,000 military dependents, and 69,500 retirees and
their dependents.

The contract for the new Madigan Army Medical Center was
awarded on 30 June 1986 with a Current Working Estimate of $278
million for the construction of the facility. Funds for the
construction of this facility are appropriated on a fiscal year
by year basis. According to the New Madigan Project Office
(Sargent "Fact Sheet") the original projected funding

requirements developed for budget purposes were:

FY 85: $12 million
FY 86: $26 million
FY 87: $72 million
FY 88: $90 million
FY 89: $80 million
FY 90: $58 million
TOTAL $338 million

Actual appropriations to date are:

FY 85: $11.2 million
FY 86: $24.9 million
FY 87: $72.1 million

FY 88: $86 million

TOTAL $194.2 million
The revised funding requirements for the remaining appropriations
that have been developed by the Defense Medical Facility Office
are:

FY 89: $59 million

FY 90: $23.8 million

TOTAL $82.8 million



Construction began on 22 July 1986, with a projected
Beneficial Occupancy Date of 15 June 1991. With allowable time
extensions, the medical center is expected to be operational

approximately six months later (New MAMC Info Pamphlet 1-4).

Conditions That Prompted the Study

The development of a transition plan for moving from an
existing hospital facility to a new facility is used by
management as one method of implementing action toward a final
intended result. Planning in the early stages provides the basis
upon which the transition project is formulated and develops the
framework for the time and direction by which the facility is to
move. Planning improves the decision-making process by providing
a structure for concept development, by indicating areas where
more information may be needed, and by sensitizing users to the
scope and depth of detail that must be addressed. A detailed
schedule prepares and involves the hospital staff for the
relocation of patients and services in the new facility. 1In
addition, careful planning is required in order to maintain
hospital construction costs within established parameters, and to
ensure that the existing facility will continue to provide
quality services within budgetary and physical constraints. 1In
short, a transition plan serves as an integrative, process
oriented activity that keys upon timing, coordination and
monitoring in order to achieve a successful goal: the occupancy

and start-up of & new hospital facility.



One crucial element missing from the planning process has
been the provision of adequate background information and
education from a user perspective to allow the transition effort
to be fully effective. Frequently transition efforts have
centered on an isolated task orientation without staff having a
full understanding of the purpose and impact of their input. An
overview of the transition planning functions provides a
reference point from which the user may begin planning his

section’s contribution to the overall transition.

Problem Statement
To develop the transition plan requirements for moving from the
existing hospital into the new medical facility at Madigan Army

Medical Center.

Objectives

The move from an existing into a newly constructed hospital
involves more than just the transfer of patients, staff, and
operations into the new facility. It offers the opportunity to
provide medical services in an improved manner, and as such will
necessarily confront many established methods of operation. 1In
order to achieve a successful transition, which will meet the
needs and expectations of patients, staff and the community,
plans must address and ameliorate inherent resistance to change.

In order to develop a successful transition plan, the
following objectives are identified.

1. Review the literature on hospital movement planning.




Review transition model plans developed by other

recently constructed military hospital facilities.

Identify project activities.

a.

Define the project tasks, for example:

(1.) Staff orientation and training;

(2.) Pre-move stocking of supplies;

(3.) Operational shakedown;

(4.) Review and update existing policies,
procedures, and methods to ensure their
appropriateness for the new operating
environment;

(5.) Development of new operating procedures and
systems.

Using program evaluation and review technique

(PERT) and/or critical path method (CPM),

establish the time relationships and events within

the project (i.e. critical path network

scheduling).

Determine which project activities are interdependent

how it affects:

a.

b.

project duration,

facility readiness for occupancy,

equipment acquisition and installation,

cperations preparedness (the capability of the new
facility to sustain operations from movement day

on), and




1.

2.

e. move planning to ensure that both the existing and
new facility can function at predetermined levels
during the pre-move and immediate post-move
periods.

Establish a method of gauging the readiness of the

medical facility for occupancy as it applies to the

transition plan activities.

Summarize the status of the project for the hospital

administration so that they may review and provide

input.

Have each department chief develop a concept of

operations for the utilization of their new area.l

Formulate patient admitting and scheduling policies to

establish desired inpatient and outpatient management

levels for clinic services and wards through the pre-
move activity, the patient move, and post-move

activity.

Criteria

In order for the developed transition plan to practically

serve the needs of Madigan Army Medical Center, it must:

Follow program and strategic objectives established by
the Command for the new facility.

Be acceptable to the designated hospital transition

planning committee.




Provide for a close monitoring of the status of
building inspections and their affect on the hospital’s
move schedule.

Provide the basis for a smooth and timely move as

demonstrated by:

a. An accurate estimate of the move-in date within
parameters to be established.

b. An accurate estimate of moving time within
parameters to be established.

c. An accurate estimate of resource requirements,
both manpower and equipment within parameters to
be established.

d. An accurate estimate of budgetary requirements for

the transition project.

Assumptions

The following constants have been established in this study:

1.

The large workload generated by the technical
inspection and installation of equipment will require
additional civilian contract or military medical
maintenance personnel and the allocation of additional
budgetary resources. 2

After the beneficial occupancy date the facility will
undergo a provisioning phase which requires
approximately six months. 3

The facility will undergo a Phase III of construction

to run concurrently with the provisioning phase, but
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which could extend past the six-month provisioning
phase. The majority of approved changes are carried

out during the Phase III construction project.

Limitations
The following relevant constraints have been noted for this
study.

1. The limited availability of funds for contracted
service (moving firms, housekeeping), overtime for
staff personnel, and funding and time constraints for
the orientation and training of staff for new facility
operating requirements at the time of transition may
alter the estimates or sequencing of planning or
services described by the model.

2. A computer-assisted software tracking system such as
Time-Line .., a critical path method program, is
planned for vuse; however, due to hospital resource
constraints of personnel and/or time to keep the system
current, a manual system may have to be used.

3. The validity of some aspects of the model may be
compromised by unanticipated variations in staffing or
patient work load.4

4. Although provisioning/construction delays will exist,
it may be necessary to include alternatives in a move
plan to anticipate such contingencies.

5. Critical equipment not received or installed prior to

the move date may be a cause for a move delay.5 While
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not a limiting factor in the development of a
transition plan overall, such a limitation should be
planned for at both the organizational and departmental
level.

6. As the move process occurs, a number of services will
be operating out of the old facility, while others are
simultaneously operating from the new MAMC until the
transition has been completed. Staffing and resource
constraints will prevent the simultaneous operation of

the two hospitals for an extended period.

Research Methodology

The research methodology to be followed in this study will
be described in three phases:

The first phase will consist of a review of the literature
on the subject. The second phase, designed with the objective of
obtaining site-specific information on present operations, will
be to consult with the New Madigan Project Group, department
chiefs, and staff personnel in order to obtain information on
current operations and transition considerations. The third
phase will lead to the development of a transition plan
requirements package. Critical path scheduling is the primary
tool used in transition planning.

A critical path network is established by first indicating
the major milestones to be attained. The secondary or supporting
activities are then added to the system. The interaction of each

secondary activity is indicated with respect to the activities
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that must precede it, follow it, and occur concurrently with it.
Additionally, the system or network flowchart must also show the
group of events that must have occurred before any activity can
begin. Formulation of the system flowchart requires that the
project’s internal time dependencies be identified and recorded.
These dependencies must be prominently identified from the outset
to avoid them going unnoticed until a deadline slips by
necessitating an adjustment at the expense of other crucial
events. The time spent in developing a critical path schedule is
valuable because the timing and coordination of events on paper
helps reduce the opportunity for expensive emergencies.

In order to be an effective planning tool, the system
flowchart should be developed before the actual project work
begins with as much detail as possible. This graphic
representation helps point out omissions, scheduling conflicts,
and discrepancies which can be addressed and resolved before the
work begins.

The flexibility inherent in the planning stage makes it
feasible to rearrange the elements of the plan to optimize the
critical path. Events are updated during the move to show
progress and to determine the need, if any, for the reallocation
of resources.

The use of the critical path network provides a detailed and
systematic plan and time schedule before the move project begins.
As more activities are completed, time schedules can be estimated
more closely to provide increasingly accurate control over the

remaining elements required for the move.
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The activities and events necessary for facility readiness,
operations preparedness, and move planning are formulated within

the guidelines of the critical path network.

Literature Review

The development and implementation of a successful
transition plan must take into account two major concerns. The
first is the completion of the transition plan itself. The
development of a technical blueprint for operations must occur
prior to moving from the existing hospital to a new facility.
Such a written plan provides the systematic, procedural guidance
by which to conduct the move.

Of the 800-1000 tasks identified in the articles reviewed on
transition planning, the use of computer scheduling to identify
tasks and the time relationships to accomplish those tasks,
assign responsibilities, and allow for early revision of plans as
need dictates, has become the norm. A second and more involved
consideration, is the preparation and commitment of the staff to
the organizational changes which are to occur. This second
consideration is a very active process, one which is imperative
in order to successfully set the transition plan into action.

This literature review will first describe the varied
methodologies used by hospital facilities in developing their
transition movement plan and movement procedures. Secondly, the
review will focus on the change process that must be managed and
incorporated into the transition plan if the pre-move, move, and

post-move are to be successful.
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Transition Planning

A review of the literature reflects the varied ways in which
specific sites have approached the formation of transition plans
in the movement and relocation to a new or renovated hospital
facility. This examination points to the fact that there can be
many approaches by which to accomplish the same goals, varying
only in the scope, complexity, and design of the plan. Common to
each was the conceptualization of how work was to be performed,
the practical implementation of those ideas and the management
necessary to carry those ideas to fruition. Move planning
provided the catalyst for a successful transition from the
present way of doing things to the desired future state. The
transition plan set the framework for those facilities to
formulate and manage resources, strategies, and methods that
would facilitate the change process.

In developing a transition plan for moving from two existing
hospitals to a new facility, Copeland identified and described
six major sections of their plan:

(1) patient movement;

(2) materiels and equipment;

(3) operating procedures;

(4) staffing;

(5) community; and

(6) department plans (21).

Each portion of the plan was assigned to a section chief whose

responsibilities were to plan the concept of department
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activities. Each area’s activities were further coordinated
through the Transition Committee. The Transition Committee was a
matrix overlay of the functioning hospital organizational
structure whose mission was to collect information, make
assessments, and provide advice on recommended solutions to the
president of the hospital. It was the Committee’s responsibility
to coordinate the activities of each section to ensure
compatibility.

Successful section planning required interchange and
cooperation among the various departments. To accomplish this
end, section chiefs appointed and chaired working committees,
assigned projects and integrated its group activities. When the
approximate dates for each portion of the movement plan were set,
a transition schedule was developed and distributed throughout
the hospital. The schedule provided a set of benchmarks by which
departments were able to chart their progress (Copeland 20).

Copeland goes on to describe specific issues requiring
action such as equipment identification and movement, staffing
requirements for the new facility, and a mock patient move to
confirm the validity of their patient movement plan (22,23).

Loeb, in describing the planning, design and movement
process into a new hospital pharmacy, detailed and discussed
important activities which must precede and follow moving to a
new facility. The planning concepts presented were applicable to
hospital services and departments in general. Loeb stressed the
importance of systems implementation prior to moving, and if

possible, training to increase understanding and facilitate
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communication and involvement of employees. In addition, this
allowed the development of policies and procedures prior to the
move, and improved the effectiveness and efficiency of the
process after the move by resolving problems identified early-on.
An added component of an effective movement plan included the
incorporation of detailed contingency plans so that problems, as
they developed, could be handled in a logical manner (447-449).
To address problems as they occurred, Copeland designated a
Post Move Task Force to facilitate the exchange of information,
identify possible solutions, and to enhance communication with
employees. What were initially daily meetings became tri- and
bi-weekly. Within six weeks meetings were held weekly, and soon
after, normal organizational channels were used for problem
resolution. The formation of the Task Force provided an cpen
forum to relieve stress and met the staff need for rapid response
to problems, thus making for a fully operative new facility (23).
Tampa General Hospital titled their operational planning
process as Activation Planning, and established seven goals which
served as departmental guidelines from which to stage their
planning efforts. As stated, the following goals served as the
general framework from which to begin their transitional effort:
(1) to generate a team effort in developing the plan for a
successful move;
(2) to determine new facility procedures, identify
inadequacies, or problem areas that must be addressed prior

to new hospital occupancy;
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(3) to investigate and determine methods of reducing

inessential costs associated with the move;

(4) to develop an equipment acquisition program within

specified budgetary limits;

{5) to develop a move sequence schedule for each

operational section to include assigning move

responsibilities for employee orientation and training,

hospital provisioning, and equipment configuration,

installation, and calibration;

{6) to facilitate the distribution of information among

involved task forces as well as throughout the various

organizational levels of the hospital; and

{7) to make the physical transition into the hospital with

as little interruption of patient care as possible (Walker

16-17).
To acceomplish these ends, multidisciplinary task forces were
delegated with the responsibility for specific areas, such as
equipment planning and procurement, and reported to the
Activation Committee. Twenty task forces were formed, each
composed of department representatives having an operational
interest. Outside assistance was provided by consultants who
served in an advisory capacity to identify issues which required
resolution prior to moving. One of the positive outgrowths of
their multidisciplinary approach, other than the creative
dynamics inherent in the group interaction process, was the
fostering of pride and ownership of the new facility and a better

understanding of overall hospital operations by the more than 250
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hospital employees inveolved in the activation planning process
(Walker 16-18).

Boucher and Hobbins described their Transition Committee as
responsible for the design of a comprehensive strategic plan to
ensure optimal communication and cocordination. A second
committee, the Patient Transfer Committee, which reported to the
Transition Committee, was responsible for the planning and
execution of the physical relocation of patients, furnishings and
equipment. Planning began approximately two years prior to the
move. Specific details of the physical and patient relocation
process were addressed in the article (55-57).

In the initial transition planning process, the need for the
early development of a detailed concept of operations at the
department level was recognized by Mark and Rowe. The concept of
operations assisted the Transition Committee and department heads
in identifying the department’s position within the hospital;
operational responsibility of each area; their hours of
operation; functional dependencies; space requirements; special
needs within the work area; equipment requirements and location;
patient, staff, and supply work flow and distribution; workload
statistics; and staffing levels (Mark and Rowe 22).

Loeb noted an additional benefit of developing a detailed
concept of operations was that a written plan was on file in case
of personnel turnover. As the work progressed and the move
became more imminent, the documentation of policies and

procedures, systems, move-related committees, training and
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general information, and updated concepts of operations took on
increased importance (Loeb 444).

Kuntz characterized the actual patient move as anticlimactic
compared to the intense planning effort required in setting up
the new facility, the physical transfer of patients while both
hospitals were operational, and the eventual close down of the
old facility. Although planning for movement into the new
facility began nine months in advance; in retrospect, Kuntz
recommended a 12 to 18 month lead time prior to the actual move
date. While a late start didn’t effect their move, important
preparations and steps such as testing new systems and
procedures, training and orienting staff to the new facility,
improving operations, prestocking supplies and purging records
may have been compromised. A lack of preparation could lead to
increasing the stress level associated with the move and could
ultimately force the move to be delayed so as not to compromise
patient safety. Contingency plans and back-up systems already in
place may be dropped or forgotten in the rush to resclve crises
(70).

Kuntz recommended separating the patient move from all other
details involved in transition planning. In order to safely and
efficiently manage patient movement into> the new facility, a
Patient Transfer Committee chaired by a physician to manage the
transfer of patients was established and, in turn, reported to
the Hospital Transition Coordination Committee. The Transition
Coordination Committee convened biweekly until three months

before the move, at which time, weekly meetings were instituted.
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Two weeks prior to the move daily meetings were indicated and
proved instrumental in resolving issues (70).

In preparing for transition to a new facility, Hughes
identified four prime areas: medical/nursing considerations;
patient transfer; physical relocation; and planning for staffing
levels. He specifically addressed the manpower planning program
and the process by which to determine the exact number and type
of jobs required. He estimated that 90% of the jobs in the new
hospital would be modified to some extent with 20% being
completely altered. Management felt it was essential to have the
reclassification of jobs "reflect the employees’ point of view
rather than be the end result of a production-line approach to
staffing." Key to identifying staffing requirements was the
recognition that not only would job procedures change, but the
responsibilities and functions of the departments would alsc be
modified. The alignment of staffing needs for the new facility,
therefore, required a complete assessment of their present
organizational structure and mission objectives, and the
implementation of their staffing strategies prior to the move
into their new facility (28,29).

Hanlon discussed a two-phase strategy in moving to a new
hospital facility. Using the critical path scheduling technique,
the hospital conducted a separate but concurrent move of
emergency services (emergency, surgery, recovery, intensive care
units) with the rest of the hospital’s services. In evaluating
different plans for the two phases of the move, factors, such as

differences in the layout and design between the facilities, ease
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of access to the new hospital, travel time between the two,
availability of funds and personnel resources (commercial movers,
volunteers), and a gradual versus a quick move, were considered.
Once a plan was approved, a departmental planning guide which
indicated time sequences, procedures for moving, and methods of
handling sensitive items were developed and distributed (69,70).

Hanlon offered considerable personal insight into the
problems associated with inventory review and purchasing, the
installation and switch-over of communications equipment from the
old to the new facility, the problems inherent in the design and
implementation of an effective staff training and orientation
program, and the overextension of staffing resources to support
both the old and the new facility during the move (70). He
recommended the establishment of a full-time project team
responsible for the broad functional requirements of the
transition move whose issues cross over organizational
boundaries. Hanlon found that numerous preparatory tasks, which
were department specific or required minimal interdepartmental
coordination, were best accomplished by assigning them to the
department as an additional duty. He noted that the successful
execution of the transition plan was a measure of the
organization’s ability to balance the broad functional
responsibilities of the move with the individual interests and
concerns of the staff (Hanlon 72).

Though published in 1972, Hanson’s article is a classic one
whose guiding principles embody the major considerations for the

formulation of a transition movement plan. The use of critical
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path scheduling as the coordinating tool served as the framework
from which the transition plan was based and develop~d. Data
processing output, to include activity lists, bar charts, and
department and equipment movement schedules, were meticulously
developed, resulting from the compilation of the myriad of
details identified through discussions with the individual
hospital departments. Once these plans were confirmed and
finalized with the departments, they served as the movement
control documents.

Hanson’s article further detailed the planning procedures
and special considerations involved in the transition move.
Discussions centered on the extensive amount of coordination that
was required for the transition move to include both within
hospital preparations and external efforts to involving key
individuals, private firms, and community resources such as
police agencies, area hospitals, the Army, and an Air Force
Reserve Unit.

The transition move plan for Vanderbilt University Hospital
necessitated the establishment of a Transition Coordinating Team
composed of key administrative personnel, and the designation of
a full-time individual responsible for the transition. The
departments were heavily involved in the transition planning and,
with the aid of a consultant, identified over 900 tasks which
fell into one of three functional categories: the readiness of
the facility for occupancy, the preparedness of the staff to
conduct operations in the new facility, or preparing for the move

itself. Each of those tasks was provided a unique identifier and
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placed on a time line for completion. Periodic progress checks
were made to assess the progress in the completion of the tasks
{Handel 62).

In their discussion of the transition, Handel, Hilling and
Lingo stress the importance of assuring that personnel are
trained to master the differing operational procedures/equipment
they will encounter in the new facility. Along with the
training, they stressed the need for contingency plans to back-up
both new procedures and new equipment should there be problems.
To anticipate general information problems, they developed a
guide to the new hospital which gave general operating procedures
about each department or service, provided a description of the
facility with a floor plan, outlined general hospital policies,
explained the hospital’s new systems, and provided safety and
emergency information. Each supervisor, service, and nursing
unit was provided with a copy (63,64).

The plan for the move consisted of a departmental plan and a
patient plan. After contracting for move personnel, the
departments, in general, handled the planning for their own move.
The patient move was under the direction of a designated
physician who coordinated with the attending physicians and other
support personnel. The steps in planning the patient transfer
consisted of: identifying the personnel who would assist in che
actual move of the patients; providing services for emergencies
during the move; preparation and completion of necessary move
forms and documents; provision of back-up services to make the

move run smoothly; and conducting a practice move to develop
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realistic estimates of time involved and types of problems that

may be encountered (65,66).

Vanderbilt’s transition involved the staff in planning for

the move itself as well as for future operations, thus generating

enthusiasm and a sense of belonging to the project. The

community was involved when the hospital provided tours of the

new facility, including areas that would later become

inaccessible to the public (66).

Developed as an official document of the Health Facility

Planning Agency, the Health Facility Project Officer’s Guide is a

detailed reference by which to conduct new construction or

renovation project operations. It provides comprehensive

guidance and direction for executing a successful transition

move. The planning guide identifies eight general areas to be

considered in most facility transition and occupancy plans. The

eight areas listed and discussed were:

(a)
(b)
(c)
(d)

(e)
(f)
(9)
(h)

arrangements for medical services during the transfer;
transfer of equipment and materiels;

plans for patient transfer;

assuring that routes to the new facility are regqulated
during the transfer;

provision of physical security for both facilities;
food services support;

staff inservice and orientation; and

military and civilian community relations (26-29).
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Also included in the manual is a checklist itemizing specific
considerations for movement and transition into the new facility
(Health Facility Project Officer Guide Appendix C).

The after~action reports of military hospital facilities
which have undergone major renovation or new facility
construction indicate that planning and beginning transition
tasks cannot start too early, and secondly, the early commitment
of the staff and personnel involved with the transition is
essential. Although the transition plans and after-action
reports varied as to specifics, most problems noted directly
stemmed from a failure to accomplish either one or both of these
functions. Of the two areas, staff resistance was the most
difficult obstacle to overcome especially in cases where
personnel had not been included as part of the planning process

from the outset.

Change Process

A successful transition planning process cannot ignore the
most basic element of transition--change. Beckhard and Harris
present a model by which to fill the gap between the pre-change
state (present) and the post-change state (future.) They
identify six aspects in the change process:

(1) Examine the current situation, to include the necessity

for change;
(2) Establish goals and determine the desired state or

situation after the change;



26

(3) Specify the limits of the transition state between the

current condition and the desired future;

(4) Formulate the methodology by which the transition will

be managed;

(5) Evaluate the change process; and

(6) Allow the new condition to reach equilibrium, and

establish a balance that still permits flexibility

(16).
As the demands for personal time and energy expands, it becomes
the responsibility of top management to create the environment
and conditions which will allow its personnel to cope and for the
organization to move forward (Beckhard 5). Viewing the
organization as a complex set of interdependent subsystems--
people, structures, technology, tasks--which need to develop and
maintain compatibility--a transition model provides the
management structure and the forum for the dramatic changes which
must take place in order to implement those changes. Within the
transitional change framework, it is imperative that top
management communicate the importance of the transition plan.

In order for a transition model to realize its potential, it
must be dynamic and flexible, advocating an active position of
personal involvement and follow-up. Transition should be
incorporated as an integral part of the primary work of the
people concerned and their commitment and involvement to that
end. Inherent in this, is the requirement for thorough planning
and refined strategies involving an analysis of options and

outcomes, expenditures of time and money, well thought out
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alternatives on how to administer the program, and decisions on
how to control and follow-up on the program’s development.
Essential to the transition program’s implementation and
effectiveness is the commitment of the people to take ownership
and manage the change so that the organization may grow (Beckhard
14, 15).

The systematic planning and organizing for the process of
transitional change is the key prerequisite for the optimal
management of the transiticn. In assessing the management
structure and process in transitional change, Beckhard and Harris
considered three major concepts. The first requirement was to
establish the management structure by which to coordinate the
change. The second is the development of an action plan,
identifying those tasks, resources and actions necessary to
effect the change and third, a commitment plan which names the
key individuals whose commitment is necessary for the change to
occur. Once committed, the transition to the changed state can
proceed, encountering less resistance and minimizing the trauma
associated with change. The authors further outline specific
mechanisms by which to accomplish each of these concepts (45-57).

Huse addresses three major approaches to managed change:

{1) intervention theory and method;

(2) planned change; and

(3) action research (89).

Of these three approaches, planned change and action research are
the most applicable to the incorporation of the change process in

a hospital transition model.
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Described as a seven step process, planned change assumes
that the necessary data by which to effect change is inherent
within the organization and can be channeled toward corrective
action which, in turn, provides additional data for further
action (Huse 95-102). The focus of the planned change model is
to develop concise solutions to address specific problems.

Similar to the planned change model, the seven step action
research model focuses on the process of change; collecting data,
analyzing the results, and formulating a plan for further action.
This model involves a cyclical, iterative process in that, as
data is gathered and actions are taken in response, further facts
are generated which may be used to rediagnose and redesign new
actions (Huse 103-109).

Huse presents three categories of principles of change:

(1) Factors increasing resistance to change;

(2) Consequences of resistance to change; and

(3) Factors decreasing resistance to change (110).

Huse, in his discussion of the elements that contribute to
resistance to change, presented several of his assumptions about
resistance. He indicated that change appears to be accepted more
readily by both supervisors and staff if it is requested by them
and is not seen as threatening to either job security or to their
personal status or authority. Small changes are better received
than are large ones, as fewer people are affected by the change
in dynamics of the situation. Unrequested change, which affects
an entire work group, will likely meet resistance that is greater

because of the magnifying effect of group behavior (110, 111).
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The reaction to unrequested change will vary according to
the degree of resistance and can take the form of either outright
or unexpressed resistance, in which the employee’s faith in the
organization is undermined. Either of these forms can occur
immediately or be delayed only to resurface later as an overt act
of resistance or opposition. In some cases the resistance to
change never becomes obvious and can never be directly associated
with the change, but is manifested by decreased productivity, job
satisfaction, or job interest (Huse 112,113).

In reducing opposition to change, Huse indicates that the
affected individuals must see some personal benefit in the change
before they are willing to become involved in the process. If
membership in a group is desirable, offering security and other
personal needs, members will be more amenable to change.
Additiconally, if a strong sense of group identification is in
place, the individuals receiving the change will be more
receptive of the change introduced by the influencing members of
the group. The same is true if the change is advocated by a
person in power, whether a formal or informal leader. Groups
become more receptive to change if new or decisive factors in
favor of change are presented, or if they themselves generate
information which indicates a need for change. To introduce
change effectively, the group must gain a feeling of ownership,
first by a conscientious effort at opening communications, and
further by involving them in the planning and execution of the

change process (Huse 113-115}).
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Anecdotal experiences in the literature concerning
transition point to the need to demystify the movement process in
order to alleviate stress and apprehension, and to minimize
employee resistance to change. The process should be easily
understood by personnel at all levels of the organization. This
state can be best achieved through early staff involvement, and
orientation and training programs prior to the transition.

Hanlon noted that while training was a key factor toward
helping employees to overcome their anxieties, a second
consideration, supervisory leadership, proved to be the more
important. He observed that when supervisors exercised their
leadership role, operations tended to run much more smoothly as
measured by the fewer number of problems which arose despite
training efforts (71).

Bunning reported that their orientation program focused on
dealing with employee apprehension. Training programs were
designed to provide information, to establish new skills, to
bolster confidence, and to lessen the employees fear of making
errors. In planning the change process, efforts were made to
familiarize the staff with their new work areas and the spatial
relationships in the new facility. The apprehension of working
in an unfamiliar environment, with new department and
interpersonal relationships required adjustment by the staff
(26).

Lloyd used employee tours to reduce anxiety about new work
areas, to identify what activities would later cause employee

apprehension, to familiarize employees with the new facility, and
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to begin involving them in the change process, by eliciting
suggestions for new methods of operation (62). Saunders also
reported using employee tours in much the same way (82). Hanlon
generated a feeling of ownership by providing an open-house for
the staff and their families, and also used the opportunity to
market the new facility by inviting the press and the public
{(72).

Several authors reported using newsletters about the
progress of the new construction to boost employee interest, to
explain new equipment systems, and to keep lines of communication
open (Kuntz 72, Bunning 27, Evans Army Hospital Annex B).
Copeland reported the development of a manager’s transition
report published monthly to furnish hospital construction status
information. The report was then rewritten at the department
level using a standardized format to disseminate pertinent
information to the staff (21).

Bunning identified the needs for orientation by forming an
employee advisory group which assessed what employees wanted to
know about the facility, and how the information should be
presented. Orientation information was published in a variety of
media including a feature in the weekly hospital newspaper, a
monthly construction and move planning newsletter, poster
campaigns, a general information/physical orientation booklet,
educational posters, maps of the various departments, and tours
(27). Training was keyed to both hospital-wide systems as well
as training for individuals in specialized areas. At the

physician/managerial level, every opportunity was used as a means
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by which to familiarize these hard-to-reach individuals with the
new environment. For example, tours were provided upon request,
luncheon/training/tour sessions were held in the new departments,
and posters were set-up in physician lounges to explain new
equipment and procedures (28,29).

Loeb found that running simulations of new systems helped
alleviate staff anxiety as well as helping them see problem
areas, estimate time dependencies, and develop the background to
create realistic operating policies for the new environment
(452).

Boucher and Hobbins noted that move orientation should
include not only the staff but also the patients. They provided
information on the new facility to patients and family as well as
working up a system to provide communication support for patients
and to allow them as much involvement in the move process as
feasible (57).

As noted, the two principle interventions applied in
ameliorating the stress of change are involving personnel in the
change and keeping lines of communication open. The literature
indicates that the early involvement of employees during the
process fosters a sense of ownership, a greater understanding of
the new facility as concepts of operation are developed, and
enhances morale by instilling a positive attitude about their
position in the new facility. Employees, when encouraged to
participate, bring their background knowledge of the job and can
frequently contribute innovative solutions to seemingly complex

problems. On the whole, the more employees are kept abreast of
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change and encouraged to participate in the change process, the
greater the individual’s self-esteem, and the more smooth and
effective the implementation of that change becomes. By
involving staff in the transition process, the frustration and
skepticism generated by delays in occupancy can be lessened by
having given them an understanding of the complicated nature of
the move process. The development of a change climate is
especially important to encourage staff members to look at new
systems in ways other than them trying to recreate the old
environment and job structure in the new situation (Loeb 444 &
447, Walker 17, Smith 69).

McGill and Kelly solicited input from the staff as to their
thoughts on the benefits and optimal management of communications
during the transition period. The authors reported that the
staff throughout the hospital organization acknowledged the
necessity and benefits of open communication. A communication
facilitator was hired for the transition period to include six
months post-move. The facilitator worked under the assumptions
that: an effective communication system could help reduce anxiety
and encourage creativity, aid people in understanding differing
viewpoints, effective communications often involved developing
interpersonal relationships and good listening skills, as well as
generating trust and credibility as the foundation for effective
communication. The facilitator was the access point for the
staff, and provided direct personal contact with individuals and
groups, often helping them work through communication problems.

Additionally, the individual used varied media approaches in
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order to keep communications current. This included such diverse
activities as maintaining current telephone, mailing, and
committee lists for the transition (28, 29).

-Loeb found that reporting information and decisions as soon
as they were finalized by management made for more effective
communication. He [elt that providing current information as it
became available helped maintain staff interest as well as
providing the time necessary for internalization of new
information. The spread of rumors was held to a minimum by

consistently providing reliable information (451).
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Endnotes

1a concept of operations defines the area of operations,
specifies how business is to be conducted, and identifies other
areas that are impacted. It answers the questions who, what,
when, where, why, and how every action is made. This technique
is critical to the maintenance of historical continuity because,
frequently, personnel turnover may call into question the logic
and validity of previous decisions.

2 At this point the decision has not been made as to whether
the number of military biomedical personnel will be increased or
civilian contractors hired to support the staffing requirement
for equipment installation (Fletcher, 29 April 1987).

3 The Provisioning Phase is the time used to install
equipment and supplies before the hospital becomes operational.

4 since the transition model is forecasting an event
projected to occur in 1991, such a contingency as two wards being
combined that had previously operated separately, is a realistic
situation to anticipate.

5 Invariably some hospital procured equipment will not have
been received or installed at the time set for the move into the
new facility. Should a piece of equipment not received be
critical to the operation of the service involved, a command
decision will have to be made as to whether or not to take the
equipment from the existing facility to the new, or to delay the
move and continue to operate within the existing facility until
the new equipment is received and operational.
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II. DISCUSSION

To date, as noted in the Literature Review, hospital
transition plans have focused primarily on detailing specific
areas and tasks identified for movement to a new or renovated
hospital facility. By usinc information provided in the
literature, the perceptive transition coordinator is able to make
an assessment of what aspects of a transition plan are germane to
their situation and to develop a listing of specific requirements
that must be accomplished prior to transition. Much less
attention has been placed on conceptualizing the process and in
describing the transition planning model and techniques and how
they can be applied to establish and successfully set the
transition plan into action. The integration of the hospital
strategic plan with the transition planning process, coupled with
an action oriented implementation strategy, can better enable the
hospital to carryout a meaningful transition effort.

The single most important key to a successful transition
move, identified in after-action reports of transition and
movement plans, was the need for advance planning. Experience
dictates that one of the first obstacles to overcome in
establishing and implementing a transition plan is the staff mind
set that views advance planning as being an unnecessary and
academic process. In order to establish a strategic
organizational policy, management must be able to market the
importance of advance planning through their active participation

and involvement in the development of the transition plan at all
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staff levels. This process will build consensus and ownership
and create the dynamic requirement to make it a viable document
that will guide the transition effort of the hospital.

The hospital strategic plan should be the driving force in
the development of the hospital transition plan. Well developed
as a concept, strategic planning is the process that directs an
organization’s attention to the future, enabling it to adapt more
readily to change and to determine the direction in which an
organization chooses to move. By its very nature strategic
planning is an umbrella activity that sets the tone and direction
for the various other planning efforts within the organization.

Strategic planning is not new in the military hospital
environment. Moving from a management by objectives approach to
comprehensive budgeting, the U.S. Army Health Services Command
(HSC) has sought to utilize the HSC Strategic Plan to drive the
acquisition and management of resources through the development
of mission directed priorities and link planning and programming
to the Planning, Programming, Budgeting, and Execution (PPBE)
system. Strategic planning thus provides a method by which to
integrate the organizations needs within resource constraints.
HSC subordinate activities have been directed to interface with
the HSC Strategic Plan in the development of their own strategic
plans.

Not having a strategic plan in effect, the extensive
managerial and policy changes being initiated as a consequence of
new hospital construction would suggest that the development of a

strategic plan should be a high priority for Madigan Army Medical
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Center (MAMC). The initiation of a strategic planning process
would assist the hospital in taking the appropriate steps toward
better defining the transition effort in relation to its current
and future mission, organizational structure, goals, objectives,
and short, intermediate and long~term strategies. By integrating
the strategic plan with the transition plan, the framework by
which managerial actions and organizational perspectives can be
taken is in place. The use of written goals and objectives will
allow for programs to be refined or expanded and plans for new
programs to be developed. The strategic plan will further serve
as the direction for discussion and evaluation and as a focal
point for transition efforts and actions at the operational
level.

When integrating the strategic plan to facility design and
transition, it is necessary not only to include present
requirements into the design but to also consider new and
enlarged mission responsibilities and treatment modes which could
require additional space and equipment. The end consequence of
failing to plan ahead is the use of bed capacity space to
accommodate academic, patient clinic, and support services.
Without appropriate planning, what was originally designed as a
414-bed tertiary care teaching facility at MAMC can rapidly be
reduced to a fraction of its stated bed capacity as space becomes
more and more a premium. Later construction modifications and
requirements for additional expansion of facilities will cost
many times what it would have cost to provide the space in the

original project should future considerations not be anticipated.
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Transition Plan

The development of a working transition plan provides a
useful way of viewing and evaluating, on a broad scale, the
transition process, and provides a structure by which transition
requirements and implementation strategies can be achieved more
effectively. Those involved in the transition process can use
the plan as a focus for discussion, building consensus, altering
organizational behaviors, and translating the transition effort
into action.

Using the framework of the strategic planning process
developed by Peters, (mission, strategy, plans, resulting
actions, and desired actions), transition planning seeks to
optimize those short and long-term decisions which contribute to
building organizational understanding, consensus, and a smooth
transition effort (A Strategic Planning Processg 25). In order to
achieve this end result, the process must be top management
driven, beginning with the development of mission statements from
each department and service of the new facility indicating the
function and services to be delivered. The mission statements
should be broad enough to accommodate environmental change and
organizational development as the old hospital begins the
transition process. Much more narrowly defined are the goals
which translate the mission statements into more specific actions
in preparation for transition. Goals must be communicated
clearly to the members of the organization and the membhers

committed to their attainment.
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Within the organization will be a vast array of individual
capabilities: from those who possess the knowledge and skills
necessary to work through the transition process to those
requiring educational programs to prepare them for their
participation. It should not be taken for granted that having
worked in a department or service automatically provides one with
both the technical and interpersonal knowledge and skills
necessary to meet the transition needs of the organization. An
assessment of training requirements to help individuals move into
the transition process, to include such fundamental topics such
as reading blueprints, writing, and communication skills will
greatly assist in the behavioral change process and place into
focus the seriousness of the organization’s development effort in
support of transition.

As important as the working knowledge and skills to execute
programs are the resources necessary to implement them. Goal
related programs must be clearly defined and specific as to their
resource demands. A competert and hard-working staff can do much
to overcome resource limitations but cannot overcome basic
deficiencies.

Prior to beginning the transition, clarification of
responsibilities in the organization and appropriate coordinating
mechanisms must be determined. The structure by which the
transition effort is to be planned and executed must be in place,
with communication lines established, in order for individuals to
receive information they need to participate in program

execution.
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Each of the above concerns must be addressed during the pre-
beneficial occupancy phase of the transition process. The
transition areas requiring extensive review include: operational
structure, design, equipment, supplies, manpower, training, and
operating procedures and regulations. Each of these areas will

be discussed.

Structure

In order to accomplish the work required prior to
transition, the structure by which to facilitate its execution
must be in place. The organizational framework and the
establishment of clear reporting relationships for each of the
staff elements associated with the construction project have been
well defined in the Madigan Army Medical Center Construction
Management Plan. What is less well defined is the structure
necessary to implement the transition plan at the Madigal. user
level.

Madigan, as with any large organization, is comprised of
vertical and horizontal relationships of increasing complexity.
Transition efforts must revolve around the clarification and
coordination of these roles and relating them to one another.

The establishment of a MAMC Transition Taskforce to address each
of the elements of transition and act as a steering committee for
the design of a comprehensive transition strategic plan is
needed.

The taskforce would serve as a formal body for information

sharing, the evaluation of plans, and provide feedback to the
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extent necessary for goal development and program execution. The
approach of the taskforce would be to listen to the concerns of
those directly affected by the transition and allow them to
identify their individual section needs within the context of the
requirements for the entire facility. Composed of the various
section transition coordinators, the taskforce would take on the
responsibility of acting as a facilitator, with the MAMC
Transition Coordinator heading the committee. The taskforce
would report directly to the New Hospital Project Group (Appendix
A).

In addition to its primary function of providing the
managerial leadership necessary for the hospital’s transition,
the taskforce would have the responsibility of establishing
necessary communication channels, building consensus, assessing
needs and wants, and facilitating horizontal integration of the
transition plan (Appendix B). The Transition Coordinator would
task responsibilities for goal completion and act as a liaison
between the MEDCEN and the New Madigan Project Office for such
items as equipment review and selection. In order to best
interface with the hospital and the New Madigan Project Office,
the Transition Coordinator would require office space at both the
New Madigan Project Office and the MEDCEN.

Mandatory meetings of the MAMC Transition Taskforce should
begin when the Transition Coordinator assumes responsibility. It
would be the duty of each of the section transition
representatives to report back to their areas. Minutes of the

Transition Taskforce and the New Madigan Project Group should be
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distributed to each of the department/section chiefs to further
serve as a method for disseminating information.

A monthly newsletter by the MAMC Transition Taskforce should
be published as a general information vehicle in order to keep
staff informed of the progress of the facility, to introduce new
systems that will be functioning in the hospital, as well as
giving notice of impending section taskings as a part of the
Transition plan. The newsletter could present guest writers
discussing operations and features of the various departments
within the new facility. This type of publication would generate
excitement and expectation within the staff and ease the anxiety
about the changes coming with the new facility.

Perhaps the major responsibility of the Transition
Coordinator would be to establish critical path networks of the
transition milestones and of the time relationships and events
necessary for the sections to accomplish them. Presently, the
role and mission of the Transition Coordinator is being defined
so that clear lines of authority and job responsibilities are

outlined.

Design Review
Design review, the detailed examination of blueprints for
functional and operational utility, is the most critical task the
new facility can perform, yet the abstract and remote nature of
this added responsibility causes it to be given little of the
priority and detailed attention it deserves. During design

review most changes and modifications can be made at little or no
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expense. At this time the personal involvement, commitment, and
ownership of the new facility project by the staff can occur.

The biggest hurdle to surmount is user inertia, in part,
attributable to time constraints, anxiety, apprehension and lack
of skill development prior to starting the design review process.
Training programs to provide information, to establish new
skills, and to bolster confidence will assist in alleviating
these employee fears. Supervisory leadership must place emphasis
on department staff involvement. The fact that few, if any, of
the staff reviewing the plans will work in the new facility is &
situation that can easily cause the design review to be consigned
to a superficial examination which exposes only blatant flaws and
major functional discrepancies.

Staff understanding and involvement is crucial to
accomplishing a well conducted design review. The development
and presentation of a proj :ct briefing packet, to include an
overview of the project scope, design concept, special features
and physical characteristics of the new facility, distribution
systems, together with the facility floor plans, and a project
summary schedule, provides notice to staff of the commencement of
user involvement in the transition planning process (Appendix C).
Users should be tasked to analyze the plans and specifications as
if the project were to be completed during their tour of duty.
This necessitates a personal commitment to providing the optimal
facility for the hospital beneficiaries and staff.

Each section must develop a concept of operations which

defines their mission, specifying how business is to be
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conducted, and identifying concerns which would impact on their
operations (Appendix D). By necessity, this conceptual process
will help to overcome viewing section requirements from a limited
internal perspective to one deserving multidisciplinary
treatment. By the same token, staff must understand that the
design concept may change the entire method by which operations
within their areas are conducted and they must be flexible and
prepared to relinquish unsuitable operational procedures. It is
essential that the user derelop their concept of operations
within the context of the design intent of their area in the new
facility and compare it to the manner in which operations are
presently conducted (Appendix E). This time consuming, involved
process will serve to raise questions, clarify operations, and
build consensus between the New Madigan Project Office, the
architects/engineers, the contractor, and the user section.

By performing mock walk-throughs of patient and staff work
flow, confirming equipment placement and utilities, developing
standard operating procedures, and having the design reviewed and
re-reviewed by the resident experts in each functional area, many
of the expensive engineering change proposals and problems which
surface at the time of beneficial occupancy can be minimized. As
each section begins working on design review, their findings
should be integrated at the Transition Taskforce level to be
evaluated and incorporated in upcoming design review iterations.
This process of repeated review through all design phases should
involve checking that changes submitted previously have been

incorporated into the current design, and that those changes do
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not, in turn, create other problems in design or function.
Further, each review should be critically analyzed in order to
uncover design discrepancies which might have been overlooked
previously. As personnel and operational concepts change, the
plans should be modified accordingly with appropriate engineer
change proposals submitted. By beginning with this formalized
process and documented updates, the individual with the actual
responsibility for the move will have the background information
and full knowledge of the reasoning behind each modification,
change in equipment, or spatial and functional requirement.

A broad perspective of health care trends in both the
civilian and the military community and their impact on facility
design should also be considered in the design review process.
The current expansion in ambulatory care brought on by cost
constraints as well as advances in medical technology points to
the need for a flexibility in design that can accommodate socio-
political trends and maintain the attractiveness and usefulness
of the facility during its projected life cycle. The integration
of the hospital strategic plan in the design and review process
of the facility can better assess and specify the construction

needs to meet future mission service requirements.

Equipment
Approximately 75 million dollars of equipment will be
purchased for the new facility. Of monumental concern during the
early stages of the transition is the selection, justification,

and procurement of medical and non-medical equipment. This task
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must begin at the time of design review and the development of a
concept of operations. MAMC began the planning process early-on,
identifying and consolidating equipment requirements through the
Equipment Requirements Planning Guide (Appendix F) and publishing
and providing inservice training on the Equipment Acquisition
Program Memorandum (Appendix G) detailing the procurement process
and the established milestones the functional activities must
meet for the timely acquisition of equipment. Delays were
anticipated and have been experienced, with the reconciliation of
the current equipment hand receipts and new equipment lists
extended from May 1988 to September 1988. The review of the
reconciled equipment lists with their space and utility
requirements have been rescheduled to accommodate the time
intensive completion of each of the functional activity AutoCad

drawings.1

Further possible delays in equipment selection and
acquisition which must be overcome include user indifference
early in the project; changes made in equipment selection as new
personnel are assigned; overextending the Logistics Division
staff with responsibilities for both the old and new hospitals;
the inundation of the MAMC and Post Purchasing and Contracting
Office with purchase requests; and inadequate follow-up by all
activities.

As can be expected, there are inherent difficulties in the
equipment procurement process which regularly occur. Some of the
more notable are postponements in equipment selection to obtain

the most current models; failure to adequately justify sole-

source equipment requests; the delays associated with processing
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paperwork in Purchasing and Contracting; challenges to
specification and contract awards; rewrites of solicitation;
lengthy lead times for manufacturers to make delivery; and
situations where equipment does not operate when installed or
requires extensive assembly and testing prior to operation.
Delays of this nature contribute to an equipment selection,
procurement, and installation process that requires years rather
than months to complete.

To facilitate the control and procurement of new hospital
equipment, additional personnel requirements for transition
should be allocated above the current authorized strength for the
Logistics Division and the Purchasing and Contracting Branch.
Transition personnel requirements have been identified and are
included in Appendix H. These personnel should be hired as a
part of the transition package and used exclusively to more
efficiently manage the equipment procurement process. Transition
personnel will help to alleviate the time consuming duty of
following through and questioning the equipment status of staff
sections to insure that new hospital tasks are given appropriate

priority.

Supplies
Expendable supply costs required for initial stockage in the
new facility must be identified early and continually updated as
requirements are clarified. With a new facility, new equipment,
and new systems, supply requirements change. For example,

medical maintenance will require new repair part stockage. There
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will be an initial stock requirement for the pharmacy, an
expansion of inventories in central material supply, linen
requirements will be increased, new office supply and equipment
will require new types of printer cartridges, copy paper, and new
medical equipment may require different accessory items. Each
functional activity must clearly review their concepts of
operation and equipment requirements to identify existing and
future supply needs, usage factors and projected costs.

The second part of this equation, after identifying supply
needs, is to obtain transition funds to procure supplies over a
2-3 fiscal year period, and to warehouse them as is logistically
feasible. This may minimize the risk of an approved one-time
lump sum allotment to procure initial transition supply stockage
being reduced by Health Services Command just prior to movement
due to HSC funding constraints. Transition budget requirements

(supply and equipment) are identified in Appendix I.

Manpower

One assumption made when a new hospital is built is that not
only will a state-of-the-art facility and equipment be furnished,
but that appropriate staffing levels will be provided to allow
the new systems to function within the projected workloads.
Unfortunately, authorizations are not considered during the
programming and design of a new facility and are more a function
of Army needs and financial position in a given fiscal year than
an endowment for advance planning. While manpower requirements

may change dve to the functional design of the facility, new




allocations will be contingent on the analysis of mission

requirements and demonstrated workload (Appendix J). The
completion of the Schedule X, Manpower Staffing Guide, serves to
identify requirements and obtain authorizations, as well as
providing an excellent tool for Health Services Command and

Department of the Army use in assessing upcoming changes in

personnel requirements. This is a critical transition task which

begins as the new facility is first programmed. Early
development of the Manpower Staffing Guides forces the section
transition coordinator to examine the initial design in depth;
establish spatial and functional work requirements; develop a
conceptual plan which can be built-upon during the life of the
project; and provides a mechanism by which to keep HSC updated.
Such open communication with HSC provides the environment for
long-range planning and helps assure that personnel resource
requirements are identified prior to the occupancy of the new
facility. An added benefit is the requirement for the medical
facility to carefully scrutinize their current Table of
Distributions and Allowances in order to properly align
requirements, authorizations, and allocations based on
aemonstrated workload measures.

As manpower needs are identified, the justification for new

missions and services must be thoroughly documented. The

justifications must not only attain the necessary authorizations,

but they must convincingly address two other areas. 1In the case

of new missions, such as the proposed Open-Heart Surgery Program,

HSC must be shown that an 80% across-the-board authorization to
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requirements is inadequate. Due to the personnel intensive
nature and necessity for a skilled technical staff, the project
cannot afford to run below 100% requirements. If full staffing
requirements are not authorized, personnel allocations must be
drawn from other clinical or administrative areas of the hospital
to man the program. Secondly, with new systems, such as material
distribution, positions must be allocated and recruitment actions
completed with sufficient lead time, as a minimum 60 days, to
implement training activities. Personnel can not be expected to
successfully start a completely new mission, which is critical to

patient care, without appropriate training.

Training

Each section will require hospital~wide system training and
orientation, section specific training, and specialized area
training for new equipment and information and management
systems. The majority of this training can be projected far in
advance and preparations made, but realistically should not begin
until the Provisioning Phase which is approximately the six
months before the move into the new facility.

The publication of a project newsletter initiated by the
Transition Coordinator and briefings by the New Madigan Project
Office can help to facilitate the transfer of information and to
keep the staff informed on the progress of new construction,
explain new equipment systems, and to keep the channels of
communication open. By elevating the general level of awareness

of the status of the construction project, the staff will be more
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inclined to inquire about issues concerning their sections direct
involvement in the transition process.

During the last months before occupancy the contractor will
be able to provide hands-on training on the systems that are
operational. Enhancing the training process is the capability of
the staff to conduct walk throughs of their work and work related
areas. The contract specifications should stipulate that
training be provided on all major systems at the appropriate user
level. 1In addition, in order to provide back-up reinforcement
training and training for future staff, it is suggested that
contract specifications require a professional video tape of
training at targeted user levels for each system. If contractor
provided training tapes are not feasible, the Visual Information
Section, Information Management Division, should be tasked to
video tape the training sessions. These tapes can provide a
valuable training aid and a body of institutional knowledge for
the current and future staff.

The Plans, Training, and Security Division is responsible
for organizing training within the new medical center. Section
transition coordinators should be sent to contractor provided
training, as appropriate, with a video tape made of one class for
each system taught at least 90 days before the move is planned.
This timeframe allows sufficient opportunity to use the video
tapes and for the section coordinators to conduct training with
their staff. The use of mock patient treatment situations for
hands-on training will allow for use of the facility and permit

initial operation of the new systems in each area.
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Additional training opportunities are available through
manufacturer sponscred training seminars as well as through
visits to facilities currently using the same systems being
installed at the New Madigan. Providing the opportunities for
Medical Maintenance, Logistics, Health Care Support Division, and
other personnel managing complex systems to attend manufacturer’s
training seminars is justifiable and can be funded through the
transition program resources. Site visits offer the advantage of
gaining users’ insight into new systems, as well as receiving
recommendations regarding system implementation. This type of
training must be planned well in advance to budget sufficient

resources.

Standard Operating Procedures and Regulations

One of the more tedious and deferred transitional tasks is
the revision or writing of new standard operating procedures
(sOPs) and regulations. The natural tendency of the staff will
be to delay this task until well after the move-in. Although
this may seem logical on the surface, it will cause the staff to
have to improvise procedures where no clear-cut guidance is
available and ?=ad tn mistakes and confusion. Although many of
the existing procedures may still be applicable, they should be
reviewed in light of the new facility design and
equipment/manpower capability. Most of the changes to operating
procedures can be worked-out prior to transition, with
provisional procedures established. Forcing staff to think

through their operations within the context of the new layout and
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systems in their area will increase early involvement in the move
process and facilitate staff acceptance and understanding of the
changes necessary for the transition.

Two areas, fire and disaster plans, will need to be handled
as independent transition projects. Because of the complexity
and technical detail required, consultants from the Army Corps of
Engineers having an in-depth knowledge of the fire and safety
systems within the new MAMC should coordinate with the Chief,
Logistics Division, the MAMC Safety Manager, and the Ft. Lewis
Fire Department for fire and safety systems; and Plans,
Operations, Training and Security (POTS) for disaster planning.
The Joint Commission on the Accreditation of Healthcare
Organizations (JCAHO) in their 1988 Accreditation Manual for
Hospitals outlines the requirements for disaster planning and the
development of staff protocols (Appendix K). It is imperative
that these plans be completed and the staff be inserviced on the
new procedures prior to hospital occupancy. It was noted in a
visit to one hospital facility that disaster and fire plans were
placed in large red vinyl envelopes and mounted on the wall for

ready identification and access.

Post-Beneficial Occupancy Day
Beneficial occupancy day (BOD) is the date designated by the
Corps of Engineers, the New Madigan Project Office, and Madigan
Army Medical Center, when the Army takes ownership of the
hospital facility. The BOD for the New Madigan is scheduled for

June 1991. The user may then begin the final building
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preparation tasks, making installations, and setting up the
building for occupancy while the contractor is still completing
construction. In an ideal situation the BOD is derived by
calculating the time required for both the user and the
contractor to complete all tasks before the scheduled opening
day. This interim period is termed the Provisioning Phase and
varies from project to project, with MAMC requiring approximately
180 days from BOD to opening day.

At this time the long developed transition plan is put into
effect, with only minor adjustments to resolve day-to-day
concerns. A number of major building preparation tasks are
identified for the Provisioning Phase. They include: the project
contractor’s work, retrofit work, the installation of Category C
equipment, the positioning of supplies, the installation of the
interior design package, staff preparation tasks, security,
Directorate of Engineering and Housing (DEH) Health Care Support
Division interface, and Public Affairs Office and public
involvement. Each of these tasks and the involvement of the
MEDCEN will be addressed.

Project Congtruction: The project contractor’s work
schedule is very heavy during the Provisioning Phase. Major
contractor supplied systems will be installed plus a large number
of minor items must be finished or reworked. Overlaying this
timeframe are the schedules for subcontractors and engineering
personnel who must do the retrofit work called for by
construction deficiencies, system changes, and the installation

of Category C equipment. The potential for scheduling conflicts
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is great and must be handled through a central clearing post for
maximum efficiency. The assignment of the Chief, Logistics
Division, with his office moved to the new facility at BOD, is an
effective means of keeping scheduling conflicts minimized and
swiftly addressing problem areas.

Retrofit: Retro-fit work is construction modifications
which are deferred because they are not essential to the main
construction contract progress, and do not greatly influence
either the cost or main construction contract schedules. This
approved work may be more economically and effectively managed
with a separate contract through competitive procurement rather
than having the project contractor complete the work for those
items. Retro-fit work falls into three categories: Program Items
are those which were planned for but will be installed by
contractors other than the project contractor; User Request
Changes recommending that ongoing work be modified, added to, or
deleted; and Mandatory Changes which are necessary to correct
omissions or design errors. Retrofit work will be accomplished
concurrently with the Provisioning Phase (Appendix L). Termed
Phase III follow-on construction, $10 million of the nearly $278
million of the current working estimate for the project is
programmed for retro-fit work.

Category C line jtemg: The number of Category C line items
purchased for the new facility will total in the hundreds.
Initial involvement by the New Madigan Project Office and the
Corps of Engineers in the selection of equipment is essential in

order to minimize equipment conflicts due to inadequate space,
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inappropriate power hook-ups, lack of sufficient ventilation,
heating or air-conditioning, or the failure to provide drainage.
These equipment considerations must be met by the items selected
or require expensive Engineer Change Proposals or Retro-fit work
to make them compatible. Each piece of Category C equipment must
be critically reviewed and its selection coordinated with the New
Madigan Project Office. Classification of the Category C
equipment as to whether it will be contractor or MAMC installed
is further required. For those equipment items to be installed
by MAMC, Logistics should identify the personnel requirements and
installation schedules well in advance of BOD. Additional
Medical Maintenance Technicians and work details are essential
and, if understaffed, may impose critical time delays.

Interior Design Package: The selection of furnishings from
the Interior Design Package is coordinated with the New Madigan
Project Office and the individual activities. The sections
should be prepared to indicate the special requirements and
particular needs of their areas. They should be able to identify
the type and quantity of furniture desired, making selections
from the available options. The AutoCad system will be available
to ensure that selected items will fit appropriately into the
design space.

The management of the Interior Design Package will rest with
Madigan Logistics whose responsibilities include the procurement
of furniture and furnishings (F&F), their storage, assembly,
placement, and property book identification. 1Ideally, furniture

and furnishings should be scheduled for delivery along time-lines
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that minimize their storage time. The assembly and placement of
F&F should be coordinated with contractor time-lines to keep work
areas free and minimize damage to furnishings. Additionally, the
man-hours required for assembly and installation/placement can be
estimated so that adequate manpower is available during scheduled
assembly and placement times. The procurement of manufacturer
assembled and/or installed F&F is an involved process that must
be coordinated with Installation Purchasing and Contracting to
insure that installation guidelines have been addressed in the
contract specifications. User considerations f~r the Interior
Design Package are addressed in detail in Appendix M.

Staff responsibilities: The staff of each section will be
tasked with certain responsibilities which will contribute tc the
smooth transition and move into the facility. It is imperative
that each task be completed thoroughly and that the assigned
personnel have as broad an understanding of the importance of
their tasking as possible. The assignments will include
reviewing the design, selecting appropriate equipment and
furnishings, following-through on equipment and expendable supply
orders and their receipt, developing a section specific
transition movement plan, planning and conducting training
oriented to the new physical layout and equipment systems in the
facility, and rehearsals for move day that have included
contingency plans. It is essential that frequent visits to the
new facility be made and, if possible, have training operations
conducted on-site. This will facilitate equipment and system

familiarity and impart a sense of proprietorship in the new
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facility. Such visits provide the operational experience to
effectively modify and develop provisional standard operating
procedures. They must, however, be closely coordinated between
the sections, Logistics, and the New Madigan Project Office to
minimize disruption of ongoing construction. Transitional funds
required for training purposes, for example overtime pay and
supplies, should be identified and submitted to the Transition
Coordinator for consolidation as a part of the overall Training
Requirements Package.

Security: One imperative 180 days pre-BOD and during the
Provisioning Phase is the arrangement of security for the
building, its contents, and the personnel working there. During
this period, in addition to the numerous construction workers,
the facility will be occupied by a large number of staff and
visitors, who are touring, conducting training, and installing
equipment and furnishings. Since the hospital contains
approximately 1.2 million square feet of floor space, physical
security will need to be addressed at several levels. Access to
the hospital should be limited to designated entries with guards
positioned to monitor foot traffic in and out of the building.
The issue of permanent security badges for hospital personnel and
temporary passes for visitors is planned. The Logistics Division
staff operating in the facility should take responsibility for
securing the loading dock entrances and regulating personnel
bringing equipment in or out of the facility. As a part of

section training, the procedures for security in the hospital and

within the section during the Provisioning Phase should be
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stressed. It is the MAMC Provost Marshall’s responsibility to
arrange for post military police to patrol the exterior of the
building during the day, after duty hours, and on weekends.
Should interior security be deemed a MAMC function, the funding
for contract security personnel should be budgeted based upon the
planned internal occupancy of the building. These measures help
minimize theft and vandalism while still affording access to
working areas.

Directorate of Engineering and Housing / Health Care Support

Division: The Army will take possession of some areas of the new
medical center, such as radiology, up to 180 days prior to BOD,
for the installation of goverament furnished equipment. The
Directorate of Engineering and Housing’s Health Care Support
Division (HCSD) must be in a position to assume responsibility
for the maintenance of the facility and its systems. There will
be a phased involvement of HCSD beginning before BOD as equipment
maintenance schedules come online. This means that Engineering
personnel must be fully trained on hospital systems, understand
the scope and specifics of warranties available, and must have a
program of scheduled operations and maintenance in place.
Construction modifications relating to equipment installation
will be accomplished during follow-on construction. HCSD will
provide repair service for vandalism, accidents, and wear and
tear during Provisioning and move-in. Work requests for repair
are made to HCSD who determines, in conjunction with the Madigan
Area Office of the Seattle District Corps of Engineers, if the

work is warranty or an HCSD responsibility. Prior to transition,
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protocols and policies for the determination of response times
for equipment failures must be jointly developed by the HCSD and
the individual sections (Appendix N).

The areas most impacted by the start-up of a new facility
are the Logistics/Material Branch and HCSD. 1In order to best
prepare for the transition, HCSD has taken a strategic approach
by developing a New MAMC Maintenance Plan which addresses each
major element required for DEH to assume full maintenance
responsibility for the new facility. The document outlines such
important considerations as HCSD organizational structure,
contract vs in-house maintenance responsibilities, agreements
between Logistics and HCSD concerning areas of maintenance
responsibility, resource estimates for contract and in-house
functions, a projected budget for new facility maintenance, and
manpower and training requirements (Appendix O). 1In addition,
the development of a Madigan Army Medical Center Project Turnover
Plan has been drafted to delineate responsibility and procedures
for the transfer of the facility from the Seattle District Corps
of Engineers to the Fort Lewis DEH. This document will also
serve as a historical reference for future operations and
maintenance activities (Appendix P).

An early decision must be made whether maintenance will be
contracted or remain in-house. This decision will be a function
of availability of personnel authorizations to support the
maintenance function. Should maintenance be contracted in the
new facility HCSD will act in the capacity as the Contractor

Officer Representative (COR) and must provide a minimum lead-time
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of one year to write specifications and have the contracted
personnel in position prior to BOD to benefit from project
contractor supplied system inspections and training. To augment
their maintenance function, HCSD is scheduled to receive a
computer and maintenance software package for generating
maintenance schedules.

MAMC should develop guidance and policies for retro-fit
construction that will be allowed in the hospital upon occupancy.
It is MAMCs responsibility to coordinate with HCSD in determining
an estimated figure for annual minor construction costs since DEH
will perform new construction only if the costs are reimbursed by
MAMC. Funds for this construction must be planned for and
allocated to avoid requests for emergency funds from HSC or
taking money from hospital operating funds.

Public Affairs: The Public Affairs Office (PAO) should

begin to formulate their role in the transition as a member of
the New Madigan Project Group and the Transition Taskforce. In
addition. the PAO must work closely with the New Madigan Project
Office in the development of the public relations plan for the
new medical center. There has been tremendous interest on the
part of the community in the new Madigan hospital project.
Numerous tours have been conducted for VI2s, both military and
civilian. The news media have been active in publicizing the
continued status of the construction project (Appendix Q).

At BOD the community interest and activity surrounding the
new facility will only mount. There will be many requests for

tours, the local news media will require information on project




63

progress, and the PAO will need to coordinate all information
regarding open houses, the dedication ceremony, and the transfer
of medical operations from the old to the new facility to keep
the public fully informed and the information accurate.

The use of well trained volunteers to conduct general public
tours weekly will help alleviate the demand. VIP tours should
continue to be coordinated and conducted through the Command
headquarters. The development of a new Madigan hospital guide
book for the staff and beneficiaries by the Public Affairs and
Patient Representative office would assist in providing much
needed information. Such a booklet should include a description
of the new facility with a floor plan, general hospital
information, department specific information such as clinic hours

and phone numbers, and safety and emergency information.

Move Planning

Movement and occupancy plans should be developed by each
section well before the actual move. It must be remembered that
the move to the new facility consists of two parts; movement of
the department or service, and the movement of the patients.
Appendix R outlines guidance and direction for executing the
actual move into the new facility. Decisions must be made in
advance whether or not to contract the move. Should all or parts
of the move be contracted, costs should be programmed into the
transition budget. Additional information can be obtained from
the after action reports of other facilities (Appendix S). It is

incumbent upon the Transition Coordinator to organize the




64

planning effort, insure that each section has addressed all
aspects of the move in their plans, and to integrate the section
move plans into an overall move plan. Two weeks have been

projected for the move into the new hospital facility.

Post-Move Tasks

The resumption of normal operations within the new facility
ends the implementation of most of the transition plan except in
the area of training where hands-on training with new hospital
systems will become more intensive. The heaviest post-occupancy
workload will be experienced by the Logistics Division. Medical
equipment items which were required up to the last day in the old
facility must be reinstalled according to schedule in the new
facility. For example, the Cardiac Catheterization Lab will
require 90-120 days to be relocated in the new facility.
Logistics must coordinate the delivery of all transferred items,
turnover hand receipts, and turn-in equipment and real property
left in the old hospital. Detailed space utilization plans and
Memorandums of Understanding must be in place prior to the turn-
in of equipment and property since the old facility will be
retained in place for use as bed expansion upon mobilization,
provide sow.e administrative space for Ft. Lewis as well as
providing both clinical and administrative areas for MAMC
activities with insufficient space in the new facility (Appendix
T). This post-occupancy period will take many months and require

careful scheduling of Logistics resources and manpower before the
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Division is finally able to turn its full attention on the new

facility.
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1 AutoCad is a sophisticated software program for computer

aided drafting and design. The program has the capability of
indicating architectural layout, electrical layout,
communications, and fixed equipment placement.
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ITII. CONCLUSION AND RECOMMENDATIONS

The purpose of this paper was to develop transition plan
requirements for moving from the existing hospital into the new
medical facility at Madigan Army Medical Center. Having had past
experience in two previous hospital construction and renovation
projects, the element lacking at the user level from the onset
was an overall conceptual framework by which to sensitize staff
to the scope and depth of detail that must be addressed in the
design review and transition process as well as their
responsibilities in accomplishing that end. This paper was
intended to fill that technical gap.

The major issue facing the movement into the new hospital
facility is the development of a timely and relevant transition
plan. A clearly defined, stepwise approach to transition,

ﬂ integrated with the hospital’s strategic plan, will serve to
build consensus and be a driving force toward successful
transition implementation.

{ The analysis of after action reports and transition plans
from a variety of military hospital facilities clearly indicated
the pre-move, move, and post-move transition tasks which must be
planned and coordinated prior to the actual move. Discussion on
how to implement such a plan and the major transition areas
requiring extensive development have been noted. Top management
must play an integral leadership role in the development and

ﬁ implementation of the planning document as well as mandating that

actions toward transition begin at all levels.
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The following recommendations have been derived from the
preceding discussion. First, Madigan Army Medical Center needs
to develop a strategic plan as a blueprint for future direction
and the efforts that must be taken to accomplish the defined
objectives, critical tasks, and goals within established
milestones. The plan must be action oriented and tied into the
future mission and transition efforts and actions at the
operational level.

Secondly, the formation of a MAMC Transition Taskforce is
needed to develop and implement a strategic transition plan at
the Madigan user level. The taskforce would serve as a formal
body for information sharing, the evaluation of plans, the
clarification of tasks that are interdisciplinary in scope, and
to provide feedback to the sections for goal development and
program execution.

With the assumption of duty the Transition Coordinator
should establish critical path networks for each transition
milestone, their time relationships, and the tasks that must be
accomplished.

Having moved past the design review phase, efforts at this
point should concentrate on the development and refinement of
each section’s concept of operations, equipment selection and
placement, and manpower resourcing.

Staff must be sensitized to the necessity of a taking
proactive approach in meeting their section transition
obligations. The fact is that decisions will be made whether

sections contribute their input and concerns or not; therefore,

68
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it behooves section transition coordinators to keep abreast of
changes that will impact on their areas and to solicit
opportunities that allow their input. Conversely, it is
imperative that the New Madigan Project Office, with their
broader knowledge-base in construction, equipment, and
transitioning, assume a teaching role regarding section
involvement and invite comments in situations where sections may
not realize their input is of value.

Wide dissemination of information to the staff in the form
of construction progress briefings, published newsletters, and
training is needed in order to build proprietorship and
understanding of the new facility, its systems, and to create an
environment and conditions conducive to accepting change and

accomplishing section transition goals.
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MAMC Regulation 15-1

2-32 New Hospital Project Group (NHPG)

a. Composition:

Deputy Commander for Administration (Chairman)

Deputy Commander for Clinical Services

C, Dept of Nursing

C, Logistics Division

Admin Coordinator, DCCS

C, Health Care Support Division, DEH

C, Resource Management Division

Automation Management Officer (w/o vote)

Nurse Project Officer (w/o vote)

C, Health Facility Project Officer (Recorder w/o vote)
Public Affairs Officer (w/o vote)

Attendance of other staff members as determined by the
subject matter and at the chairman’s discretion. These
persons will attend without voting privileges.
Transition Officer for the New Madigan Project

b. Purpose. To serve as the reviewing body recommending
approval/disapproval to the Center Commander on MEDCEN
requested functional changes to the new hospital project.
Originate concerns and recommendations related to the
construction project in areas such as: design changes,
equipment selection, systems development, organizationa! or
manpower development, and transitional planning which wi!}
be approved by the New Hospital Project Group prinr to
implementing actions by the Health Facility Project Office
(HFPO). The NHPG will approve all MEDCEN generated input to
the design and construction process. Change orders to
correct discrepancies or errors in the contract documents,
or to permit installation of approved equipment will be the
responsibility of the HFPO without action required by th
NHPG. The Executive Agents will be responsible for
implementing decisions of the NHPG and coordinating daily
operational requirements with designated MEDCEN points of
contact at the functional level. The NHPG will serve during
design finalization, construction, and transition into the
new hospital.

c. Meetings. Quarterly

d. Minutes. The original will be submitted to the Center
Commander for approval. After approval, the original and
eight copies will be forwarded to the recorder, Executive
Committee.

e. Office of Record. Information Management Division

f. Reference. alt acility Project icer Guide.
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DEPARTMENT OF THE ARMY

MADIGAN ARMY MEDICAL CENTER
TACOMA, WASHINGTON  98431-85000

REPLY TO
ATTENTION OF

SGFP-PM-28 (15-1A) 22 April 1988
MEMORANDUM FOR: Commander, Madigan Army Medical Center, Tacomas, VA 9847{-%000

SUBJECT: Minutes of New Madigan Project Group Mesting ,
1. ThenQew Madigan Project Group Meaeting was held 24 March {968, 1000, in the HO
Conference Room. '

2. Members present:

COL Ella L, Fletcher, Nurse Methods Analyst
COL Martin W, Sargent, Erecutive Agent

CoL Lyle W, Warner, C, Logisticz Division
LTC Dennis E. Mayer, Admin Coord, DCCS

LTC william Cahill, Dir, Resource Mgmt

MAJ Patrick H. Burns, C, AMO

Mr. Geoffrey Glass, DEH, MAMC

Members absent:

oL 7. M., Pittman, DCA, Chairman

CoL Leslie M. Burger, DCCS

COL Maldean J. Borg, Dept of Mursing
Mr. Chris Hober, PAO

Non~-members present:

COL Elmer M. Casey, Jr., Office of DCCS

COL Gerald Halvorson, Dept of Pathology

COL Dewey R, Miller, representing chairman

MAJ Jemes C. Simmons, Asst C, NMFO

MAJ Gail Maestas, representing Dept of Nursing
CFT Tom M. Keves, CM3

Mr. Bill Victory, MEDCASE Mgr

Mr. Paul Shorb, AMO

J. 0ld business:

2. Minutes from the 9 Dec 87 maeting, which were approved, sigred and
distributed in December, were reviewed,

b. Equioment Lists - COL Fletcher reported that 45/ of the activities have
received their drawings and equipment lists, Logistics has done reconciliations on
90 activities and NMFO is getting the combined lists out promptly. COL Fletcher
emphasized to the members that it would also be very helpful if the POC's send
their requirements lists back to this office promptly.



SGFF=FM-28
SUBJECT: Minutes of NMPO Meesting

d. Automation Flanning

(1) MAJ Burns requested that consideration be given to relocating the head
end equipment of the coax system in the computer room rather than in Audio Visual.
Following discussion by the group, COL Sargent stated that after the problem is
evaluated and requirements are known, the NMPO will submit a change proposal on

this issue. .

(2) MAJ Burns reported that the composites health care syztem (CHCS) has
been installed and is working at Fort Knox and urged members to look at it. It is
programmed for FY 53 for our facility. COL Casey suggested that MAJ Burns initiate
a letter for BG Powell’'s signature to try to get the target date for the CHCS moved

up.

(3) Dept of Fathology at this time is attempting to get a lab computer
sypport system. They want to get something 2s an interim system now, but COL
Helvorson hopes to get a turn-key type system through MEDCASE funds for the new
fecility. 1If thic effort fails, he will put the interim system into the new
hozpital, CCL Sargent ztated that the interim syztem possibly could be funded by
BELIC F funcs.

2, Equipment Acquisition Frogram - COL Warner introduced Mr. Bill Victory, ths
new MEDCASE Manager and reported that out of 31 MPRs submitted to MEDCASE, 27 have
been approved, 1 was not eligible, & were returned for resubmission and | was
returned which did not require resubmission. Of the é resubmizsions, S were routed
within MAMC and 1| waz returned to the activity. There were 17 PRs submitted to

Huntsville,
f. Specific furnishings isszues -~ COL Sargent reported the following:
(1) The sterilizer package is out for bids.

(2) One big izzue has been discovered concerning the use of systems
furniture in the doctor's offices. One-half inch gypsum is being used throughout
the new hospital and the manufacturers will not hang systems furniture on the walls.
Omaha Corps of Engineers is now contacting other manufacturers to find out if
they can meet our requirement.

(3) COL Sargent asked about the status of the paper on the use of BLIC F
funds, COL Warner stated they are going to adhere to the policy that any equipment
bought with ELIC F funds for the current facility will go to the new hospital and
must be approved by the NMPG.

- ey
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* GUBJECT: Minutws of NNPG Maeeting

S. There was no further business and the meeting adjourned at 1100. COL Casey
suggested that the next meeting be held after the new DCA arrives in July 1962,

ﬁ%
MFRTIN W. Séaé;é§}~;7L_-- DEWEY R« MILLER
CaL, MS CcoL, MS
Eiecutive Agent/Recorder Acting Chairman
Approved/bi=appesived

DﬁRRYL:%. FOWELL, MD

Brigadier General, MC
Commanding
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APPENDIX B

FORT CARSON TRANSITIONAL PLANNING WORKGROUP




TRANSITIONAL PLANNING PACKET
TAB B
PURPOSE OF TRANSITIONAL PLANNING WORK GROUP (TPWG)

1. The purpose of this Transitional Planning Packet Tab is to familiarize staff
members with the purpose, composition, functions, and operation of the
Transitional Planning Work Group (TPWG).

2. The TPWG was established by the MEDDAC Commander to promote staff com-
munication and interface in the accomplishment of transitional planning tasks,
and to provide overall direction and impetus to the transitional planning
effort. Its specific functional responsibilities are as follows:

a. Identify transitional planning issues which require the formulation of
comand positions/policies and refer to appropriate decision-making body for
action and subsequent issue of planning guidance.

b. Promote the exchange of information/knowledge which will facilitate
transition planning efforts and contrihute to the identification of all tran-
sitional tasks which should be undertaken.

c. Identify all major transitional tasks which must be accomplished, recom-
mending rhe assignment of action proponency, tentative target date for comple-
tion, and internal/external elements with which coordination will be required.

d. Recommend reassignment of action proponency, as appropriate.

e. Receive, review and approve all plans as developed by acticn proponents
for the accomplishment of major transitional tasks and related suhtasks.

f. Monitor the progress of on-going transitional tasks and related sub-
tasks, so as to promote thelr accomplishment in an effective, timelv and well-
coordinated manner.

Z. Review the status of tasks/subtasks which are significantlv behind sche-
dule or can not be accomplished, formulating/recommending alternative soluticns
or approaches as appropriate.

h. Via the membership, serve as a conduit for the dissemination of infor-
mation to all hospital elements as to what is being done by whom to prepare for
occupying and operating the new hospital.

3. The membership of the TPWG is as depicted at Enclosure ] to this Tab. While
admittedly a largs group, it insures that all key functional activities are
represented, as well as provides for an established network of staff points of
contact through whom information can he disseminated concerning the status of
trans{tional planning activities and what is heing done by whom to prepare for
operations in the new hospital.

4. Enclnsure 2 to this Tab projects the TPWG's schedule of meetings through the
end of 1985. Chiefs of Services/Branches who are not standing members of the
TPWG may attend meetings if desired, either to surface issues/problems/proposals
for consideration or to simply observe and become more cognizant of transitional
planning activities. Meetings are typically held in Baird Hall.




Tab B Continued:

5. The TPWG employs a standing agenda, as depicted at Enclosure 3 to this Tab.
Members (or other hospital staff personnel) desiring to have

tssues /problems/proposals presented to the TPWG for review and consideration
should contact the Transition Coordination Office for further information (Tele
#'s X4452/2955, Points of Contact: LTC Brown/LTC Sauter/MSG Ware/Ms Cardin).
Members of the TPWG are usually provided with a read-ahead packet, which is

distributed on the Friday afternoon preceeding the next week's scheduled meeting
on Thursday.

6. Formal minutes of TPWG meetings are not maintained.
Issues/problems/proposals as surfaced at a TPWG meeting which require attention
of the Construction Project Group (CPG) will typically be assigned to a member
of the TPWG for follow-up action. The tasked TPWG member will coordinate

assembly of all necessary information and development of a decision briefing for
presentation to the CPG.
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2.
3.
4,
5.
h.
7.

9,

10.
11,
12.
13.
14.
15,
ih.
17.
18.
19,
20,
21,
22.
23.
24,
25.
26.
27.
28.
29.
30.
3.
32.
33.
34,
3s.
36,
37.
38.

Deputv
Deputy
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
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MEMRERSHIP
TRANSTTTONAL PLANNING WORK GROUP (TPWG)

Commander for Administratfon (Chajrperson)
Commander for Clinfcal Services
Department of Medicine

Department of Surgerv

Department of Psvchiatry

Department of Nursing

Department of Nentistrv

Department of Radiology

Department of Pathologv

Social Work Service

Pharmacv Service

Department of Ministry and Pastoral Care

Ad{utant

Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Health

logistics Division

Patient Administration Division
Personne) Divistfon

Nutrition Care Division

Comptroller Division

Plans, Operations and Tralining Division
Clinica) Support Division

Preventive Medicine Activity

Community Mental Health Activity
Facilities Project Officer

Hospital Field Director, American Red Cross

Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief,
Chief
Chief,

Infection Contro) Service, Department of Nursing
Nursing Education and Training Section, Department of Nursing
Medical /Surgical Nursing Service, Department of Nursing
Ambulatory Nursing Service, Department of Nursing
Operating Room Service, Department of Nursing

Ancillary Support Branch, Clinical Supporr Division
Amhulatorv Support Branch, Clinical Support Division
Materiel Branch, Logistics Divistion

Propertvy Mangement Branch, Logistics Division

Service Branch, Logistics Divistion

Medical Maintenance Rranch, Logistics Divistfon

Nursing Methods Analvst, Health Facilities Project Office
Command Sergeant Maior
Transition Coordinator (Recorder)

Encl | to Tab B



TRANSITIONAL PLANNING PACKET
TAB H
SCHEMATIC DEPICTING WAYS FOR ISSUES/PROBLEMS TO BE SURFACED FOR RESOLUTION

1. Relocation of a functioning hospital from an old facility into a new, with
no break in continuity of operations, is a complicated undertaking involving a
multitude of preparatory actions. Many of these actions must be undertaken far
in advance in order to provide enough lead-time for necessary coordination to be
effected, funding to be programmed, equipment to be procured, etc. It is
imperative that the planning effort serves to identify issues/problems in suf-
ficient time for an orderly plan of action to be developed which will lead to
their timely and effective resolution.

2. Even with the best of planning efforts, not all issues/problems can be iden-
tified and resolved in advance. A major objective of the planning effort,
however, should be to anticipate as many as possible, so that the number which
do surface at a later date 1s kept to an absolute minimum.

3. In the multidisciplinary and organizationally complex structure of a hospi-
tal, the involvement of as many staff members as possihle is key to the realiza-
tion of a successful planning effort. No one individual, or even group of
individuals, has the degree of expertise and experience to be cognizant of
everything that needs to be done to insure that all hospital elements are fully
prepared to cncupy and effectively function in the new facility.

4. 1In this regard, it is essential that all staff members, at all echelons
within the hospital, have an understanding as to how issues/problems should be
surfaced and passed up the planning chain for vreview and action. The schematic
as attached at Enclosure | to this Tab serves to depfct how to get
issues/problems put into “the system”, so that they eventually receive the
necessary attention by the appropriate planning entity which will lead to thelr
resolution.

S. The primary approach for raising an fssue/problem, as is perceived to impact
on either relocation to on operations in the new hospital, would be to bring {t
to the attention of a staff member's supervisor. It would then be successively
routed through those individuals/groups along the primary route as deplcted by
heavy arrows on the schematic, ultimately surfacing to the Construction Protect
Group (CPG) for consideration/recommendation and the Commander for decision
approval.

6. Dotted arrows at Enclosure ! depict alternative approaches for surfacing
issues/problems, the result being the same in that they would eventually rise to
the attention of the CPG for consideration and action.

7. If a staff member perceives an issue/problem to exist, or simply has
comments /suggestions which would serve to enhance planning efforts, they should
be surfaced. Such input {3 encouraged and solicited, as evervone else in the
organizat{ion may have overlooked what is an obvious, and extremely {important,
planning point.
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SGFP-PM-28

FACT SHEET

Date: 24 Apr 87
Office of Origin:
NMPO/6698

SUBJECT: Madigan Army Medical Center, Ft Lewis, WA

PURPOSE: To provide information about the new Madigan Army Medical Center being
constructed at Ft Lewis, Washington.

DISCUSSION.

1. Project Scope. The new 1.2 million square foot Madigan Army Medical

Center will be a 414 bed tertiary care teaching facility. Mobilization expansion
capability of 208 beds will provide a total mobilization capacity of 622 beds.
The new facility will occupy a 100 acre site and will consist of a nine-story
nursing tower, a four-story ancillary support structure, a three-story out-
patient clinic, and a one-story logistics building. The project will also
include: an ambulance shelter, helipad, medical gas storage facility, roadways,
expansion of an existing heating plant, and parking areas for approximately

2,000 vehicles.

2. Design Concept. The new MAMC is designed to fully address the functional
needs of the teaci:.ng and tertiary care institution and to meet the overall
design objectives. The complex 1is divided into four separate buildings which
house different functional occupancies. With the exception of the logistics
building, complete interstitial space is provided above each level for building
systems, and for future operational flexibility. This interstitial space is
dedicated to building utility and transportation systems with no storage or uses
permitted other than those activities associated with maintenance and modifica-
tion of the utility systems.

The buildings are designed to three different occupancy types and are
arranged to reflect the intrinsic nature of the use enclosed. The nursing tower
1s a modular bay structure with compact dual corridor arrangements for efficient o
work flow, and has windows at residential height. The ancillary support struc-
ture has fewer window openings and is developed as an iuternally—oriented
building in keeping with its controlled medical enviromments. Both of these
buildings are designed to meet “health care occupancy” criteria. The logistics
building is expressed as the industrial processing warehouse that it is, and is
screened from view by earth berms. The logistics building is positioned so that
nothing is located above it, and with a complete two~hour fire-rated separation
enabling it to be designed to meet “industrial occupancy” criteria. The out-
patient clinic has a low massing, resembling a suburban medical office building.
The separation from the main hospital {s accomplished with two three-story
bridge connectors which complete the enclosure of a very attractive courtyard
between the two elements. This courtyard will provide a much needed visual ame-
nity that is considered essential because of its functional and environmental
advantages. The courtyard will provide needed outside space for hospital and
clinic requirements, fresh air intakes, and selective “"daylighting”™ {nto clinic
and ancillary waiting and sub-waiting areas. It also assists in attaining a
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distinct separation of the hospital and clinic elements to enable the clinic
element to be designed against "business occupancy” criteria.

The entire complex is thoughtfully sited to take full advantage of the
superb natural setting of its new location. Scenic views of Mount Rainier and
Puget Sound are recognized as making positive contributions to the healing pro-
cess, so the facility 1s oriented toward providing every tower bedroom with a
view of one of these features.

3. Physical Characteristics.

Gross square feet 1.2 million

Total beds (normal) 414

Total beds (mobilization) 622

Operating rooms 14 (4 for outpatient surgery)

Delivery rooms 4

Bassinets 65

Dental chairs ’ 14

Linear accelerators 3

Simulator room 1

Radiographic rooms
General radiographic rooms 15 (1 in Orth Clinic)
Fluoroscopic rooms 6 (1 in GI Clinic)
Special procedure rooms 2
Cardiac Catheterization Lab 1 (Adj to Surg Suite)
CT Scan 2
Chest rooms 2
Mammographic rooms 2
Cysto Suites S (Urclogy Clinic)
IVP room 1 (Urology Clinic)

4, Special Features.

Bedrooms designred for mobilization expansion
1, 2 and 4 bed patient rooms

Piped medical gases to each bed

Individual color TV's for each patient bed
Nurse call system

Internal and external pocket paging system
Central voice paging system

Central music system

Elecronic private automatic branch exchange
Dual broadband coaxial cable syscam local area network
Central dictation system

Facsimile system

Room status indicator (in clinic building)
Drive-up pharmacy

Satellite pharmacies on each nursing floor
Interstitial space

Totally sprinklered facility

Engineered smoke control system

Fire detection alarm system

-2=
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5. Materiel Distribution Systems.

a. Automatic Box Conveyor System (ABC). A 47-station system of self-
propelled delivery vehicles that automatically transit to and from their des :i-
nation along a traffic-controlled network of horizontal and vertical tracks.
System Is to be used to transport medical records, x-rays, and small items of
supply.

b. Pneumatic Tube System (PTS). A 5l-station computer-controlled,
pneumatically-powered system that transports special carriers through a 6" tube.
System is to be used to transport messages, small items of supply and other

items that physically fit the special carriers and can tolerate this method of
transportation.

c. Automatic Transport System (ATS). A fully coordinated and interfaced
automated system for transporting clean and soiled materials in carts between
processing areas and strategically-located user terminals. These carts will be
carried aboard computer—controlled automated vehicles called "tranmsporters” that
follow low voltage gulde wires embedded in the floors of the cart paths.
Vertical movement of these carts will be by seven dedicated elevators while most
horizcntal movement is through the crawl space. The ATS transporters will have
the ability to automatically pick up and drop off carts without human assistance
at terminals throughout the system.

d. Pharmacy coint-to~Point Pneumatic Tube. Two dedicated point-to-point
prneumatic tube systems within the pharmacy. One 1s between main outpatient

dispensing and satellite dispensing. The other is between satellite dispensing
and the drive-up station.

e. Inpatient Pharmacy Lift. An automatic discharge dumbwaiter 1ift is pro-
vided from the inpatient pharmacy to satellite pharmacies located on each

patient care floor in the nursing tower for direct movement of pharmaceuticals
and supplies between these elements.

f. Equipment Room Dumbwaiter. Two dumbwaiters are provided, one at each
end of the tower to move filters, equipment, and spare parts between the crawl
space and the tower mechanical rooms on floors 2 through 8.

g. CMS Dumbwaiter. An automatic discharge totebox dumbwaiter for the
“stat” movement of small items of supply, individual packs and other goods bet-
ween CMS and the surgery suite and delivery suite.

h. Case Cart Lift. An automatic load and discharge cart lift to transport
surgical case carts from CMS to the surgery suite and delivery suite.

i. ATS Elevators. Seven 2levators dedicated to the vertical transportation

the ATS carts. Two each are located in the aursing tower, ocutpatient clinic
building and the ancillary support building, and one in the logistics building.

~3-
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6. Vertical Transportation (passenger).

a. Elevators. A total of 14 elevators are provided for the movement of
people within the facility. The nursing tower contains four patient/staff
hospital-size elevators and five passenger elevators for movement of visitors
(An additional elevator shaft is provided for a sixth passenger elevator if the
tower is expanded at a later date). The ancillary support building contains two
hospital-size elevators near the emergency room for movement of patients to the
surgical suite, intensive care units, and labor and delivery suites. Three
passenger elevators are also provided in the clinic building to accommodate han-~
dicapped patients and staff.

b. Escalators. An escalator provides the primary vertical tramnsportation
between the three levels of the clinic building.

7. Location of Activities by Building and Level:

— ——

- va—iuy

e .y oy

Ground floor -

First floor -

Second floor -

Third floor -
Fourth floor -
Fifth floor -
Sixth floor -
Seventh floor -

Eighth floor -

NURSING TOWER (HEALTH CARE OCCUPANCY)

Nutritional Care Div

Dining Room

Inpatient Pharmacy

Post Qffice/mail room
Patient Services

Patient library

Chapel & Chaplain offices
Main lobby

Step Dcwn Unit (2S) 20 beds
Nursing Service supervisors
Obstetrical Unit (3S) 29 beds
Med/Surg Unit (4S) 28 beds
Med /Surg Unit (5S) 28 beds
Med/Surg Unit (6S) 32 beds
Med/Surg Unit (7S) 32 beds

QOrthopedics Unit (8S) 30 beds

A

Post Exchange

Beauty and Barber Shop
Optical Shop

Snack bar & Vending Area
Patient Administration
Patient Assistance

Quality Assurance

Inpatient Medical Records
Hemodialysis Unit

Nephrology Clinic
Respiratory Therapy
Obstetrical Unit (3N) 29 beds
Pediatrics Unit (4N) 32 beds
Psychiatry Unit (5N) 32 beds
Med/Surg Unit (6N) 32 beds
Med/Surg Unit (7N) 32 beds

Orthopedics Unit {8N) 30 beds
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ANCILLARY SUPPORT BUILDING (HEALTH CARE OCCUPANCY)
Ground floor - Central Materiel Service Nuclear Medicine
Laboratory Radiation Therapy
Medical Photography & Illus~ Plant Maintenance
tration
First floor - Blood Donor Center Physical Medicine/PT & OT
Emergency Room & Acute American Red Cross & Volunteers
Minor Illness Clinic Radiology
Second floor - Surgical Suite Dental Clinic
Ambulatory Surgery Uroclogy Clinic
Anesthesiology Intensive Care Units (SICU,
MICU, CCU)
Third floor - Labor and Delivery Suite Nursery
LOGISTICS BUILDING (INDUSTRIAL OCCUPANCY)
Ground floor - Logistics Energy Plant and Control Ce:cler

Clinical Investigations

QUTPATIENT CLINIC BUILDING (BUSINESS OCCUPANCY)

Ground floor -~ Dept of Medicine Automation Management Ofc
Allergy/Immunization Clinic Medical Specialty Clinic
Audio Visual Production Nursing Education & Staff Dev.
Auditorium & Conference Room OB/GYN Clinic
Child Guidance Clinic Dir. of Plans, Training & Sec.
Dietetics & Clinical Dietetics Preventive Medicine
Dermatology Clinic Provost Marshal
Hematology/Oncology Clinic Psychiatric Clinic
Medical Clinic Social Work Service

First floor - Brace Shop Orthopedic/Podiatry Clinic
Command Suite OQutpatient Pharmacy
Comptroller Outpatient Records
Family Practice Clinic Pediatric Clinic
Judge Advocate General Public Affairs Office
Clinic & Nursing Administra- Vending area

tion Veterinary Service

Second floor - Dept of Surgery Medical Holding Company
Central Appointments Medical Library
Audio/Speech Therapy Optometry/Opthalmology Cl
Cardio/Pulmonary Clinic Dir. of Perscnnel
ENT Clinic Surgical Clinic
Equal Opportunity Office Surgical Spectalty Clinic

Inspector General
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8. Distribucion of Beds by Patient Care Unit

SECOND FLOOR, ANCILLARY SUPPORT STRUCTURE

Intensive Care Units;
Surgical ICU
3 Isolation Rooms
7 Single Bed Rooms

Medical ICU
3 Isolation Rooms
7 Single Bed Rooms

Coronary Care Unit
8 Single Bed Rooms

SECOND FLOOR, NURSING TOWER
Step—Down Unit (2S)
: 2 Isolation Rooms
4 Single Bed Rooms
5 Two Bed Rooms
1 Four Bed Room

THIRD FLOOR, NURSING TOWER
Obstetrical Unit (3S)
1 Isolation Rooms
5 Single Bed Rooms
10 Two Bed Rooms
1 Three Bed Room

FOURTH FLOOR, NURSING TOWER
Medical/Surgical Unit (4§)
.2 Isolation Rooms
0 Single Bed Rooms
7 Two Bed Rooms
3 Four Bed Rooms

FIFTH FLOOR, NURSING TOWER
Medical/Surgical Unit (5S)
2 Isolation Rooms
0 Single Bed Rooms
7 Two Bed Rooms
3 Four Bed Rooms

3

7

10 Beds
3

7

10 Beds
8 Beds

2

4 (4)
10 (5)
A 2
20 (1l1)*
1

5 (5)
20 (10)
3@
29 (17)*
2

0

14 (7)
12 (6)
28 (13)*
2

0

14 (7)
12 (6)
28 (13)*

-6=-

Obstetrical Unit (3N)

2 1solation Room 2

4 Single Bedrooms 4

10 Two Bed Rooms 20
1 Three Bed Room 3

2

(Vo)

Pedjatrics Unit (4N)
3 Isolation Rooms 3
3 Single Bed Rooms 3
7 Two Bed Rooms 14
3 Four Bed Rooms 12
32

Psychiatry Unit (5N)

0 Isolation Rooms 0
2 fingle Bed Rooms 2
2 Seclusion Rooms 2
4 Two Bed Rooms 8
5 Four Bed Rooms 20

32

(4)
(10)
(2)
(16)*

(3)
(7)
(6)
(To)*

(2)

(4)
(10)
(T6)*
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SIXTH FLOOR NURSING TOWER

Medical/Surgical Unit (6S) Medical/Surgical Unit (6N)
2 Isolation Roons 2 2 Isolation Rooms 2
6 Single Bed Rouoams 6 (6) 6 Single Bed Rooms 6 (6)
8 Two Bed Rooms 16 (8) 8 Two Bed Rooms 16 (8)
2 Four Bed Rooms 8 (4) 2 Four Bed Rooms 8 (4
32 (18)* 32 (1g)=*
SEVENTH FLOOR NURSING TOWER
Medical Surgical Unit (7S) Medical/Surgical Unit (7N)
2 Isolation Rooms 2 2 Isolation Rooms 2
6 Single Bed Rooms 6 (6) 6 Single Bed Rooms 6 (6)
8 Two Bed Rooms 16 (8) 8 Two Bed Rooms 16 (8)
2 Four Bed Rooms 8 ) 2 Four Bed Rooms 8 (&)
32 (18)* 327 (18)*
EIGHTH FLOOR NURSING TOWER
Orthopedics Unit (8S) Orthopedics Unit (8N)
2 Isoclation Rooms 2 2 Isolation Rooms 2
6 Single Bed Rooms 6 (6) 6 Single Bed Rooms 6 (6)
7 Two Bed Rooms 14 (7) 7 Two Bed Rooms 14 (7)
2 Four Bed Ronms _8 () 2 Four Bed Rooms _8 (4)
30 (17)* 30 (17)*
Types of Rooos Normal Ovperating beds
Operating Beds Under Mobilization
Seclusion Rooms ~- 2 2 beds (2)
Isolation Rooms -~ 30 30 beds ‘ (30)
Single Bed Rooms -~ 76 76 beds (130Q)**
Two Bed Rooms - 96 192 beds (288)
Three Bed Rooms =~ 2 6 beds (10)
Four Bed Rooms - 27 1C8 beds (162)
414 (622)
* Nua:re: .f expansion beds per unit. .
*% T nr wo (22) of the single patient rooms are ICU beds that are not expan-—
dable. -
BASSIt =~
Full Term 40 (6 are for observation)
Intermediate Care 8
Neonatal Intensive Care 15
Isolation Rooms 2

TOTAL 65

COL Martin W. Sargent/967-6698
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. SPOSITION FORM %2
use of this form, see AR 340-15; the proponant agency is TAGO.
~ERENCE OR OFFICE SYMBOL SUBJECT
SGFP-PM-28 MAMC Replacement Project =-- INFORMATION DF
TO CofS FROM  NMPO DATE 24 Jun 86 CMT 1

MAJ Simmons/bai/6693

l. Purpose. To provide project information on subject construction and its economic impact
on the local community.

2. Information.

a. Project Design Team:
Project Manager: Dept of the Army, Corps of Engineers
(Contracting Officer: Secattle District)
Project User: The Office of the Surgeon General
(Program Manager: US Army Health Facility Planning Agency)
Architects/Engineer: John Graham Co & Sherlock, Smith & Adams Inc

b. Project Scope:

414 Bed Tertiary Care/Teaching Hospital

618 Bed capability under mobilization (204 expansion beds)
9 Floor Nursing Tower

Floor Qutpatient Clinic

4 Floor Associated Ancillary Support Facilirty
1 Floor Supply Building
1.2 Million Gross Square Feet

5338,000,000 fully authorized over six fiscal years

c. Project Status:
Initial Site Package: Site preparation, excavating, road construction, relocate
utilities, shoppette and Resident Engineer Office.

Contractor: Pacific Ventures Inc
Notice to Proceed: 11 Jan 85
Completion Date: 30 Apr 86

Construction Cost: §5,400,000 ($300,000 in unsettled claims)

d. Main Construction Package: Hospital Construction
Contractor: Blount Brothers Corporation
Notice to Proceed: 15 Jul 86 (anticipated)
Projected Completion Date: Nov 90
Original Contract Price: $207,756,000 (anticipated)

e. Economic Impact: A Corps of Engineer study indicates that the project will have a
positive impact on the community. An estimated 700 to 1000 jobs will be generated in the
constructlion trades. With the existing work force and corstruction schedule, the total impact
is considered insignificant. Manpower, materials and support required locally are considered
adequate for the project. Funding projections are as follows:

FY86: $24,900,000 (appropriation)
FY87: $72,000,000 (requested)
FY88: §$90,000,000 (programmed)
FY89: $80,000,000

FY90: $60,000,000

AMES C. SIMMONS
MAJ, MS, Asst C, NMPO

FORM R US. Gevarnmont Srinting Offiam 1983408003
DA (%% 2496 PREVIOUS EDITIONS WILL BE USED
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DISPOSITION FORM
For use of this form, see AR 340-15; the proponent agancy is TAGO.
nE'FERENCE OR OFFICE SYMBOL SUBJECT
SGFP-PM-28 MAMC Replacement Project —-- INFORMATION DF

10 CofS FROM  NMPO DATE 30 Sep 86 CMT 1
. MAJ Simmons/bai/6698

1. Purpose. To provide general information on MAMC replacement project and comstruction sta-
tus for the Tri-Service Quarterly Meeting.

2. Information.

a. Project Design Team:
Project Manager: Dept of the Army, Corps of Engineers
(Contracting Officer: Seattle District)
Project User: The Office of the Surgeon General
(Program Manager: US Army Health Faclility Planning Agency)
Architects/Engineer: John Graham Co & Sherlock, Smith & Adams Inc

b. Project Scope:

414 Bed Tertiary Care/Teaching Hospital

612 Bed capability under wobilization (204 expansion beds)
9 Floor Nursing Tower
3 Floor Ontpatient Clinic
4 Floor Assoclated Ancillary Support Facllity
1 Floor Supply Building
1.2 Million Gross Square Feet

$338,000,000 fully authorized over six fiscal years

c. Projebt Status:
Initial Site Package: Site preparation, excavating, road construction, relocate
ut{lities, shoppette and Resident Engineer Office.
Contractor: Pacific Ventures Inc
Notice to Proceed: 11 Jan 85
Completion Date: 30 Apr 86
Construction Cost: $5,400,000

d. Mailn Construction Package: Hospital Construction
Contractor: Blount Brothers Corporation
Notice to Proceed: 22 Jul 86
Projected Completion Date: 23 Nov 90
Original Contract Price: $207,756,000

e. anstruction Status: During the first two months of the main construction package for
the MAMC replacement project the contractor has mobilized and established operations on the
site, completed initial grading and densification operations, and has begun forming and
pouring grade beams and mud slabs. Work on the project is 1.4% complete and proceeding on
schedule. No problems of significance have been reported to, date.

| %@é\f

JAMES C. SIMMONS
MAJ, MS
Asst C, New Madigan Project Office
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CONCEPTS OF OPERATION




CONCEPT OF OPERATION
OB/GYN DEPARTMENT AND CLINIC

MISSION:

OB Outpatient: Evaluation of the outpatient obstetrical
patient of all gestational ages for routine care, special
obstetrical needs to include, but not limited to, amniocentesis,
high risk pregnancy, multiple gestation, non-stress testing,
ultrasound testing, and genetic counselling.

GYN Outpatient: Evaluation of the gynecology patient to
include; routine gynecology examinations, colposcopy, urodynamic
testing, oncology, infertility and screening patients for triage
for emergent health problems, biopsies, and special procedures.
Active Duty Sick call is held daily prior to seeing appointed
patients.

PATIENT FLOW:

All patients will be taken care of in the clinic area. The
patients will check into the reception area (G-65-2), those
presenting for triage (walk-in GYN problems) will be referred to
the Outpatient Records area located on the first floor to obtain
their records. OB patients presenting in labor will be given
their record and directed to Labor and Delivery, up the elevator,
accross the bridge connectors, and to the elevator to the third
floor. Non-appointed OB patients will be seen on a walk-in basis
as necessary.

Patients will be referred to the outpatient lab and
outpatient pharzacy (located on 1st floor, directly above OB/GYN
clinic) after completion of their appointments.

Patients will be called via the intercem from either the main
waiting room (G-65-10) or one of the smaller subwaiting rooms (G-
55-13 and G-55-20). At the present time these waiting rooms will
be essentially reserved for patients awaiting to be seen in the
Colpo Clinic, Ultrasound and Uro-dynamic testing area.

ROOM UTILIZATION:

Room designations would remain the same as indicated except
for the following proposals:

Child Care waiting (G-66-10) will be utilized as a conference
room/class room.

Exam Roomg £#18 and #22 (G-0G0-1 and G-55-8) will be used as
ultrasound rooms.

o
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Resident Office #13 and adjoining exam room #26 (G-5%5~4 and
G-55-3 respectively) will be used for uro-dynamic testing.

Exam Room #21 (G-55-24) will be used as a secure medication
room with refrigeration capabilities for culture median and
medications.

Treatment rooms G-55-21 and 22 will be exclusively used for
colposcopy examinations.

Resident Work Room (G-55-23) will be used for NST testing,
hoping that the dimensions of this room will accommodate a
minimum of four {4) exam tables.

Nurse Screeners Room (G-64-9) and adjacent exam rooms #33 (G-
64-8) and #35 (G-64-10) will be used exclusively for the
screening/triage doctor.

Classroom (G-64-4) will be used as an office for the head
nurse and the nurse educator.

SUPPLIES:

A. CMS: Delivered to clean supply and linen rooms (G-55-1
and G-56-2). c:Zpeculums will be distributed to all examination
and treatment rooms at time of delivery. During the day
speculums Wwill be washed in the "industrial strength" dishwashers
which should be installed under the counter in each of the sociled
utlity rooms (G-54-2 and G-56-3). All other sterile supplies
Will be stored in the clean supply and linen rooms in cabinets
until tirme of utilization, and will be exchanged on a daily basis
one for one.

B. EXPENDABLE: Medical supplies will be stored in the
locked medication room proposed, also in the clean supply and
linen rooms. Non-medical supplies will be stored in the
forms/literature storage room and the twoc storage rooms located
at either end of the main hallway allowing easy access by all
personnel.

COMMUNICATION:

Overhead paging should be available from all offices and
examination rooms, irregardless of utilization. Seperate digit
paging should be designated for each waiting area, i.e. Waiting
room G-65-9 and 10 paging number 1 and sub-waiting room G-55~13
paging number 2, and sub-waiting room G-55~2- paging number 3.
There should also be a paging system that can access all waiting
areas and all corridors for general announcements or when trying
to locate a physican or patient. All examination rooms,
administrative offices, doectors offices, and specialty rooms
should have intercom communication.




HOUSKEEPING:

Housekeeping can be accomlished daily after closure of the
clinic, however, it is desirable, that all toilets used by the
general patient population be cleaned a minimum of twice during
the clinic day. Preferably once in the mid-morning and again in
the mid-afternoon.

LABORATORY & DISTRIBUTION:

Most lab specimens will be obtained at the lab since the
patient must present there to have the lab work accomplished.
Stat lab results can be telephoned bacx to the clinic on a line
that should be reserved exclusively for the lab, either their
calling us with results or us calling thex for results. It is
desireable that all laboratory reports be returned immediately to
the clinic upon completion, provided completicon is during norcal
duty hours. This could be accomplished through the pneuzatic
tube system.




QUESTIONS/CONCERN

The following are some questions that have come up during our
effort to accomplish the concept of operation, and we request
assistance in clarification.

1. Ronms G3-55-22 and 21 what is the drawing along inner
wall. Sink/Storage space?

2. What is the space along common wall between G-65-5 and G-
65-42

3. What are the dimensions of the following rooms? G-=66-1C,
G-55-8, G-55-23, G-53-10. Also most exam rooms look about the
sape size, are they? And what are the dimensions of the averags
exam room?

4. Do all the toilets have sinks? If so, then what do the
little box configurations in each exam room represent? We were
under the impression they were sinks.

5. Will stretchers and wheelchairs fit through all exam and
treataoent rooms with ease? OCr, what are the dimensicns of the
door ways?

6. Are there sinks in the following rcoms? G-54-%5, and G6%-

L2

T. Are there patient call buttons to alert hospital staff in
all patient toilets?

8. How is contamirated waste disposed of?

9. How are large anounts of records gcing to be obtained and
returned to outpatient records section? As they presently are?
Also at present a large "tub" is used to transport the over 2,002
OB patient records between labor and delivery at the close of
each business day, however, labor and delivery is adjacent to the
OB/GYIN c¢linic. In the new hospital that is no longer going to be
the case and so0 a new system for mass record transfer is either
going to have to be devised, or we will be forced to go back to
the present way of using a very antiquated technique.

10. How will used supplies be returned to CMS for
sterilization?

11. Will pneumatic tube take blood an urine specimens
collected in the c¢clinic area to the lab without breakage?

12. What is a room status indicator and how is it used?
There needs to be some mechanism available to call nurses to
examination room:s and to notify others that the room is occupied.
Is the room stastus indicator capable of this function?
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13. What happens when cardiac arrest occurs in clinic? Whrere
will the crash carts be located and will the CA Team come from
the ER or the main hospital complex to assist?

%, ..
Gt AA e
Barbara Bohl-~Baker
Adpin Officer
Department of OB/GYN

Rita Z. Scorenscn
Head HNurse
OB/GYN Clinic
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Patient Administration Division

1. Organizational Elements: a. Office of the Chief

2. Migsion: a.
b.
c.
d.
e.
f.
8.
h.
i.
j.
k.
1.
m.

3. Location and

b. Patient Affairs Branch

c. Patient Accountability Branch

d. Medical Records Administration Branch
e. Outpatient Records Branch

Custodian of inpatient and outpatient medical records (1dse)
Administration of admission and discharge of patients (lc¢)
Adrinigtrative transfer of inpatients (1d)

Collection of medical statistical data (1d)

Hospital treasure functions (lc)

Preparation of vital statistic documents and casualty reports (lb)
CHAMPUS information (1b)

Medical Board activities (Ib&d)

Initiate third party liability actiom (1b)

Supplemental Care and Civilian Claims (lc)

Medical statements (1d)

Release of medical infcrmation (1d)

Inpatient and Outpatient dictation (1d)

Hours of Operation: a. Office of the Chief, 1AA13, 0730-163C M-F
b. Patient Affairs, 1AAC19, 1AA21, 0730-1630
c. Patient Accountability Branch, 1AAQ4, 2BKO2-
Treasurer's Office - 0730-1600 M-F
Admission and Disposition - 24 hours, 7 da
Other Sections - 0730-1630 M-F
d. Medical Records Administration Branch,
1AAO8, 1AA16, 2BKO4, 2BF73 - 0730-1630 M-F
e. Outpatient Records Branch, 2C¥02, 0720-2300
M-F

4, Communications: a. Office of the Chief: C, FAD, Asst C, NCOIC, #8386

b. Patient Affairs Br: C, #8275

c. Patient Accountability Br: C, #8386

d. Medical Record Administratiom Br: C, #8389
e, Outpatient Record Branch: C, #8290

5. External Dept/Div Interface: a. (1) All administrative and clinical elements
of the MEDDAC., (2) individual walk-ins
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b. hief of Adminlstrative Setviceﬂ

C, A

atient Accountability] edical Records
ranch Admin Br

atient Affairs EutpatieﬁE
ranch ecords Br

c. Post - SJA, AG, Law Enforcement Comd, Compt, DENTAC, 326 Med Bn, 86 CSH,
cip, 16

d. HSC - PAS&BA, PAD, DCS Prof Actv, IG

6. System supporting Dep/Div: All do to some extent.

7. Significant Changes as_a Result of Move:

a. Outpatient Records Branch, (1) Patients will be largely eliminated from
transporting records (except TMC). Records will pot be given to patients but
delivered by outpatient record personnel to clinics or ward and then collected
following patient/provider encounter. Pneumatic tube delivery will be used
between clinics. (2) Outpatient Records Room and Pediatrics Records Room will
be consolidated into one record area, Filing will be in usual terminal digit
file system (like colors together) manner rather than by the last digit.

b. Clothing and Baggage Room. There is no clothing and baggage room in the
new hospital. Only that which can be placed in the closets on the wards can be
accepted. This will cease to be a PAD function thereby complying with AR 40-2.

c¢. Inpatient Transcription. Instead of the current Lanier head wire dictation
system there will be either a Dictaphone or Lanier dictation system using controlled
telephone access and having sn editing capability. Current memory typewriters will
be released to the Outpatient Dictation Section, PAD, and replaced by modern word
processing equipment.

d. Treasurer's Office. For those patients without deposited valuables or
monies in the Patient Trust Fund, on a trial basis, central PAD clearance will
be operated from this point with wards using the pneumatic tube to move the
clearance form rather than the patient. On receipt of clearance form, the cus-
tomary forms will be completed in Treasurer, bill typed and returned to ward for
the patient, Treasurer will notify AAD of clearance. On fat, Sun, and holidays
that portion of clearance possible will be accomplished in AAD which will coordi-
nate with Treasurer on next day on those released during that time frame.

e, Pneumatic tube will be used to the maximum for all correspondence and
records instead of runners.

f. OQutpatient dictation will continue to expand services to providers as
training, equipment and resources permit.,

g. Inpatient Records will use movable ghelves for filing inpatient records
rather than current open shelves,
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h. To the maximum extent possible, patients will not be given their original
medical records to transport to clinics or between clinics, Following a visit
to a clinic or hospitalization on a ward the health or outpatient treatment re-
cord should not be given to the patient but withheld pending retrieval by out-
patient records personnel,
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ADDENDUM TO PAD CONCEPT OF OPERATIONS

8a. Walk-in patients should stop by the Qutpatient Records Room before going

to the clinic - just as in the old hospital. Normal delivery of the outpatient
record will be by PAD personnel to the clinic several times an hour. Delivery
of outpatient records from PAD by pneumatic tube will not be the norm but shall
also be used depending on numbers and availability of carriers and size of the
record as limiting factors. Some thick records will be split between current
and old data with only current data forwarded to the clinic unless the ertire
record is specified (due to size of record the pneumatic tube will accommodate).
Only if there is no other way to move the record will it be given to the patient
to deliver to the next clinic and then it must be placed in a sealed envelope
and next clinic appointment verified. Outpatient records of inpatients will be
delivered the day of admission as required when the Outpatient Record Room is
notified.

8b. Patient baggage is limited to capacity of closets in patient rooms. There
were an average of 4,3 patients per month medevac in to Fort Campbell in FY82.
Almost all had a home of record in the local area. Baggage should be picked up
by relatives of the patient or by the company to which assigned (first choice),
placed with Med Hold Co (it should be noted there is no security currently at Med
Hold 2500 area), if necessary, as in any similar hospital (such as Eisenhower},
or remain with the patient on the patient care unit (last choice but currently
the only alternative unless Med Hold Co capabilities increase.

8c. Patients must come to the Treasurer's Office to pay any balance due on a
bill.

8d. There are virtually no changes contemplated in the procedures involved in
convalescent leave, patient evac in or out, securing patient valuables, reports
from patient care units, death procedures or other vital statistical data. The
only normal deviation would be using the pneumatic tube system in some cases to
deliver notices or other paperwork instead of the current distribution system or
handcarry mode of operation.

There is a modification in admission of a patient in that there will no longer be
a requirement for the admissions clerk to provide a 3"x5" patient card or bed card
to the patient area to which the patient is assigned. Although the Admissions
Office data will reflect assigned patient care unit, the assignment of an actual
room to the patient will be accomplished by Dept of Nursing personnel at the
patient care unit, Those requiring actual room number of a patient will obtain
that data from the patient care unit.
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CONCEPT OF OPERATION
DEPARTMENT OF NURSING

2 November 1982

1. Organizational Elements: Organizational chart identifies Department
of Nursing subcamponents and depicts chain-of-command (Attachment 1).

2. Mission: The mission of the Department of Nursing is to provide

nursmtgssgrvices as required in the examination, care and treatment of
patients in accordance with established standards of nursing practice.
Includes hands on nursing services, training and development of nursing
staff MEDDAC wide and as directed, assuring quality of nursing care,
unit level management of essential hotel functions in the absence of an
established non nursing program, supplying the MEDDAC with non prepack-
aged sterile supplies and monitoring all MEDDAC/DENTAC autoclaving
functions, providing career guidance and counseling to military and
civilian nursing personnel and managing the day-to-day infection control
program (see AR 40-6, AR 40-48, AR 40-66, AR 40-407, DA PAM 40-5, HSC
Reg 10-1, FCMEDDAC Reg 10-1).

3. Location and Hours of Operation: Inpatient services to include QMS,
emergency nursing care and operative/anesthesia nursing services are
provided on a 24 hour daily basis. Supervision is likewise provided 24
hours daily by Assistant Chiefs E/N/Relief. Outpatient, as well as for-
mal educational cervices are provided during normal duty hours. Once
fully developed, Infection Control Quality Assurance programs should
operate 24 hours daily as an integral part of the nursing process.

L}
Bldg A, Level 1 ROCM PHONE

Chief Nurse 1ABS7D 8034/5
Assistant Chief Nurse, Days/ 1ABS57C 8036

Chief Clinical Nursing Svc
Asst C, Evenings & Nights
(available after normal duty hours)

C, Nursing Education & Training Svc 1AB64 8311-5
C, M-S Nursing Section 1AB578 8037/8
Infection Contol/QA Nurse 1AB60 8035
Chief Wardmaster 1ABS57A 8039
Bldg B, Level 1 ROOM PHONE
c, s 1BB02 8098
Bldg B, Level 2 ROCM PHONE
C, Maternal Child Hlth Nsg Sec Z2BE15 8210/1
C, OR Nsg Sec 2BD43 8206
C, Anesthesia Nsg Sec 2BD57A 8207/8
Bldg C, Level 2 ROCM PHONE
C,.Clinics/Comunity Hlth Ns xuos 8148
'(Améu?ato{y Nsg &vd) 9
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OONCEPT OF OPERATION
DEPARTMENT OF NURSING
(Continued)

4. Comunications: See paragraph 3 for phone numbers of key positions.
Clinical and Administrative Services must maximize collaboration/coordi-
nation efforts with the office of the chief and the section chiefs. 1In
turn, they must minimize this activity for major programs at the head
nurse/wardmaster level thus allowing maximum time for patient care,
staff development/orientation readiness preparation, quality assurance
programs and collaboration with individual practitioners. Individuals
listed in paragraph 3 are available to provide assistance internally and
externally. Clinical head nurses deal directly with individual prac-
titioners and ward officers. These individual practitioners, when wear-
ing service and department chief hats, deal more appropriately with
individuals in paragraph 3. This is not an effort to decrease com-
munications at the patient care level but rather an effort to simplify
camunications for head nurses and wardmasters and to assure accomplish-
ment of their primary mission.

5. External Dept/Div Interface: Local, HSC, AMEDDPERSA.

a. Critical Feeder Systems include Personnel and Resource Manage—
ment Groups, the Camptroller (Budgeting), Logistical Support, Forms and
Publications, PAD elements, Food Service, Medical Departments, and such
elements as Pathology, Radiology, CSD, Office of CPS.

b. Other MEDDAC elements directly impacting nursing include the
American Red Cross, Social Work, Non Clinical Food Service elements, CSD
support elements, Unions, the Medical Company, Camptroller. Very little
does not impact nursing. In actuality, all activities impact nursing
delivery systems to a greater or lesser degree.

c. Chain of supervision depicted in Attachment 1. Medical super-
vision of patient care occurs at all levels of care ard management.

d. oOther organizations of daily or frequent importance include but
are not limited to the JCAH, IG, and professional organizations.

6. Policy and Procedure:

a. Policy and procedures addressing the role and functions of
nursing are the exclusive right of nursing. The Chief, Department of
Nursing is the policy making agent for nursing with input from clinical
nursing practitioners.

(1) Internal changes: Any policy/procedural change impacting a
single patient care unit (PCU) must be coordinated with the clinical
section chief responsible for the PCU. Those changes affecting several
PCU's or the entire department must be ocoordinated with Chief, Depart-
ment of Nursing after acquiring concurrence/nonconcurrences from in-
volved section chiefs.
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QONCEPT OF OPERATION
DEPARTMENT OF NURSING
{Continued)

(2) External change requests: Any policy/procedural changes
desired by activities external to Department of Nursing must be coor-
dinated with C, DON. Implementing instructions for nursing personnel
will be issued by C, DON.

(3) Patient care during peace time and in the event of partial
of full mobilization is oconsidered to be the priority mission of nursing
personnel. Campliance with standards for advance posting of time sche-
dules. requires that all reqularly published duty rosters reach the de-
partment at least 4 weeks in advance of the starting date on the roster.
All comunications to staff members regarding personnel requirements,
release fram duty, additional duties, and mandatory training must be
routed through the C, DON for distribution to the individual involved.

7. System's Support of Department: Virtually all hospital systems
directly or indirectly impact nursing. The MISO and UCA have thus far
provided minimal support in comparison to the potential demonstrated in
the civilian world over the past decade.

8. Significant Changes as a Result of Move: The increased clinical
space and lack of "closeness" will dilute observational abilities of an
already limited staff. Open bays are an advantage where staffing is
limited. Howevar, patient and personnel morale should be greatly en—
hanced by environmental and technical improvements, and steps should be
saved by the telephone and pneumatic tube services and the centralized
nurse call system. Bed management may be more complex because of
male/female mix and ocompetition for private roams. Advantages and
disadvantages should be apparent within the first six weeks of
operation. Space will be a problem for areas such as education and
training not only for classes but for storage of costly items; but
improved AV support will enhance 24 hour capability once programming is
improved.

a. Nursing unit staff will determine the bed location for each
newly admitted patient based on diagnosis, acuity, and staffing (quaniity
aad quality). Subsequent patient movement within a given nursing unit
Aare at the discretion of the head nurse/charge nurse; the primary
physician will be kept imformed of plans and needs under non emergent
conditions. Appropriate notifications (diet roster, pharmacy, infor-
mation desk, nurse call system operator) will be made by the nursing
unit staff in the event of inter-unit relocations. Based on notifica-
tion by the head nurse/charge nurse that a nursing unit has reached full
occupancy, it is the responsibility of the ward medical officer to take
appropriate actions in ocoordination with other physicians and medical
chiefs,
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CONCEPT OF OPERATION
DEPARTMENT OF NURSING
(Continued)

b. Nurses in expanded roles, nurses in specialty areas, and indivi-
duals performing skills beyond the normal scope of practice are creden-
tialled acoording to FC MEDDAC Reg 2. Criteria for role/task perfor-
mance are developed at the unit level and provided as recommendations to
the Credentialing Committee which uses these criteria to act on indivi-
dual requests for credentialling. Credentials are renewed annually.
Except for practitioners/midwives credentialing is not yet fully
developed. Improvement is a goal.’

9. Anticipated Changes Which will be Assisted by Move: To date the De—
partment of Nursing has not implemented the standards of nursing prac-
tice first published in 1979 and recently published in DA PAM 40-5.
Plans will be developed to implement these standards in an organized and
coordinated manner once the move is completed. 1In turn, the adoption of
standards will lead to other changes which can very positively influence
patient outcomes but will require multidisciplinary coordination. This
change will be facilitated by all efforts to expand patient support ser-
vices: Unit Dose Delivery Systems, MDS to a great degree though the
lack of nurse servers dilutes this advantage somewhat at the hands on
level. Unplanned/unscheduled demands also dilute this - unscheduled
company/post details, random, non emergent admissions and rounds, non
availability of beds, unscheduled ineetings, true emergencies, unsche-
duled administrative demands.

10. Narrative: By all indications the operation of the Department of
Nursing's inpatient services was not slated to change as a result of the
move. This means the department would conceptually operate within a
functional (task oriented) organization or at best a functional-team
approach. This approach was adopted during WWII as a field expedient
approach to saving lives, but its popularity waned during the late 50's
and 60's. Team and primary nursing have been popular during the 60's
and 70's and have been adopted with varying levels of success in mili-
tary hospitals. It is unusual today to receive a nurse under 40 or a
physician who can even oconceive of other than team or primary nursing as
a means for organizing the delivery of nursing services, Pure primary
nursing is difficult in the AMEDD because of our large numbers of para-
professional nursing staff, but team or pri-team nursing is possible,
highly palatable, and of critical importance to improving patient out-
cames and retaining costly resources.

a. Operative/Anesthesia Service write~up from LTC Crist and LTC
Couch.

b. Visiting hours as described in the Patient Information Book will
be in effect unless health care providers elect to limit visitors to
selected patients in order to pramote rest and recovery. Families of
surgical patients should wait in the waiting area outside the OR while
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QXNCEPT OF OPERATION
DEPARTMENT OF NURSING
(Continued)

the family member is in surgery to facilitate physician-family
camunication.

c. Infection control description fram MAJ D. Kading.

4. Department of Nursing will strive to maintain annual CPR
Certification for 99% of jts members and participation in the CPR training
program is open to all MEDDAC staff on a space available basis. Further,
the department will support and implement those decisions made by the
Critical Care Camittee regarding the location and inventory of
emergency equipment and procedures for managing medical emergencies, and
certification and training requirements.

e. The Department of Nursing is comitted to modernizing nursing's
delivery systems. Once the move and initial shakedown is completed,
plans will be developed to introduce the standards of nursing practice.
Camensurate with this implementation, alternative organizational
approaches will be explored and changes appropriate for this MIF will be
programmed. All disciplines should expect an increase in requests to
provide input to multidisciplinary patient conferences and discharge
planning activities and clinical and administrative consultation.

f. In addition to nursing's organization for care, personnel will
explore modernization of nursing's management systems--information
handling as well as such elements as patient acuity and flexible staf-
fing. The JCAH requires that a patient acuity system provide the basis
for staffing ratics. Such systems do exist but few MTF's have access to
them, yet, We will also pursue electronic means for handling infor-
mation on the broad scale and improved methods for storing information
at the user level.

g. As a minimum, all disciplines should anticipate that nursing will
organize under an advanced, patient focused team concept, that by early
1984 the standards of practice will be fully implemented and that ele-
ments of change will be evident beginning in early 1983. Coordination
will be maximized among the various disciplines to facilitate criti-
cally needed changes.
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APPENDIX E

REORGANIZATION OF CLINICS




D*R*A*F*T

RECRGANIZATICN OF CLINICS

PRESENT STTUATION: In the present facility, individual clinics have separate
TDA paragraphs, separate requirements for administrative and clerical support,
ard separate requirements for nursing supervisory persormel in support of opera-
tions. They are each housed in a separate building because of the physical con-
figuration of this cantomment-type facility. This situation lends itself to
isolation of requirements in support of each service because of distance fram
others and because of different hours of operations of separate functions.

NEW FACILITY: In the new hospital, different arrangements of services will
bring about different relarionships and will provide an oppertumity for realigr
ment of resources to accamplish the mission more efficiently. An example is the
medical clinic in the new hospital. According to the design, it will accom-
modate several services which are presently autonomous. A review of this clinic
design indicates that it was plarmed for six services, with 6 Chief's ofices
plus 29 other doctor's offices ard a total of 55 exam rooms. It has admi-
nistrative space for 3 mmrse’s offices, 2 NODIC's offices, 3 reception camters
with space for 5 persons , 2 secretary's offices, and 4 administrative offices.

In this cambination clinic, there are 15 procedure rooms for proctoscopy,
endoscopy, fluoroscopy, and other procedures., There are also 4 subwaiting
areas. The design intent is for these services which occupy this space to share
comon areas such as lamges, locker roams, conference roams, litter/Asheelchair
storage space, clean ard soiled supply roams, ard gemeral waiting areas.

Taken one step further, the occupants are expected to share services such as
receptionists and secretaries and the logistical ard hotel functions of managing
these clinics.

A review of the TDA (8610, paras 201, 202, 202C, 204, 205, 206, 209A, and 212)

shows that there are a total of 34 physicians required and 33 authorized for
these services. There is adequate space for them.

Each service has the senior enlisted person acting as NOOIC to perform admi-
nistrative functions, and subsequently asked for an office for 7 NOOIC's.

There are no NODIC's on the TDA. Five offices must be subtracred from either the
total mmber of doctor's offices or exam rooms to accommodate this requirement,

There is a requirement for 4 RN's, and authorization for 3, and since there are
3 offices on the pians, this requirement can be easily met. However, is there
now a requirement for 3 RN's, considering a consolidation of services in one
physical location?

This group of services has requirements for the following in
secretarial/clerical support:

SUPV SEC SIENO

1 1
SECTY TYP 3 3
MED CT 14 8
cr 1 o

19 12




Even though space is programmed for 7 persommel, do they really need all this
mumber or can support services be consolidated?

REORGANIZATICN: Review of this one clinic shows that a reorganization from
separate identities to ome individual clinic would have several bemefits.

1. A reduction in the rumber of administrative persormel required to perform
administrative and hotel functions. For those services which have specialists
in a partiailar specialty (Derm, Allergy), the person would be free to provide
patient services or support of medical procedures instead of administrative
duties.

2. A reduction in, and clarification of duties, of clerical and secretarial
staff. Since there are no secretaries for irpatient requirements (medical
clerks are on the uaits) is there a requirement for this support function to be
accomplished in the parent clinic?

3. With the edstance of new systems to provide efficient support to the hospi~
tal, same functions formerly ascribed to the NCOO will need to be centralized.
For example, the Materiel Distribution System (ATS cart lift and all thar
implies) will virtually eliminate the need for inventory managememt ( ordering,
receiving, storing, and maintaining an {nventory). Some participative activities
mist be maintained, such as negotiating stock levels and accoumtability methods,
but they are far less time consuming.

4, With cenrralization of suplies, it will become easier to centralize equip-
ment requirements also. In a clinic of this size, cemtralizing equipment
requirements would result in a better use of the equipment, better control, and
better budgetary plarming. It also requires a different approach to hand-
receipting.

5. With centralizarion, territorial imperatives are reduced, and the global
efforts are directed to Departmental objectives. It is simpler to be objec-
tive about issues which are justified in relationship to other demands.

6. Plaming efforts are emhanced, using resources previcusly not available
because of physical or service boundaries. For example, secretarial ard cleri-
cal support can be re~directed to cover fluctuating demands without exhausting
funding resources. In other words, you can use what you have to a greater
extent instead of buying more. It also reduces redundant operations. For
example, if 6 people produce workload figures for 6 clerical persons to comvert
to formal documents, it would be possible for all six sets of input to go to one
person for a workload document.

7. Information processing is simplified when there is a reduction in the mumr
bers of persomel required to give or receive information. Guidance on depart-
mental requirememts for input to a plaming function would be reduced if one
person were responsible for administrative support of this clinic.

8. Accountability and commurications are improved immediately upon centraliza—
tion of responsibility. The individual is identified, and everyome knows who is
responsible. Demards on the system are simplified if ome has only to contact a
single individual for an action. Response time is faster.
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ARCHITECTURAL FEATURES WHICH MUST BE CONSIDERED AS [ESIGN INIENT FOR (NE
FUNCTIONAL CLINIC:

1. Three reception areas.

A. Dermatology, Rheumatology, Endocrinology
B. Internal Medicine, Infectious Disease
C. Gastroenterclogy, Allergy/Immmization

2. Telephone System. Phones will be answered by recepticnists for all
clinics,

3. Autamatic Box Comveyer (ABC). There are only two ABC units to support
this entire clindic hlock.

4. Automatic Transport System (ATS). There is ome central area that sup-
ports this climic as well as supporting others outside of the area. The entire
centralized supply concept must be considered as a major facter.

5. Llocal zooe paging system. This only supports the central clinic comr
cept.

CONCLLSION:

This clinic in the new hospital does not have physical boundaries to separate
the services from each other. There are comon use areas. There is no space
programmed to treat the services as separate identities with multiple support
elements. It is ore major clinic with a variety of services available within
it, ad it will operate efficiently only if treated as such.
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APPENDIX F

EQUIPMENT REQUIREMENTS PLANNING GUIDE



DISPLSITIOM FORM 115

For use of ™his farm. see AR 340-15: the oroponent aancy ¢ TAGO.

REFERENCE OR OFFICE SYMBOL SUBJECT

SGFP-2M-28 Initial Equipment Requirements List

To <a0M DaTE CMT

NMPQ 3 Sep 86
COL Flectcher/bai/6698

l. The determization of equiprment requirements associated with a major MCA medical projecs
presents a significant challenge and is a crizical aspect of planning for the transicion to
the new facilicy. This is a major effor:t which must be star

ted before comstruction begias in
order to emsure that suflicient funds for equipment are allocated and that acguisition accion
will not be delaved which could cause constTuction deadlines to be missed.

2. Attaczed is your activity's copy of the Equipment Requirements Plaunizg Guide (TRPS) which
lists the total equipment requirements anticipated for the new facility. The ERPG is a
piannizg document, a startiag point for identification of equipment requirements and the ini-
tiation of MEICASE 2rogram Requirements (MPR's).

2. Your task is to review the atlached list caresfully, using both your user plans and con-
cepts of operatiomn. Easure that all the listad rooms are im your area of responsibilicy, and

also that all rooms which belcoug to you are lisced. In addizionm, you dust accomplish ta
Z21lowiag:

a. Title of Room =~ Write in title if diffarent frcm listing, Example: Adzizistrative
CZZice may be changed to Admizistrative Assistant, Dept of IX.

b. Review each room's equizment list, deleting those items which you do zot feel are
T2gquirad. Add those items wtish you counsider necessary for operatiocas, those jou expect O
see in place in the new Zacilicy.

(1) Do met worry abour JSY¥ #'s. This office will assizn those f£or you.

(2) TYou mav not change LCGCAT A, B, E, F items. If you disagree with any of these
items, call the Proiject Q£:1: :

~Z.Ca,

4. Revised Zguipment Lists are due back to this ofiice NLT . . Once these are

Teturted to us, they will be reviewed and the master equipment 1isC wiil De updatad to reilec:
vour revised requirements. Once zhis is accomplished, you will be provided wicth ugcazed rocm
~ists. Procsdures Zor making changes to this list im the Zuture will be provided o you
wiilia the next Iew months.

3. If you have any questious or problams with your list, please call COL Fletcher or Mr.

Morzom at ext 6698. i

Aczh MARTIN W. SAR
LTC, MS
C, New Madigan Project O0ffice

. u
oM * USGP O, 1998 ~=30-003 /4
DA A a0 2438 PREVIOUS EDITIONS WILL 88 USED




planning document, a starting point for identification cf equipment r
initiation o¢ ﬂEDCAS: Program neqnxrements {(MPR'3).

of rooms for your activity.

Your task is to review the room list carefully, using the user pl
resulting from our meetings with your activity.
area of responsibility,
be changed to reflect desired identification,
+ollowing: o

i
-

In addition, vou must

a, Correct titles of room. Write

Deiete those items you

b. Review eauipment list for each room.

you expect tc see in place in the new facility.

{1) Do nct worry about JSN #'s. This office will assign
(2) Do not change LOGCAT A, B, E, F items. If veu dicacree
tams, call the Projeczt Céfice. '
Z»  Both the revized ecuioment list and the room list

aquioment list will be updated to reflect your reviszad reguirements.
nrovideg an updated list,
zrovided to you within the next few monthe.

4. I+

Morcom a%t 7=4iés., ant 142,

RTIN W,
LOL, M8
NMPC

r
Cx)

“PARVIOUS RDITIONS WILL BE USED

DA i5%% 2498
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DISPOSITION FORM 116
Por use of this form, see AR J40-18; the proponent agency is TAGO,
AERERENCE OR OFEICE SYMBOL SUBJECT
SGFP-PM-28 Room and Eaguipment Lists for New MAMC
TO FROM ) ’ DATE CMT 1
C, New Madigan Froject 9 Sep 87
Office COL Sargent/d$/41646
1. Attached is your activity’'s copy of the Eguipment Reguirements Flanning Guice (ERFG),
which lists the total ecuipment reguirements anticicated for the new facility. It is a

and that ncrne of ycur rooms have Seen omitted.

equirements and the

In addition, you are provided a list

ans and agreements

Ensure that the rooms listed are in your

Room titles should
ac=zomplich the

in the title if different from iListing.

do not. feel are

reaguirec for the fur-:ion of the room, and add those which you consider neceséary, those

them for you.

with any of thezs

are due back to this office NLT
. Once these are returned to us, thev will be reviewed and the master

You will then be

Procesures for making changes in this iist in the +utur= wiil pe

you have any auestions ar problems with your list, pileass call COL Fletcher or Mr.

S USOPO. 1008 ~690:003/63241

b e i e 2



DEPARTMENT OF THE ARMY
MADIGAN ARMY MEDICAL CENTER
TACOMA, WASHINGTON  98431-5000

REPLY TO
ATTENTION OF

HSHJ-CG (340) 25 January 1988

MEMORANDUM FOR: Department/Division/Service Chiefs and Special
Staff, Madigan Army Medical Center, Tacoma, Washington 98431-5000

SUBJECT: Transition to New Madigan Army Medical Center

1. Over the next several months, representatives from the New
Madigan Army Project Office and Property Management will contact
departments chiefs or designated points of contact (POCs) for the
purpose of reconciling hand receipt items with equipment require-
ments in the new facility. At this time, equipment lists will be
updated and further guidance provided for procurement of needed
items for the new facility. I expect your utmost cooperation in
coordinating your schedules to accomplish these objectives in a
timely manner.

2. I call your attention to the fact that we are entering the
transition period; the final period of planning ard preparation
before actual occupancy. This is the time when coordination,
cooperation and attention to suspense dates are of vital impor-
tance to a smooth, organized transition; a time when inaction can
have significant advercse and costly impact.

3. As you become actively involved in the transitional efforts,
remember that irrespective of your assignment at the time of
actual relocation, your contributions now will have long term
implications on the delivery of health care in the new facility.
Your cooperation is vital to the completion of this project.

DARRYL/H. POWELL, M.D.

Brigadier General, MC
Commanding

DISTRIBUTION:
F
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DISPOSITION FORM 118
For use of this form, see AR 340:18; the proponent agincy is TAQGO.
REFERENCE OR OFPICE SYMBOL sUsJECT
SGFP=-PM=-28 Reconciled Eauipment Lists
TO Logistics Division FROM ¢ NMPG DATE 12 May 198  CMT1
ATTN: Medcase Manager . COL Fletcher/of/64679
1. Attached is the reconciled eguipment list for JAG.(Surgir:al' Clinié and Medical Library
for delivery to the point of contact. This list inciudes tne "MCN numbers of the
Relocatable items.
2. Following eacn activity is a reconciiiation page wnich snows total quantities of =ach
item. .
Atch %TIN W,
coL, M35
C, NMFO
|
i
e ————
i DA 150, 2496 PREVIOUS EDITIONS WILL BE USED ¢ UBOPO 1904:490-003/43201
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PAGE NO. 9

0S/04/88

MADIGAN ARMY MEDICAL CENTZR

EQUIPMENT MANAGEMENT SYSTEM

ZUIPMENT LIST RECONCILIATION

ACTIVITY: ’ SURGICAL CLINIC RECONCILIATION PAGE NO. !

JSN  ITEM DESCRIPTICN aTY LOG CAT
C0280 CABINET, UNDER SINK BAGE < A
C04J0 CABINET, UNDER COUNTER BASE 5 A
CO4LO CABINET, UNDER COUNTER BASE s A
CEC40 CABINET, WALL HUNG GLAZE DCOR WA
CS070 SINK, COUNTER. 10X20X1S 5 A
CTOZ0 COUNTER TCP, 24" DEEP s 4
M1Z210 BENCH, LCCXER =OCM 6 A
M1950 CABIMET, CCMBINATION W/SHEL? za
MZ620 DISPENSER, PAPER TOMEL, WALL 5 A
M3700 DISFOSER, FEMINIME NAPKIN 3 A
Ma&01 GRAB BAR, 1 1/2" EZENT 2z A
M4740 LIGHT, EXAM 4% TREATMENT 1 A
M4770 LIGHT, SURGICAL CEILING MCUNTED 4 A
MSS00 MIRROR GLASS, STAINLESS & A
MS5960 HOOK, ROBE, 2 PRONG 2 A
M7960 TRACK, CUBICLE CURTAIN 2 A
M7970 HOLDER, TOILET PAPER RECESSED 3 A
MBOOO TRACK, 1.V. LOOP 4 X 7 FT 2 A
PI000 LAVATORY 3 A
P4000 LAVATORY, CONSOLE UNIT, CRS 14 A
P&950 'sxnx,'suésenuisrscaua up 2 A

PIOSO WATER CLOBET 3 A



PAGE NO.
03/04/88

ACTIVITY:

JSN
Ma001
Ma4%0
AD170
ADLTL
FOZ9Z

Fo418
F2R36
FO2L4
FO23I2Z
FOS21
FC706
F1602
F1816
F1901
F1934
F1940
F1942
FI01¢
F4001
F4011
MO100

MADIGAN ARMY MEDICAL CENT
EQUIPMENT MANAGEMENT SYST

EX
]

EQUIPMENT LIST RECOMCILIATICN

SURGICAL CLINIC

1TEM DESCRIPTION

TRANSFORMER UNIT, GTO/CFTH
SPHYGMCMANCMETER, MERCLRIAL WALL

CABINET, ENDCSCCRE STORAGE 8X2(12"
LIGHT SCURCE. EMDCSCIPIC
SLONOSCIPE

ENDOSCCFE

ZIGMDIDOSCCFE, S1BERCP., ADLLT
CABINET, ZEDSIDE

CARRIAGE, WITH STAINLESS STEEL PAIL
FLOWMETER, GXYGEN 1-15 LITERS
HAMPER, SOILED LINEN

STOCL, SURGESN'S REVOLVING

STAND, MAYD

THERMOMETER, ELECTRIC

TYPEWRITER, ELECTRIC

TABLE, PROCTCSCOPE

TABLE, TREATMENT

YACULM, REGULATOR % BOTTLE

WASTE RECEPTACLE, STEP-ON

" WASTE RECEPTACLE, METAL

ADP TERMINAL

+ M1860A BULLETIN BOARD, 48 X 48

(8]

[ (%] (]

ta

i1

18

Lo

R

£

»

ECOMCILIATICN PAGE “C.

AT



_ PAGE NO.
08/04/88

ACTIVITY:

JEN

ML5Z0 .

M2600
MonSl
M2180
MaT00
MSTe0
M7100
M7220
M74C0
MB3Z0
X390
2990
AO171
EL1120
FO041
FO123
F1116
F1565A
F1827
F18378
F1934
F1940

-~

41

MADIGAN ARMY MEDICAL CENTER
ECUIPMENT MANAGEMENT SYSTEM

SCUIPMENT LIST RECCNCILIATICM

EURGICAL CLIMIC

FELCMOCIL

QTY LCG CAT

6

CREINET, CXAM SCCM

CABIMET, SURGICAL INSTRUMENT {
DEFIERILLATCR., W/CART 2
CLOCK, RCUND 12 IN DIAMETER 24
WICHT, MULTI-FURFLZZ, EXAM 6
STAND, IARIZATCR (I.Y.) {
TASLZ, EUEM TREATMENT, CABINET 2
TABLZ, ZXAM PEDESTAL TYPE 2
TABLz, SUREICAL INST/CRESS 8
STRETCHER, HOSFITAL, WHEELED z
ILLUMINATCR, T PONEL SURFACE 11
ILLUMINATCR, 4 PANEL SURFACE 10
LIGHY SCURCE, ENDCECCPIC !
WORK STATICN, MODULAR CLINICAL i
TRAN‘FOR“EH, W/6 77 CCRD 1
COMPUTER, CONTRCLLER, GRAPHIC INPUT {
LIGHT, CPERATING/EXAM FIBERCPTIC 6
PROCTOSIGMCIDECOPE, FLIZYIZLE 1
APFAFATLS, 3BUCTICN )
APPARATUS, SLCTION, PORTABLE !
TYPEWRITER, ELECTRIC i
TABLE, PROCTOSCCPE 1

P

-Q

i

-«

Rt

a X xXr® »»®» X

[ATICN PAGE MO.

T



PAGE NO.
03/04/88

ACTIVITYs

-JSN

F7¢S4

F7024A
F7024C
F70S4F
F7CT46
F7062D
F7062C
FT062H
F7062%

MO100F

M7400
M76G3
M7610
MB160
¢ ANOGLY

42

MADIGAN ARMY MEDICAL CENTER
SOUIPMENT MANAGEMENT BYSTEM

EQUIFMENT LIST RECCNCILIATICH

SURGICAL CLINIC

1TEM DESCRIPTION
TABLE, TREATMENT

LIGHT SOURCE, FIBEROPTICS
COMFUTER, CONECLE UNIT

COMPUTER, MONITOR

CIMPUTER, XEYSCARD

COMPUTER, TAPE BACK-UP

ECMPUTER, FLOPPY CONTROLLER
ECMPUTER FRINTE®, COVER ACOUSTIRAL
COMPUTER PRINTER, SINGLE SHEET FEED
COMPUTER PRINTZR, PLOTTER

COMPUTER PRINTER, LETTER QUALITY
ADP = NCR KEYBOARD

CART, CRASH

CABINET, MEDICINE COMBINATION
CAEIMET, SURGICAL INSTRUMENT
ELECTROSURGICAL APPARATUS

TABLE, EXAM TREATMENT, CABINET
TABLE, SURGICAL INST/DRESS

SOURCE, LIGHT, FISEROPTIC
S1GMOIDOSCOPE, FIBEROPTIC, ADLLT
'SCALE, PERSON WEIGHING

CURTAIN, CUBICLE

QTY

[N

[ ]

(Y

e

-~

RECCNCILIATICN PAGE NO.

LOG CAT
R
R

Qa [

0

a8 2 2

I 2N B v X1

122
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, FAGE NO.
03/04/38

ACTIVITY:

JeN

FO200
FI202
Fo22€
Fooos
Fo242
FO252
FooZ

FO257
FO239
FO254
FOI07
FOST4
FOIS6
FO360
FR620
F17014
F1900
F191S

MADIGAN ARMY MEDICAL CZNTER
EQUIPMENT MANAGEMENT SYSTEM

ECUIPMENT LIST RECONCILIATICM

SURGICAL CLINIC

ITEM DESCRIPTICN
WORK STATICN, MCCULAR CLIMICAL
WORK STATION, MODULAR CLINICAL

TABLE, TYPIMG, MOBILZ

-
3
~
(8]

BOOKCASE, SECTICNAL, 35 X
CRAIR, WALTING RCCM
CHAIR, ROTARY, W/O ARMS, T/%1NG
CHAIR, ROTARY .J/ARMS

CABINET, SILING

CREDENZA

CHAIR, PATIENT, VI5:TOR

CHALF, ROTARY WITH ARME

CHAZIR, SECRETARIAL

CHAIR, SIOE

CHAIR, ARM

DRAPES

DESK, DOUBLE PEDESTAL

DESK, SECRETARIAL, W/L-UNIT
DESK, SOCTORS WORK STATICN
BRAFHICS (PICTURES)

RACK, HAT AND COAT

TABLE, WAITING RGOM

TABLE, END, 24 X 24

aTv

(2

19

(L]

{5

e
(%} [N

(& |

H ‘a0

€«

~E
=

™~ ~l

(o]

SCSMCILIATION SACGE MO,
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PAGE NO. 44

0%/04/88
' MADIGAN ARMY MEDICAL CENTER
EOUIPMENT MANAGEMENT SY3TEM
ECUIPMENT LIBT RECONCIL:ATICN
ACTIVITYS BURGICAL SLINIC RECINCILIATICN PAGE NC. &
JSN  ITEM DEZCRIFTICN QTY L6 CAT
F70%1 CABINET, FILZ LATERAL % DRAWER s /A

F9202 CHAIR, SCTARY, W/0 ARMS ! 4
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DISPOSITION FORM

Par use af 1mis larm, 100 AR 34013, ihe arapenent spney 1 TAGO,

"AEPEMENCE OR OFFICT SYMBOL sUs/LCT

HSHJ=LOP (700) Submission of MEDCASE MPR's and MSTF's for the NUHP

®X THRU: ©) Dept of Surgery PRCM C, Propercy Mgme Br OATE 18 May 1988 CIAT
TO: Surgical Clinic Mrs. Spring/es/76698

Att'n: COL Anderson
1, Attached {4 your correctdd copy of the roum and equipment List for our ards of
cadpunslinliiley (n the nauw Madigan Aray Medieal Cantar, 7This List vefleczs all orsvisusly
ajrddd upon chunges, your raquiziments by room La the new facilizy, and the number of Lzamg

you dupges £ relucats to the new Jaeillcy.

2. Your Gﬂﬂ:!tﬂ At thig cime L4 solely wizh thae LOCCAT € Lzems on your Lisz far which ven
musc submit MPR's and MST7's within che nenc siz weeks. A sugspensae daca of N/A
has beun an:ablL:hcd for submission of all MPR's and MST7's from vour acT.vizy vd ALOCAZZ,

3. InWetzuczliond:

a, ctamg wish which you ara cancarngd ars thesd LOGCA. fs3ms wniszh do net havs
masching assazs, 12 all yeur LOCCAT C Lzams have mac: -”; 3§§d... you 46 et have T submic
APR's and MST7'y, I you have no LOGCAT C {tems ac all, vou do noc have to submit MPR's and
UST?'s, 2, howesz, you havs -cquL:cme1:s whiceh ara not =actcshed 5y 8s:d23, you Tuds Susmi

“PR's and YSTT's Zor chem.

(X
N
Q.'
-

"

B

LY
e
[ I8
wy

b, Compleze UP2 (DA Forn 50"1. Hedical Program Requissments, and €77 /
Z2CASE Suppore and Tramsnmizzal feoom) for:

L] .
e 2t DT TLER

(=) avezy non=dupendad.e medicul (2 4 Wwizn 3 unls prics o4

(2) and svery non=-medica. Litam with a8 uni: price of $30,:0 or =mors.
¢, ‘fou musct ‘uil/ suppore and Justily thesa Lcemy through the MEDCASZ appraval pricids
3g written {n MAMC MYemorandum 70C-5, dated 24 S¢p 87, and S3 8~75 MEDCAZZ dated 6 Jun &5,
Write clear juscilZications and foi. ow instructions given in these rafazrinces to ensurs
orderly procassing and prevention of adminiscrative problens,

d. Each MPR must have the Room Number in the new hospital whaere the "aﬂ of equisment
will be locaced, and the JSH number to {denctify Lt wizh the daca base, taca this (nforma~
tion in the "J" Remarke section,

e. All item costs should be listed at cthe currenc market value plus can percent, (Zlnce
the Lctem will noc be bought for a period of 2 to 4 years, an {nflazion Ziguze must by
{ncluded o projece cost groweh,) Do noc use C3A prices.

rim

4. Quescions regarding che data base may be direcced to che YMPD, COL Fleczzhaer or )2 Yerzom
7=6699, Questions regarding MEICASZ muy be directad to Mr William Viezory at 7~5494,

4

Z// 4 "’//4,__,//5/,_'_

Encls WILLIAM M, MCCANDLZSS
as CPT, MS
Chief, Property Managesent Branch

’

R

DA rfom 2496 PALVIOUS COITINNS WILL 06 USED AP VN2 4 5 475ed20

AVC 80

S A s e Batmcs | - e e e e ap
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PREPARATION OF JUSTIFICATION FOR MEDCASE PROGRAM REQUIREMENTS

Justification of Requirements., Adequate clinical, logistical, or economic
justificacion for MEDCASE requirements is absolutely essential to the integrity
of the MEDCASE program. All MPR's will be juscified. Justification is normally
the responsibility of avery individual who signs an MPR/MSTF to evaluate and,

if sppropriate, to question the justification provided,

A. Justification must be entered in the appropriate spaces on the MPR.
Continuation sheets may be used where necessary, provided there is a clear refer-~
ence to the block being continued. It is not acceptable to leave a justification
block on an MPR blank with a reference to "see attached sheet”. Justifications
should be concise.

B. A justification should stace the minimum essential characteristics of
the item requested and provide a clinical or functional reason for each,

C. Justification shall be supported by facts. General statements such as,
".,..required to meet an increase in workload" will not be accrpted unless the
actual increase in workload is quantified and explained. Justifications which
cite maintenance problems experienced with existing equipment must be su ported
by documentation of those maintenance problems, Such documentation (s provided
by the Equipment Maintenance Activity and must accompany the MPR/MSTF through
the review and approval process.

D. Justifications shall relate the capabilities requested to cthe actual
requirements of the activity. A requirement justification which explains in
great detail the technological advantages of a type of equipment shall not be
accepted unless the activity's need for those advantages is explained. The
phrase "state-of-the-urc'’, vhile descriptive, adds very little to a require-
ment justification unless the specific "state-of-the-art" capsbilicies and
the need for those capabilities are described. Justifications must not repeat
or paraphrase manufacturer’s licerature.

E. The Justification Block on the MPR prompts the initiator to answer
specific questions regarding the requirement. These questions should be clearly
and concisely responded to. In addition, the initiator should ensure that the
justificaction adequately addresses the following questions/areas:

(1) What is the item requested to be used for? Why is the {tem needed?
(2) How will the item be used with other equipment?

(3) What are the advantages of the requested item over equipment currently
in use or available on the market? Why are these advantages needed?

(4) Have specific details been presented regardi‘'g cost-benefit, personnel
savings or productivity, the enhancement or curtailment of services, frequency or
duration of breakdown, or other specific facts which may be relevant?

(5) What will be the {mpact upon the mission accomplishment 1f the
requested item is not acquired?

(6) Is the anticipated workload provided?

(7) Has consideration been given to the use of ava{lable excess assats
to satisfy this requirement?



LETTER BLOCK
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INSTRUCTIONS FOR PREPARING DA FORM 5027-R

DATA ELEMENT INSTRUCTIONS
Date Leave blank, this date will be

entered by the MEDCASE Manager.

From Enter dapartment and hand receipt
where tne equipment will be located.

Leave Blank

Point of Contact Enter the person responsible for
providing information and phone no.

Standard Nomenclature Enter standard or generic nomenclature
of equipment from the attached Standard
ftem Description Table,

Extended Descripcion Enter a clear, concise description of
the item. Copies of manufacturaer's
literature should be attached to the
request, Costs should be estimated
at the projected purchase price.

Justification Enter answers to the seven (7) HSC
diracted questions for justifications.
Include information on i.e., new
technology or any other applicable
facts in your justification.
(See also Table 1-3)

Personnel Training Check appropriate block,

Item to be replaced If 4{tem i3 to be retained as back-:-
. a request with full justification
will be attached., When the Commander
reviews the MPR he will approve/
disapprove the request for retention,
(See also Figure 1-5)

Remarks JSN and Room Numbers

Special Equipment Check appropriate blocks.

Category

Equipment Requirements Self~-explanatory (Negative response

required of applicable).

Signature of Requestor Normally this should be the hand
receipt holdsr, '

Signature of Dept/Div/ Self-explanatory,
Sve Chief




L ' ' i < ] DATE wE:
MEDCASE PROGRAM REQUIREMENT A.

ACTIVITY:. (Name, Address, snd TDA No.) | FROM: (Div/Dept/Sve) (FOR LOCISTICS DIVISION USE ONLY)
Madigan Army Medical Canter B C

8431- .
L‘.Z‘Z'“.:'SV‘S’QQ ?A:\oosaoo Hand Receint No. Y1, T— . { | o

. STANDARDITEMDESCRIPTION OR GENERICNOMENCLATURE: (App N, 5BS.75. POINT OF CONTACT & PHONE NO.
MEDCASE) NAME D.
E.
AN, COM_

EXTENDED OR SYSTEM DESCRIPTION

F.

UNITPRICE e et

QUANTITY,

B

JUSTIFICATION
1. HOW IS FUNCTION NOW BEING ACCOMPLISHED?

G.

2. WHY IS THIS EQUIPMENT REQUIRED? (E 4., workload dats. new technology, cost reduction, maintenance coets, equipment
down-time or nonowailabdilily, obsoiescence of current methoda, or other factes which demonatrate cogent reasons for your requirement )

———————————————————————————————————— SAMP L s e e e
ARE PERSONNEL ASSIGNED AND TRAINED T3 OPERATE EQUIPMENT? ITEM TO BE REPLACED [ J Y [ No
O vYa O ~o No, explain} H. NSN: I
AEMARKS : fany odditional considerations such os impact If equipment is not MMCN:
provided) Nomencisture:
Serist No.:
J. Model No.:
Location:
Propowed Disposition:
D Rewin s back vp D Turn-in &s excewm
SPECIAL EQUIPMENT CATEGOARY D Replace, modernize, or scquire equipment for sxisting facility
[ For New or Renovated Facility (BLIC F) IBLIC M) (BLIC R
K D Clinical Investigation st Autharized MEDCEN/MEDDAC (BLIC C) D Replacement 1tem of Equal Capability
(3 Orug and Alcono! Program (BLIC D) (3 Replacement item with improved Capebility
(3 poitution Comrol ta.g. USAEHAI (BLIC P) (O New Requirement

EQUIPMENT REQUIREMENTS
I CERTIFY THE INFORMATION ON THIS PAGE IS TRUE AND CORRECT

O astnens Cioewien! Suppert o § meryaney Pomer TO THE BEST OF MY KNOWLEDGE.

L‘Gn«a.m-.-a O tarmwm
O Ou taw, 07, Vesuum, Progens, ste.) M.
O tmen Astwrren, - Lose, R o (Signature, Typed Name & Titie of Regquestor)
b R Morerns m C
O Urrnssity tarey o Buny Onemsirn irsstinen] THIS EQUIPMENT IS NECESSARY FOR THE ACCOMPLISHMENT OF
8 Harting, v -Arc ‘ T”"ﬁ, ACTIVITY'S MISSION.
Orhar .

(Signglure p¢d Nome & Tite of Chief of Dyv/ Dep S

DA FORM 5027-R EDITION OF NOV 8V IS OBSOLETE.



g

APPENDIX G

EQUIPMENT ACQUISITION PROGRAM MEMORANDUM

129




oo e

MAMC Memorandum 700-5

DEPARTMENT OF THE ARMY
MADIGAN ARMY MEDICAL CENTER
Tacoma, Washington 98431-5000

MAMC Memorandum D 4 SEF 134
Number 700-5

Logistics Division
EQUIPMENT ACQUISITION PROGRAM

1. PURPOSE AND SCOPE. An equipment acquisition program is a
coordinated, scheduled, systematic program for acquiring the
assets needed to furnish the new facility appropriately for
mission accomplishment. This program includes planning what is
required; inventorying existing assets; determining what needs to
be purchased; assigning responsibility for purchasing items;
establishing a mechanism for receipt, storage and accountability
for property intended for use in the new facility; and disposing
of excess assets at the time of the move. The program
coordinates all equipment acquisition functions of the medical
center to avoid conflicts, and to more efficiently plan for
acquiring assets. This plan applies to every functional element
of the medical center for the duration of the Military
Construction Army (MCA) project.

2. RESPONSIBILITIES.
a., Health Facility Project Officer.

(1) Responsible for notifying the Logistics Division of
equipment delivery dates required to meet construction contract
schedules, and for coordinating the turn-over of Logistical
Category of Responsibility (LOGCAT) B and E equipment to the
contractor.

(2) Responsible for approval of equipment requirements
and the approval of all subsequent changes to the equipment list.

(3) Responsible for integration of equipment
requirements into the construction project design.

(4) Responsible for reviewing Budget Line Item Code
(BLIC) F and M Medical Care Support Equipment (MEDCASE) require-
ments to ensure that the equipment described is within the scope
of the project and can be installed and supported by utilities in
the intended location.

b. Logistics Division.

(1) Responsible for establishing and monitoring the
execution of the equipment procurement program in support of the

130
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MAMC Memorandum 700-5

MCA project.

(2) Ensures that BLIC F and M MEDCASE programs for the
project are established and that requirements are initiated in a
timely manner.

(3) Advises the New Madigan Project Group (NMPG) of
actions which must be accomplished to support the project, and
obtaining approval for all items to be purchased with BLIC F and
M MEDCASE funds.

(4) Responsible for providing equipment reports/hand
receipts for all departments on an as-needed basis.

(5) Responsible for storage and property book
accountability of all newly acquired equipment.

(6) Monitors equipment acquisition program to ensure
conformance to established guidelines and regulatory
requirements, and ensures equipment 1s acquired in a timely
manner to meet the projected schedule.

c. Point of Tontact (POC) for each activity.

(1) Responsible for establishing equipment requirements
by room for the new facility.

(2) Responsible for periodic review of room list to
ensure that information as to room usage and equipment require-
ments are accurate.

(3) Responsible for coordinating with the NMPO and
gaining approval PRIOR to making any changes in planned use of
rooms or equipment. Responsible for review of specifications
submitted by the Huntsville Division, Army Corps of Engineers for
LOGCAT B & E equipment

(4) Responsible for submitting MEDCASE Program Require-~
ment (MPR) for established requirement for LOGCAT C equipment
within their area.

(5) Responsible for submitting Purchase Request (PR) for
purchase of LOGCAT C equipment.

(6) Responsible for developing equipment specifications
and essential salient characteristics for LOGCAT C equipment.
Must be submitted with PR.

(7) Responsible for coordinating with assigned action
officers on an as-needed basis to develop criteria list or
salient characteristics list for purchasing LOGCAT P equipment,.
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MAMC Memorandum 700-5

(8) Responsible for review of MEDCASE BLIC R, Capital
Expense Equipment Program (CEEP), Quick Return Investment Program
(QRIP) or Productivity Capital Investment Program (PCIP), or
other equipment procurement programs and assigning room number
where equipment will be placed in the new facility. Equipment
which is being programmed and procured for the existing facility
must be considered as an asset for the new facility.

3. OUTLINE OF EQUIFMENT ACQUISITION PLAN.
See Appendix A.
4, EXPLANATION OF MEDCASE PROGRAM,

a. Definition. The MEDCASE Program is a centralized,
Department of the Army (DA) level program which uses Other
Procurement, Army (OPA) funds for the acquisition of capital
investment equipment for fixed Army Medical Department Activities
worldwide, and the initial equipage of major medical construction
projects with non-expendable capital expense equipment. The
program also manages the approval and acquisition of equipment
requirements which are funded by MCA funds for majcer medical
construction ar- renovation projects.

b. Funds. The MEDCASE program is the source of funds for
the acquisition of equipment which is nceded to support the
mission of an Army hospital or clinic, which has a unit or system
cost of $5000 or more. It also provides funds to purchase non-
expendables for medical construction projects, at the lower
eligibility threshold of $200 for medical equipment and $50 for
MAMC Memorandum 700 nonmedical equipment.

¢. Administration. The MEDCASE program belongs to the
Surgeon General, unlike other funds available to activities which
belong to, and are controlied by, the “chain of command®. The
program is administered by the U.S. Army Medical Materiel Agency
(USAMMA), Fort Detrick, Maryland, which also belongs to the
Surgeon General. Each medical facility has a MEDCASE manager to
participate in this program.

5. PROCEDURES:

a. The first step in the identification of requirements is
to learn the capabilities of the new facility. Floor plans with
a briefing on the functional design were given to the POC's
between Jun and Sep 86. POC's have reviewed these plans and
compared them to existing resources and the manner of
accomplishing work in the present facility.

b. The second step is learning what was programmed for each
room in the design of the facility, and determining what is
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MAMC Memorandum 700-5
required to accomplish the mission.

(1) The equipment list for each activity at MAMC begins
with the Equipment Requirements Planning Guide (ERPG). This is a
computer-generated list provided by the Health Facility Planning
Agency (HFPA) of those requirements which should be necessary for
the new facility. That list has been entered on a computer in
the NMPO, and an activity-specific list has been provided to each
POC. JUN-SEP 86.

(2) Each activity reviewed the list, corrected it and
matched room equipment requirements to use of room.as it is
presently identified. The corrected list was returned to the
NMPO for correction of the computer data base. JAN 87-SEP 87.

(3) The NMPO will correct the equipment requirements
Iist and room list data base and provide corrected copies back to
the activities and Logistics (MAY to SEP 87).

(4) The equipment list is a living document which must
be updated periodically throughout the course of the project as
changes occur. It is imperative that any consideration of
changes in use of rooms be coordinated with the NMPO for approval
prior to making any change. Every change must be reflected on
your equipment list, for example, if you turned in a piece of
equipment because it no longer functions it must be noted on the
equipment list. No assumptions can be made about "Somebody"
making changes. The POC is the responsible agent.

¢. The third step is an inventory of existing assets.
Following the establishment of a corrected list, Logistics will
perform a reconciliation of the property book and a physical
inventory of existing assets to determine which will be suitable
for moving to the new facility. This is scheduled for the period
15 SEP 87 to 30 MAY 88. FEach activity's equipment list will be
annotated to reflect requirements that have a matching asset
which must be relocated to the new facility. These items will be
recorded on your equipment list with a LOGCAT R. The Materiel
Management Code Number (MMCN) will be recorded on equipment list.

(1) The review and evaluation of equipment requirements
and existing assets must take into account the potential
obsolescence of equipment by the time the new facility will be
occupied, the cost of removing, transferring and re-installing
existing equipment, and the impact of potential slippage in
occupancy dates due to construction delays on the useful life of
an on-hand asset. An MCA project must not be viewed as an
opportunity to acquire all new equipment for a facility.
Replacement of existing equipment must be fully supported and
justified through the MEDCASE approval process. The following
criteria may be used as a guide when evaluating equipment:
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(a) Installed equipment: Installed equipment,
having at least 24 months of useful life remaining at the time of
plannecd occupancy of the new facility should be used in the new
facility unless the equipment would be technologically obsolete
or cannot be made to conform to safety standards or project
design. Useful life cannot be defined only in months but must
include maintenance history and maintenance cost. Equipment
) which is essential to operations in both the old and new facility

during transition may be considered for replacement if the
{ equi pment cannot be removed, transferred, and re-installed in
time to prevent curtailment of essential services.

aepamln et

(b) Equipment in place: Equipment in place which
will have at least 12 months of useful life remaining at the time
of planned occupancy of the new facility should be used in the
I new facility unless the equipment would be technologically
obsolete.

(c) Stand-alone equipment: Equipment that does not
require installation to be operable other than plugging into a
power source (i.e., electric typewriter or patient weighing
scale). Stand alone equipment with at least 28 months of usable
life remaining at the time of planned occupancy of the new
facility (Sep 1992) will be used in the new facility.

(2) Categorization of on-hand assets will be done by the
Logistics Division and reviewed and approved by the NMPG prior to
implementation. These condition codes give defirnition to assets
for planning purposes, and will identify the most probable
candidate for replacement,

vy~

(3) Replacement of an item previously identified as not
required (i.e., an on-hand item that is lost, stolen, damaged, or
turned in as unserviceable).

(a) Activity will identify any change in the ERPG to
the activity point of contact (per para 2c¢ this plan) for coordi-
nation with the NMPO.

(b) Equipment classified as unserviceable must be
turned into the Property Management Branch on an appointment
basis. Equipment to be turned in will be accompanied by a
properly completed Request for Issue or Turn-In (DA Form 3161)
and a Request for Maintenance (DA Form 2407). The JSN and the
NSN or FSC as it appears on the ERPG will be annotated on the DA
3161 and the DA 2u407.

(c) When the item has been turned into PMB, the

activity must submit a MEDCASE Program Requirement (DA 5027-R)
7 and a MEDCASE Transmittal Form (DA Form 5028-R) to the MEDCASE
Manager for the replacement of the item,
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(d) The MEDCASE Manager will receive a copy of the
DA 3161 and DA 2407 and the original DA 5027-R and the DA 5028-R
for the replacement of the item.

(e) The NMPO will receive the MEDCASE package during
the normal processing procedures (see Para 6g, this plan).

(4) The fcurth step in the process is figuring out who
is responsible for providing the item. The ERPG and the
equipment 1ist both categorize equipment by its .LOGCAT. The
LOGCAT is a single letter code that shows you not only who is
responsible for providing an item, but also who is responsible
for installing it. See Appendix B.

(5) LOGCAT A items are provided by the construction
contractor as part of the construction project. LOGCAT E and F
items are nearly always acquired through the MEDCASE Program.
LOGCAT B and C items may be either MEDCASE items or items which
must be ordered by the hospital using operating fundz.
Basically, MEDCASE items are those:

(a) Medical items with a unit price of $200 or more

(b) Nonmedical items with a unit price of 350 or
more.

(6) The POC will be responsible for submitting MPR's and
PR's for all LOGCAT C items on their equipment list.

(7) The NMPO will be responsible for submitting MPR's
for all LOGCAT Z items. The Logistics Division will be
responsible for submitting purchase orders.

(8) Responsibility for submitting MPR's and PR'S for
LOGCAT P items will be assigned by the NMPO.

6. SUBMISSION OF MEDCASE/CEEP REQUIREMENTS.
a. Requirements:

(1) Requirement - A need for an item of equipment, the
acquisition of which is eligible for funding through the MEDCASE
program, equals to a single end item, set, system or package.

(2) MEDCASE Program Requirement -~ An equipment need that
has been identified, documented, justified, and approved locally,
and forwarded through command channels to USAMMA on MPR/MSTF
forms.

(3) PR -~ Requisition for purchase of an approved (1A)
MEDCASE Program requirement.




136

MAMC Memorandum 700-5

(4) BLIC. This means Budget Line Item Code. This
simply identifies the type of MEDCASE funds which will be usec to
buy the item, LOGCAT E and F items are BLIC M. LOGCAT B and C
items are BLIC F,

(5) ACN. It means Asset Control Number, which is like a
serial number. It identifies your requirement throughout the
review and approval process, and is how the requirement is
recorded on the central data base. MEDCASE ACN's consist of
three elements: an Item Description Code (IDC); a Fiscal Year
Code (FY); and a Sequence Number (SEQ). ACN's are explained in
greater detail in SB 8-75 MEDCASE. ‘

b. After the scheduled inventory of existing assets (SEP 87-
MAR 88), POC's will be given instructions to begin submitting
MEDCASE Program Requirements (MPR) and MEDCASE Support and
Transmittal Forms (MSTF). Together these documents provide an
auditable record which documents the need, coordination, and
approval of a MEDCASE requirement. In addition to the specific
guidance found in SB 8-75 MEDCASE, it is necessary to indicate
the JSN and the room number(s) where equipment will be positioned
in the new facility. MPR must contain all utility requirements
of the equipment. Electrical requirements necessary are volts,
AMPS, and Hz. Plumbing and mechanical requirements include size,
pressure, temperature, and flow rates of water, drain, exhaust or
other utilities as required or catalog detailing these utilities.

C. USAMMA enters the requirement into the automated system
that supports the program and sends it to one of the Surgeon
General's functional consultants for review and approval.
Approved MEDCASE requirements are listed on the priority list of
each construction project. As the time approaches for equipment
to be ordered, the Surgeon General's 0ffice will release BLIC F
and BLIC M MEDCASE funds for the procurement of the approved
requirements.

d. Fill out the paperwork. A MEDCASE requirement is
initiated by preparing a MPR and a MSTF. Other documents may be
required to support statements made in the justification, such as
maintenance records for items you want to replace. The MPR and
the MSTF are the basic documents of the MEDCASE Program. It is
important that you take the time to fill them out correctly. A&
log of MEDCASE requirements will be maintained by the Logistics
Division. Suspense actions will be adhered to. Action through
Headquarters will be taken to ensure thal staffing officials and
activities meet these suspense dates.

e. Justify the Requirement. Aside from identifying the
requirement, the justification is the most important part of a
MEDCASE submission. The justification need not be elaborate, but
it should fully explain to a person who knows nothing about your
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operations why an item is needed. Do not assume that the
justification for an item is obvious, even if the item is listed
on your plans and the ERPG. The following points must be
addressed in your justification:

(1) How is the function being done now?

(2) Is the item needed to replace existing equipment
that will not be acceptable for the new facility? 1If so, you
must explain why and provide supporting documentation (such as
maintenance records, DA Form 2404, or a statement from the
maintenance activity). If the item is being replaced because it
is obsolete, explain why it is obsolete.

(3) 1Is the item neceded because the new facility will be
larger or is there some other difference between the old and the
new facilities, and why the additional equipment is required.

(4) The justification must be supported by facts.
Statements such as, ..."required to meet an increase in workload"
would be explained in terms of what the workload was, and touw
much it has risen.

(5) The person responsible for approving your
requirement must consider existing assets to meet the
requirement. It is not enough to simply say ..."existing assets
have been screened and will not meet the requirement." The
following is an example of an acceptable explanation:

"The new Troop Medical Clinic will have four exam
rooms and two screening rooms. FEach room will require an
examination table, JSN M7300. The existing TMC has two exam
rooms and. no screening rooms, Two examination tables are on hand
in the existing c¢linic, however, one has been condition-coded "H"
and will be turned in as unserviceable. Five additional exam
tables will be required for the new clinic."

(6) The following seven questions which are HSC
guidelines to a justification must be answered completely on
each MPR:

(a) What is the requested item to be used for? Why
is the item needed? .

(b) How will the item be used with other equipment?

(c¢) What are the advantages of the requested item
over equipment currently in use or available on the market? Why
are these advantages needed?
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(d) Have specific details been presented regarding
cost-benefits, personnel savings or productivity, the enhancement
or curtailment of services, frequency or duration of breakdown,
oir other specific facitors which may be relevant?

(e) What will be the impact upon mission accomplish-
ment if the requested item is not acquired?

(f) L1s the anticipated workload provided?

(g) Has consideration been given to the use of
available excess assets to satisfy this requirement?

f. Submit the requirement. 15 NCV 87-30 APR 89. Once you
have filled out the MPR/MSTF, and have attached any supporting
documents required, submit the requirement to the MEDCASE Program
Manager. Routing will be from the MEDCASE TProgram Manager
through the NMPO (Engineer clearance and/or Maintenance clearance
if nonmedical), through Medical Maintenance, and then back to the
MEDCASE Frogram Manager. The MEDCASE Program Manager will then
assign the arprooriate BLIC and ACN and will continue the routing
as needed. QRIP or ICIP requirements will be coordinated between
the NMPO, the Resource Managemcnt Division and the Logistics
Division.

(1) During the period of 2 Jan 88 through 30 Dec 89,
Logistics will accept purchase requests for approved MEDCa_E
requirements (BLIC F). A schedule will be published as to
submission dates by activity.

(2) Assembling information early ensures that you will
meet suspense deadlines for your activity.

(3) Routing of the Purchase Request - Activity points of
contact will submit the purchase request to the NMPO for
verification against the equipment program list. NMPO will
submit the purchase request to the MEDCASE Manager for
procurement process.

The success of the equipment acquisition program depends upon
coordinated efforts of large numbers of people assigned to the
medical center, upon clear understandings of areas of
responsibility, and upon responses to the demands of the program.
The efforts of every individual will be necessary if the program
is to be successful.
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APPENDIX A

Qutline of Equipment Acquisition Plan

a. Activities review Equipment Replacement Program Guide
(ERPG) with the New Madigan Program Office (NMPO) (JUN-SEP 86).

b. Activities return corrected equipment list to NMPO (JUL
86-JAN 87).

c. Submission of BLIC M requirements (JAN-MAR B875.

d. Logistics reconciles hand receipt with equipment list,
inspects and codes on-hand equipment that will be used to meet
requirements for new hospital. (15 SEP 87-30 MAY 88).
Activities will be informed of exact schedule at a later date.

e. Activities begin submitting BLIC F MPR's to MEDCASE (15
NOV 87-30 APR 89). Activities will be provided an exact schedule
at a later date

f. Activitivs submit purchase requests, specifications and
essential salient characteristics (2 JAN 88-30 DEC 89).
Activities will be provided an exact schedule at a later date.

g. Logistics identifies and begins processing excess
equipment for disposal. (JUN B88-30 MAR 90).
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APPENDIX B

LOGCAT Single Letter Code

CF
Cl

a. LOGCAT A: Contractor Furnished
Contractor Installed

[AS Y]
»*

LOGCAT B: Government Furnished - GF 1% and CI 2

LOGCAT C: Government installed G1 1 ang GF !

LOGCAT

rey

5T 2% grnd CI 2

LOGCAT F: GF 2 ana GI 3

ENOTES: 1 - Pai
MEDCASE (BLIC F) (if eligible) or OMA Funds
2 - Paid for bty corstruction funds (MCAD
3 - Fundec through the MCA-MEDCASE pregram (BLIC M)

b. There have been three additional loczlly identified
LOGCAT's established:

LOGCAT K: Existinpg asset - relocate to new facility
LOGCAT P: Common item -~ centrally purchased (GF/GI)

LOGCAT Furniture packagre - centrally purchased

GS/GI)

™~

Pzig for by either Otrer Procurement Army (CFA -
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DISPOSITION FORM

For use af this form, see AR 340-15, the proponent agency is TAGO.
REFERENCE OR OFFICE SYMBOL SUBJECT
HSHJ-LO (340) Utilization of MEDCASE BLIC F & M Funds to

. Satisfy Current MEDCASE Requirements

To FROM DATE CMT 1

DCA/CS c, LOG DIV 28 Jan 88

COL Warner/kg/77072
1. References:
a. Supply Bulletin (SB) 8-75 MEDCASE, dated 6 Jun 86.

b. Telephone conversation with MAJ Smelter and Mr Wagner (HSC MEDCASE
Office).

¢. Telephone conversation with Mr Clodfelter (OTSG MEDCASE Office).
d. Discussion with COL Sargent.

2. IAW SB 8-75, MEDCASE funds and requirements are divided into categeries
wWwhich are identified by a Budget Line Item code (BLIC). These categories
describe the purpose for which the equipment and funds are required.

a. BLIC F identifies funds and equipment required to equip major medical
Military Construction Army (MCA) funded projects. BLIC F requirements equate
to Logistical Category (LOGCAT) B and C items as identified by the Equipment
Requirements Planning Guide (ERPG) which is an OTSG document that once
refined becomes the Equipment Requirements List for the new Madigan. ' Subject
lists are provided to each activity as they are completed by the NMPO.

b. BLIC M identifies funds and equipment required to equip major medical
MCA funded construction projects. BLIC M requirements equate to LOGCAT E and
F items 1dentified on the ERPG. BLIC M differs from all other MEDCASE BLICs
in that it utilizes MCA funds, while all other BLICs utilize OPA-MEDCASE
funds.

c. BLIC R identifies funds and equipment required to replace, upgrade or
modernize existing equipment or to provide new or expanded capabilities.
BLIC R 1s utilized for the current facillity.

3. LOGCATs are codes that assign responsibility for the acquisition and
installation of equipment required for a project.

a, LOGCAT B items are government furnished and contractor installed and
are acquired as BLIC F.

b. LOGCAT C items are government furnished and government installed and
are acquired as BLIC F.

¢. LOGCATs E and F are government furnished and contractor installed and
are acquired as BLIC M,

4. The MEDCASE officers at Health Services Command and the Office of the
Surgeon General reiterated that BLIC F and M funds are to equip the new
facility and are not intended to supplement MAMC's annual MEDCASE, BLIC R

FORM
DA AUG 80 2495 PREVIOUS EDITIONS WILL BE USED Gro 1917 O - 172-428
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HSHJ-LO (340)
SUBJECT: Utilization of MEDCASE BLIC F & M Funds to Satisfy Current MEDCASE
Requirements

budget. 1In fact, as the BLIC F funds are used the BLIC R funds will cor-
respondingly decrease. However, if MAMC has an urgent requirement (which can
be justified) in the current facility for an item which is on the Equipment
Requirements List for the new hospital the Commanding General (CG) may
approve the use of BLIC F monies. To assist the CG such requirements will be
processed through the New Madigan Project Group (NMPG) and that body will
recommend as to whether or not a particular requirement should or should not
be purchased with BLIC F money. This must be done on a case by case basis
only. It is also to be remembered that BLIC F money cannot be used to
procure that item again or install that item (if applicable) in the new
facility. If the item breaks or wears out before moving to the new hospital,
MAMC will have to replace it out of its own budget.

5. Budgeting for BLIC F and M is not the same process as budgeting for BLIC
R. For BLIC R, a specific amount of money is specified for MAMC to commit
and obligate during a given period of time. BLIC F and M funds are based on
need, as reflected on the Equipment Requirements List after purging on-hand
assets., Approved needs (1A status)will set the dollar limit. The key
therefore is to submit MPRs for the items on the Equipment Requirements List.

6. The last BLIC "F" MEDCASE Program Requirements (MPRs) are currently due
in to the LOG DIV NLT 30 Sep 88.

7. Guideline figures for BLIC "M"™ and BLIC "F" money are as follows:

BLIC "M" - $21,581,487
BLIC "F" - $34,610,991 (for programming purposes only as the actual
figures will be based on MPRs received and approved for 1A status).

8. At this point in time incremental expenditures by year have not been
established., When they are established they will be based on required
delivery dates and then adjusted for procurement lead times, etc. The
process 1s on time at this juncture. At the earliest, PRs probably will not
be processed against the BLIC "F" Program until late FY 89.

9. In essence the BLIC "F" program works like this: an account has been
opened but the only deposits that have been made are MPRs with 1A status for
LOGCATS B and E which are contractor installed items. In addition, since it
is a very unique piece of equipment the uninterrupted power source for AMO
has also gone this route. Other MPR deposits will be made on a scheduled
basis as activity Equipment Requirements Lists are completed and 1A status'
are received. (Submission of MPRs should be complete by the end of FY 88.)

té’l/k\/c/t/

LYLE W. WARNER
Colonel, MS
C, Logistics Division
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TRANSITION BUDGET (PERSONNEL)
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DEPARTMENT OF THE ARMY
MADIGAN ARMY MEDICAL CENTER
TACOMA, WASHINGTON  98431-5000

REPLY TO
ATTENTION OF

RMN 1 APRIL 1988
HSHJ -

MEMORANDUM FOR: COMMANDER, US Army Health Services Command, ATTN:
HSRM~-PC, LTC NORRIS, Ft. Sam Houston, Tx 78234

SUBJECT: Input to Total Army Analysis - 96

1. In compliance with your request to identify manpower needs for the
years FY 90 - 96, we submit (2) issues for consideration (See Attached).
Issue #1 concerns new requirements needed to staff the new facility
beginning in 1992. 1Issue #2 centers on resources required to establish a
Cardiac Surgery Service in 199G2.

2. Nursing requirements were identified using the MS3 standards which were
based on an increase of 37 hospital beds,(primarily in the critical care
areas) an average occupancy of 80% and an increase in monitored beds.

3. The restructuring of current rescurces is anticipated to be addressed
within the next year as concepts of operation in the new facility become
final. It is anticipated that some resources will be realigned, however
the analysis submitted is believed to be representative of true rescurce
needs for the new MAMC.

4, Point of contact at Madigan Army Medical Center is MAJ Maestas/357-
6914.

FOR THE COMMANDER:

rr/%zt£,9(7 H Boanrs) )

2 ENCLS HELMUT von LOEWE Mrf s
MAJ, MS
Chief, IMO
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TAA-96 ISSUE
A. ACTIVITY: Madigan Army Medical Center, Tacoma, Washington

B. UIC ISSUE: WOQ1AA
C. PRIORITY: 1 OF 2 Issues

D. CONCEPT: Relocation to the new state of the art MAMC in early 1992
will require additional staff to operationalize the multitude of new and
complex hospital information, communication and logistical systems and

provide services for an additional 37 medical/surgical beds and 33 nursery
beds.

E. SUPPORTING INFORMATION:
1. OFFICER REQUIREMENTS:

AFD AMSCO BR/FA 01 02 0

HRD 847711.31 68H Pharmacy

HRC 847711.31 ©68H Pharmacy

DCA B8u48612.29 67D AMO

HRS 847711.33 61S Radiology 1

HRU 847711.33 615 Radiology 1

HCB 847711.12 66G OB/GYN Ns 2

HDA 847711.12 66D Peds Ns

HFA 8&7711.12 66C Psych Ns

HAC 847711.12 ©66H cCU Ns

HAH 847711.12 66H Med ICU Ns y

HAR 847711.12 66H SICU/MICU Ns

HBC 847711.12 66H Surg ICU Ns

HSH 847711.12 66H Rec Room Ns

HTA 847711.41 66H Amb Ns 2
- HSG 847711.36 66E Op Ns

HSK 847711.37 66E Same Day Surg Ns

HSF 847711.36 66F Anesth Ns

HSF 847711.36 60N Anesth Svec 1

HSR 847711.38 68J Physical Therapy

HRL 847711.32 ©68F Clinical Path

o4 05 06

RPN (PN
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HRL 847711.32 61U Clinical Path 1

HRQ 847711.32 68F Blood Bank 1

HRP 847711.32 68E Microbiology 1

HRM 847711.32 68C Chemistry 1

SUBTOTALS 6 21 20 8 1

TOTAL MILITARY REQUESTED REQUIREMENTS = 56
2. WARRANT OFFICER REQUIREMENTS: NOT APPLICABLE
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3.

ENLISTED REQUIREMENTS:

4.

4

CIVILIAN REQUIREMENTS:

¢

AFD _ AMSCO BR/FA E1-E3 E4 E5 E6 ET7 EB8.
NNH 847711.35 91D Cent Mat Svc 2 1

HRC 847711.31 91Q Pharm Tech 6 1

NNB 847711.51 76J Mat Dist Sec 5 1 1
HCB 847711.12 91A OB Unit 2 2

HFA 847711.12 91F Psych Unit 2 2

HAH 8477T11.12 91C Med ICU 4 2

HAH 847711.12 91A Med ICU 4 4

HAC 847711.12 91C Coronary Care Z

HAR 847711.12 91C SICU/MICU 1 1

HBC 847711.12 91A Surg ICU 1 1

HSH 847711.12 91C Recovery Rm 1

HTA 847711.12 91C Amb Care 2
HSG 847711.36 91D Op Room 2 2

HSK 847711.37 91D Same Day Surg 2 3

ARB 847711.43 75B Ad and Disp 1 1

HSR 847711.38 68J Phys Therapy 1

HRL 847711.32 92B Clinical Path 4 1

HRP 847711.32 92B Microbiology 2 1

HRM 847711.32 92B Chemistry 2
SUBTOTALS T 21 32 7 3

TOTAL MILITARY REQUESTED REQUIREMENTS =

NNH
HRD
HRC
HRB
DQA
HRU
NND
NNB
HCB
HDX
e HAC
HAH
HAR
HBC
HSK
ARB
ARB
ARA
ADA
AMA
DFB

847711.35
847T7T11.31
847711.31
847711.31
848612.29
847711.33

. 847711.51

847711.51
847711.12
847711.12
847711.12
84T7T11.12
847711.12
847711.12
8u7711.12
BUTT11.43
847711.43
847711.41
84T711.61
847711.63
84779C.10

Cent Mat Svc
Inpt Pharmacy
Outpt Pharm
Pharm Sup Svc
AMO

Radiology
Prop Mgt

Mat Dist Sec
OB Unit

Psych Unit
Coronary Care
Med ICU
SICU/MICU
Surg ICU

Same Day Surg
Inpt Records
Pat Affairs
Info Desk
Distribution
Mail Room
Audiovisual

-2-

W= WE=2NANNDNDWNHMNDWLWISNH O

70




Civilian requirements continued:

HRG 847711.32 Pathclogy 11
HRM  847711.32 Chemistry 2
HRL 847711.32 Clinical Path 2 .

TOTAL CIVILIAN REQUESTED REQUIREMENTS=105
TOTAL HOSPITAL REQUIREMENTS = 231
F. BASIS OF REQUIREMENT:

1. Major system changes in the new facility will include a fully
automated materiel distribution system and case cart system for exchange of
the majority of all sterile/non-sterile, medical/non-medical supply items.

These systems will be fully operational 24 hours/day, such is not the case
currently.

2. Plans to implement the multimillion dollar Digital Imaging Netwcrk
System and the CHCS hospital information system will require resources to
be increased in the Information Management Division.

3. Clinical services will jincrease dramatically due to new services
and/or technological advancements in the areas of Pathology (STAT Lab,
Virology/Immunology Section), Pharmacy (5 more Satellite Pharmacy's),
Critical Care Units (30 additional hardwired/telemetry beds), Operating
Rooms (4 more suites), Radiology (1 - 2 additional MRI's, 1 CAT SCAN, 1

Mammography unit) and Maternal Child (30 more peds/postpartum beds and 37
nursery/labor-delivery beds).

G. TRADE-OFFS: Clerical and some administrative support staff will be
redistributed with the consolidation of the surgical and medical clinics
into "super™ clinics. General medical/surgical beds will decrease by 23
beds for a net increase of 37 beds, excluding maternal/child beds.
Resources from the med/surg areas have been realigned to the critical care
areas and have been factored into the above requirements.

H. POC: MAJ GAIL M, MAESTAS
HSHJ -RMN
357-6914
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A. ACTIVITY: Madigan Army Medical Center, Tacoma, Washington
WOQ1AA

B. UIC ISSUE:

C. PRIORITY: 2 of 2

TAA-96 ISSUE
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D. CONCEPT: Cardiac (open heart) Surgery Services are currently being
studied for implementation in the new facility.
be required to support this service.

E. SUPPORTING INFORMATION:

1. OFFICER REQUIREMENTS:

Additional resources would

AFD AMSCO BR/FA 01 c2 03 o4 05 06.
HHB 847711.22 61K/Cardio Surg 1 1
HHB 846761.1dJ 61J/Resident 1 -
HHB 847711.22 66J/CL Ns Spec 1-
HSF 847711.36 60N/Anesth Sve 1
HSF 847711.36 66F/Ns Anestl 1
HSG 847711.36 66E/OR Ns 2
HGC 847711.22 60H/Cardiologist 1
HAR 847711.12 66H/Intensive Care Ns 2 3
HSR 847711.38 68J/Physical Therapy 1
HME 847711.22 68R/Soc Work Sve 1
SUBTOTALS 2 10 ped P
TOTAL OFFICER REQUESTED REQUIREMENTS: 16
2. WARRANT OFFICER RQUIREMENTS: 2
HHB 847711.22 600A/Perfusionists 2 (W03) -
3. ENLISTED REQUIREMENTS: E1-E3 E4 E5 E6 ET EB8
HSG 847711.36 91D/0p Sve Ns 2
HRL 847711.32 92B/Clinical Path 1
HRQ 847711.32 92B/Blood Bank 1 2
HRP 847711.32 92B/Microbiology 1
HSE 847711.34 91N/Cardiac Cath 2
ARB 847711.43 75B/Patient Adm 2 2 .
SUBTOTALS 2 2 5 4

TOTAL ENLISTED REQUIREMENTS: 13

I
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4, CIVILIAN REQUIREMENTS:

HAR 8477T11.12 Intensive Care Ns y
HSE 847711.34 Cardiac Cath 1
ARB  84T7711.43 Patient Adm 1
HRS 847711.33 Diag Radl Tech 2
TOTAL CIVILIAN REQUIREMENTS 8

TOTAL REQUIREMENTS FOR A CARDIAC SURGERY SERVICE = 39
F. BASIS OF REQUIREMENT:

1. In FY 1987, MAMC referred 163 patient to local hospitals for
cairdiac by-pass and/or angioplasty procedures. These procedures have cost
approximately 4 million dollars. A cost-benefit analysis is currently
under way to determine the feasibility of adding this service in 1992 in
the new MAMC.

2. Resources required to support a cardiac surgery service are cver
and above those requirements noted in Issue #1,

3. Requirements were based on a workload of 165 Coronary Artery By-
pass Graft and 60 Angioplasty procedures the first year of implementation;
2 - 4 cases per week. Workioad will increase significantly in the Operative
area, Surgical Intensive Care Unit, Cardio-pulmonary Services, Stat Lab/
Blood bank, Cardiac Cath Lab, Radiology, and Patient Administration arena.

G. POC: MAJ GAIL M. MAESTAS
' HSHJ~RMN
357~-6914
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ACCREDITATION MANUAL FOR HOSPITALS

STANDARD: EMERGENCY PREPAREDNESS
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PL.3.6

PL.3.7

PL.3.8

Standard:

PL.4

The authority of the safety committee is approved in writing so that, through
the chairman or the safety director or officer, action can be taken when condi-
tions exist that pose an immediate threat to life or health or pose a threat of
damage to equipment or building.*

PL.3.6.1 This authority is approved by the governing body or chief executive
officer or designee, as appropriate, and by the medical staff.*

There is evidence of information exchange and consultation between the safety
committee and the various safety programs (eg, safety programs for engineer-
ing and maintenance, housekeeping, laboratory, nursing, and dietetic services),
the infection control committee. the hospitalwide quality assurance function,
and other standing committees.*

There is evidence that the conclusions, recommendations, and actions of the
safety committee are evaluated by the appropriate administrative directors of

the areas affected and that proper action is documented in subsequent safety
committee minutes.*

Education

The hospital has an organized safety education program.*

Required Characteristics

PL.4.1

PL.4.2

PL.4.3

PL.4.4

Standard:

PL.5

There is documented evidence of a safety education program that includes
orientation of new employees to general hospitalwide safety practices, as well
as orientation and continuing education regarding safety practices specific to
individual departments/services.

Orientation and in-service education programs utilize findings of the quality
assurance function, the safety committee, the infection control committee,
and other appropriate standing committees.

Orientation and in-service education programs are documented.*

There is evidence that the education programs are analyzed at least annually
to determine their effectiveness.

Emergency Preparedness .
The hospital has an emergency preparedness program designed to provide for
the effective utilization of available resources so that patient care can be con-
tinued during a disaster.*

Required Characteristics

PL.5.1

A hospital designated as a disaster emergency center by a local authority such
as the fire department or civil defense agency has an emergency preparedness
program that addresses disasters both external and internal to the hospital.*

*The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors, see “Using the Manual," page ix.

Circle One

2345

NA

NA

NA

NA

NA

NA

NA

NA

NA

NA

NA

214 Accreditation Manual for Hospitals, 1988
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- Plant, Technology, and Safety Managements 7

. Circle One

PL.5.2 Concise, documented plans to be implemented during a disaster are estab-

'(b lished through the emergency preparedness program.* 12345NA
PL.5.2.1 Emergency preparedness plans provide for the effective utilization

of available resources to prevent or minimize the consequences of a disaster.* 12345NA
PL.5.2.2 Emergency preparedness plans are pertinent to a variety of disasters

and are based on the hospital’s capabilities and limitations.* : 12345NA
PL.5.3 The role of the hospital in communitywide disaster plans is identified in the

emergency preparedness program. 12345NA
PL5.4 The emergency preparedness program addresses hospital preparedness, includ-

_ing space utilization, supplics, communication systems, security, and utilities. 12345NA
PL.5.5 The emergency preparedness program addresses staff preparedness, including
staffing requirements and the designation of roles and functions, particularly

in terms of capabilities and limitations.* 12345NA

PL.5.6 The emergency preparedness program addresses patient management, includ-
ing modified schedules, criteria for the cessation of nonessential services, and
patient transfer determinations, particularly in terms of discharge and relocation.® 12345NA

PL.5.7 The émcrgency preparedness program is implemented, evaluated, and docu-
mented semiannually.® 12345NA

PL.5.7.1 Each implementation (whether a drill or an actual emergency) exer
cises emergency preparedness plan clements related to hospital preparedness,
staff preparedness, and patient management; at least one implementation
) includes an influx of patients from outside the hospital.® 12345NA

PL.5.7.2 Documentation of the emergency preparedness program includes.
at the least, problems identified during implementation, corrective actions
taken, and staff participation.® 12345NA

PL.5.8 There is a fire plan that addresses the use and function of fire alarm and detec-
lion systems, containment, and the protection of lives, including transfer to
areas of refuge, evacuation plans, and fire extinguishment.* 12345 NA

PL.5.8.1 It is recommended that on each work shift the hospital have appro-
priately trained personnel responsible for assisting with the implementation of
the fire plan and the activation of the nonautomatic components of the fire

safety systems. 12345NA
PL.5.8.1.1 The fire plan is implemented at least quarterly for each work
shift of hospital personnel in each patient-occupied building.® 12345NA

PL.5.8.1.1.1 Documentation of the implementation of the plan includes,
at a minimum, problems identified during implementation, corrective
actions taken, and staff participation.® 12345NA

PL.5.9 Hospital employees and staff are provided with appropriate education and train-
ing in elements of the emergency preparedness program and in elements of the
fire plan.® 12345NA

') *The asterisked items are key factors in the accreditation decision process. For an explanation
of the use of the key factors, see “Using the Manual.® page ix.

Accreditation Manual for Hospitals, 1988 215
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Circle One
PL.5.10 The emergency preparedness program is evaluated annually and is updated as |
needed. 12345NA Q: \
o

Standard: Hazardous Materials and Wastes

PL.8 There is a system that is designed to safely manage hazardous materials and »
wastes.* 1 2345NA

Required Characteristics

PL.6.1 The hazardous materials and wastes management system addresses the man-
agement of hazardous materials and wastes from the point of entry into the
hospital to the point of final disposal.® 12345NA

PL.6.2 The hazardous materials and wastes management system addresses the protec- :
tion of patients, personnel, visitors, and the community environment. 12345NA

PL.8.3 Policies and procedures are developed that include a process for identifying
hazardous materials and wastes (eg, toxic materials, infectious wastes, radioac-
tive materials) and for managing them using techniques such as substitution of
less hazardous agents, changes of processes, isolation, and ventilation.* 12345NA

PL.8.4 Policies and procedures relating to the operation of the hazardous materials
and wastes management system are reviewed at least annually by the safety
committee for chemical and physical hazards, by the infection control com-

mittee for infectious hazards, and by the radiation committee for radioactive )
hazards.* 12345 NA ¢

PL.6.4.1 Recommendations, conclusions, and actions of these committees are
reported to the hospitalwide quality assurance function.® 12345NA

PL.6.5 Individuals required to handle hazardous materials or wastes are provided with
appropriate job training.* 12345NA

PL.8.6 The hazardous materials and wastes management system includés a program
for controlling the handling and disposal of gaseous hazardous materials.* 12345NA

PL.6.6.1 Included in this program are procedures pertaining to the control of

waste gas levels in areas such as surgical suites, central supply, and laboratories.® 12345NA
PL.6.7 The hazardous materials and wastes management system includes a program

for controlling the handling and disposal of liquid and solid hazardous materials.* ~12345NA

PL.6.7.1 Included in this program are procedures pertaininyg to the elimina-
tion of hazards through the elimination and treatment of the waste at the source,
the packaging of the waste, safe transport systems within the hospital, and

adequate and safe disposal facilities either on-site or off-site. 12345NA
PL6.8 The hazardous materials and wastes management system is established and

operated in accordance with applicable law and regulation.* 12345NA
“The asterisked items are key factors in the accreditation decision process. For an explanation Q

of the use of the key factors, see “Using the Manual.” page ix.

216 Accreditation Manual for Hospitals, 1988
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RETRO-FIT WORK ITEMS
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DEPARTMENT OF THE ARMY

MADIGAN AREA OFFICE
P.O.BOX 92126
TILLICUM, WASHINGTON 98492-0126

REPLY TO
ATTENTION OF

OFFICE MEMORANDUM 09 ’ CENPS-FO-MC
13 May 1988

NEW MADIGAN ARMY MEDICAL CENTER
Procedures for Phase III (Follow-on/Retro-fit) Work Items

1. PURPOSE: The purpose of this plan is to establish procedures
to identify, evaluate, approve, and incorporate changes into Phase
III follow-on/retro-fit contract(s) for the new Madigan Army
Medical Center (MAMC). This plan is consistent with the Intensive
Management Plan (IMP) which provides for deferral of changes to a
follow-on/retro-fit contract.where the change is not imperative to
basic construction contract progress and/or does not have
significant impact to either cost or basic construction contract
completion schedules.

2. GENERAL: Items of work to be included in Phase III contract(s)
may come from several sources as discussed below.

(a) Program Items - Certain items were deferred from inclusion
in main construction contracts during the design phase of project
development. An example is the Intrusion Detection System
installation. The Military Medical Facilities Unit (CENPS-EM) is
responsible for preparing appropriate documentation for all items
deferred during design. CENPS-EM will review and approve all
deferred program items for Phase III contracts.

(b) User Request Changes - Health Facilities Project Office
(HFPO) and Director of Engineering and Housing (DEH) may request
changes to ongoing contracts to add, delete, or modify features of
work. These proposed changes are processed in accordance with
change order procedures of the IMP. The Area/Resident Engineer
will receive, collect, and monitor user requested changes and
present them to the IMP program review group. The program review
group will determine that all or part of a change should be
deferred to a follow-on/retro-fit contract. The Area/Resident
Engineer will notify the change proponent and CENPS-EM of this
determination. If a change is approved in part for inclusion in
current construction and in part for inclusion in a Phase III
contract, it will be the responsibility of the change proponent to
revise the scope of work to clearly show work to be deferred to
Phase III. The revised scope of work will be forwarded to the
Area/Resident Engineer. Approval of these items for inclusion in a
Phase III contract will be by the program review group.
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(c) Mandatory Changes - Unforeseen conditions, design

.omissions, or design errors may surface during the main

construction contract period. Identification may rise from normal
contract action, by contractor requests for informaticn (RFIs), or
user conflict reports. The Area/Resident Engineer may defer
changes or additions only when they can reasonably be accomplished
later by competitive procurement. When a change is deferred, the
Area/Resident Engineer will provide a copy of the confirming
correspondence to HFPO and CENPS-EM for information, coordination,
and to identify that change will be deferred to Phase III. The
Area/Resident Engineor will also develop a scope of work including
justification and in coordination with CENPS-EM, will approve tnam
for inclusion in a Phase II1I contract.

3. The Area/Resident Engineer will prepare or reguest CENPS-EM to
prepare scope of work for user requested and deferrable mandatory
changes. The Area/Resident Engineer will then prepare an order of
magnitude ccst estimate (Code A) and an assessment of construction
impact, including anticipated dates when construction changes can
be initiated and any important advisory information and provide
package to CENPS-EM. CENPS-EM will coordinate with HFPO to
confirm/establish time frames for accomplishing the work that will
minimize conflicts with the User.

4. CENPS-EM will develop the design concepts (approx. 35% level)
for changes; including sketches, narratives, and any interface or
verification requirements of as-built conditions. These design :
concepts will.be structured to be stand alone packages. The cost
estimate will be upgraded to Code B level. The design concepts and
estimates will be reviewed by the Area/Resident Engineer and the
user/proponent representatives. These design concepts will be
updated if required and filed by CENPS-EM for subsequent packaging
and development of contract documents. CENPS-EM will maintain a
trackina system and data base, including status of deferred change

items, and provide summary reports at each Quarterly Management
meeting.

5. Phase III bid documents will be prepared from the approved
design concepts on file in CENPS-EM. CENPS-EM will coordinate with
HFPO to confirm that change is still valid and consistent with the
User's priorities. CENPS-EM will then coordinate selection of
appropriate procurement vehicle and coordinate logical
grouping/consolidation of individual changes into Phase III
contract packages.

ROBERT A. ROWE, PEA)\
Area Engineer
Madigan Area Office

2 &G-S
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APPENDIX M

FURNITURE AND FURNISHINGS PACKAGES




*8;1QigFurniture and Furnishings Fackaggsv(F&F).r Chapter 8.2.3. (FUF

e il b AR E TP L SN ARk ot SRR ot WS SRR

Froperty Responsibilities), and Appendix g {(Interior Design) provide

definitions and an in-depth review of

work , and individual agzncy responsibi

secticn will not revigit
will attempt to increase the depit~ of
the highlightirg of additfional revisw
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FuF Design Review. The HFFD

theze specifi
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the Interior Design submittal packages. This review should be conductec as

an HFPQ team effort, typical of the Operational Systems Review (Chapter
6.10), and coordinated with the local medical accivity’'s sections, “ypical
of the Functional Systems Review (Chanter 4.11), For tne FUF packages, the
design input required from the operational sections is somewhat different
then it i; for the other LOG CATs of pronerty. The sections should preovide
guidance on types of furniture (i,e. special chairs for the orthopedic and
obstetric ar=as), the guantity of furniturz {(i.2. number of book casee end
file cabinets), and any other sgspecial considerations ({.e. blackout cracaes
for the czonference rocm)j; they should met te specially cormcerned about 4“he
color scheme (it should match the Building Related Design for interior
finishes), and the actusl specificafions for the procurement pacrages (the
FuF design A/E should have specified the best product available, within

funding guidelines). When conducting the review the HFFO should consicder

.

the following.

a. FU¥F items should be compatible and standardized throughout the
facility. Example: by specifying the séme type of chairs for waiting rooms
(lesz special areas like obstetrics), the chairs can be interchanged

between waiting aress as necessary.

b, FUF spucificationz should be written around industry standard
colors and fabrics. Using zpecial/custom fabrics and colors will make
obtaining reclacement items extremely expensives, time consuming, ARe often

imposginle,

c. The HFFO muast insure that the quartities o4 %5 requezted dy "he

’



- .

operational section will in fact #it into the designed space. Often thel06
- operational section will attempt ta'ltuéf into » room three times the
number of desks/chairs and cabinets the spacs can holc,

d. The F4F dasign A/E should provide a list of thoss items which
require assembly. This list should also contain information detailings the
nunbar of separate components, number/size of individual shipping cartons
(so that Logistics can program storage apacae), the comglaxity of tha
adrambly, and rormel time reguired toc assemble (wal! lockers cam take an

unbel ievable numbar of man-hours to assamble).

@. For the Artwork portion of the F%F package, the HFFO should pay

w

special attention tc: the types of artwork (paintings, posters, phcto

’
ar-ifacts), the nee fcor effective security framez, and the subjéct m%t er
(certain packages ar2 either nct compatible with tne facility’'s iocation
or with specific gsections within the facility). The perception of a
quality health care facility is very much determined by it’'s appearance,
ang artwork éan have a major impact on that appearance (also, the

activity’'s staff always takes a particular interest in the theme of the

artwork).

f. For tre wincow coverings (drap=ry) portion of the F%F package, the
HFZ0 should 1nsure th2 A/E has inclucdesc arn-site verification of window
Zi1~mnsions (ky tras manufacturar) pricr o fabrication. It iz not uncommon
£ the zcnstruchted window operings ¢c nave differant dimencsions Ehan

theas 3m0ws on S=e drawings.



8.14.2, -Procurement activities. The local medical activity is solely 167
responsible for managing the prccur;mnnt of the FLF packagms, They mey use
’tno services of either thair local procuramené agents or Hurmtsville
Division to actually procura the iftems., The following are some spacific

procedures and potantial problems which must be addressed during

procuremaent,

"a. Thera are a number of ways {in which the differert itéms of FuF
property can be preocurad: multiple contracts for mach type of proparty,
group buys for different property praviaged by the same manufacturesr, and
one procuraement package for all FUF through a 3ingle major manufachurer,
aupplier, or recziving agent. Thiz guids canszidzrz the latter preferablé
as it simplifimes control of pracurement and delivery activitiez, and the
zingle procuremeﬁt centract can be expanded to include receiving,
warehousing, and installaticn activities (thus resolving a number of
potential problems with one sclution). The disadvantage to thiz type of

procurement is that if the contract is not comcrehensive and correct, any

resulting probiems are greatly compounded.

b. Centract delivery dates must be a major concarm in the FLF
procurement package(s)., These datas muet coincide with the milestorez

petanlisned on the Transzition Networlk. The procurement manager zhould

W

sz233 how accurate the marufacturers usually are in forecasting the:wr
delivery datzs, ‘and thern choose2 a contract delivery data which will mest
iikely irmsure delivaery o me=t “he milestcra, while minimizing ary lozal

gearaga tima,



(- {En procurement agent must: be vnr? cautious in approving any 168
variances to the procuresment Spacif;catians (Mo mattar how thorocugh the
A/E is there ara always some changes rnquoutod)L FUF colors snc febrics
Qith generally the same namae/description can vary greatly bastuasn

manufacturaers.

d. If the manufacturer-, supplier or single scurce property agert will
alsd ba providing installation services, the MEDCAZE reprasentative musht
coordinate with the activity’'s Installation manager toc insure &.. of &ths
necassary installation requiremenmts have HYeern acdrazzsed in thz procurzrent
gpecifications, to incliude: installation target dates, responss times,
length of installation pezricd, proté:tion of property/facility, turn

around time on damaged property, on-site supervisicn, trash removal, e<c..

3.14.2. Installatiom Activities. Aes with other LOG CATz of propgr4y
(Chapter 8.7), there are a number of alternate meithoas cf installinmg the
F4F packages, as well as, numersus special installaticn'ccnsideratians.

The following are some installation requirements unigue to F%F packages.

'a. Because so many of the items are exactly alike, it i3 very
difficult to proparly eccount for FUF proparty once it has been installaec
(furniture has a tendency tc move sbout tha facilizy during move=-in), The
lorcsl medical activity’'s Propaerty Book cfficer should plam fcr (wall in
Advance f racaint) trose procecura?2s recaiss~y LC Lnaure proparty
accocuntability befcra/as tha‘xtems ara bhe.rg inguallea. Recommerc heviag

the manvsfacturard cr recmving agants tag svary 1%em with a SAr Qragn

tabal {ndicating the {itams hand receipt numcer.



b. Inetallation of the artwery PACHAGH reguires COINLINUAUS
suparvisieon by somacne with an ave for colaor arnd form (mienmr 4 sgacis)
installation contractor or a hand piched staff momb‘*). Due to charnges in
constructed space (locations of thermostats, elacztrical outlecs, fire
alarns, otz,), and inatallaed property, the type and locatiorn of a piece of
arswork may have to be aciugted during installation. These chanqoq will
ragui-e immediate attantion from a superviscr wno can appropriately a&lée-
the location of the original imagae crr e:chance artwcork betwaan differsnt

s of vhe facility.

s

are

o

8.1%3, G-~oun Buy Fropartv. Groun Buy prcgeriy 13 defined as: thozs types

oF preperty which are common to a number of differert arzasz cof the
facility, and are more efficiently obtainec utilizing one procurement
cortract., The Frepertty Flamning Committee snould identify these types cf
pfopefty items early in the praject, and assicn a manager to coli%te thes
faci1lity's réquirementﬁ anc prepare tha appropriate documents. Appendi: M
containe a listing of some of the property items usually included i1n Group
Ely packagzs. Due toc the size of these procurement pachkages and their
impact on effective hospital operations, they must be assignad a hign
;riqfi:y ir ths Property Planning Netwark, a2nd given special attantion &
the praocuremant agents. Beyonrnd the fact that 4hese Brouns Bay pachagrRs ars
rompeaites wztﬁ nign dollar valuze, ard long lesd times for orocuremaant
fwriich 12 why they muzt be tegun asg s2ccn 48 peossinler, they have na
sc@c’ AL prozuransecc/installations consicar-ationg meET alrasdy dlacussas 1o

“hig Chaptar,



APEENCIYL E 170
INTERIOR DEZIGN

6.1, General. The intartar design requiresments for the Céfsica of Th-
S.urgecn General Military Construchisn, Army (QTEZS-MCA) pr c a3 [y o
dasign, construction, and cccocupancy phasaes =f each corstrucsicn pr ciecs

.11 The raquiremants fcr each project includae:
(1) Building-Relatad Degigr - Design o Incaricr Finisres

(2} Furniture-Related Dezign - Dagigm of the Furnifursz %
Furnishings (FUF) Fachage

3) Procurement of tha (FUF) Fsackage

(4) Management cf the FUF FPachags

£.1.2 The building-ralatad desigr is complsted by 1004 desigr,
Following the 1004 cdesign submittal managzment re=pon-:b":ty FOr nne
proiecs is transfsrred from the Desigrn armc Develcpmernt (DXD) EZramch <z <-e
Froject Management (FM) Branch.
6.2. Building-Ralatac Desigqr. The suilding-~r=latad dasigrn i3 managz2c o/
t-e Corpz of Enginesrs, accoaplizts? by ths grojiect Arzhitest/Ingiczsr
(A2, @and funcas with MCA desigr fundz.
£.2.1. Spezificaticns for the deszigm arz includec in t-e conestructicro
czntract ard the ceormirachtor awarces 4he groigcht is resgonEizie for
impleme~tation of the design uncder zupervicion oy 4ns Resicdent zngiresr.
WFEZ (TMLD) ie rasgonsibtle for review cf tre intsriczr dzsign sutmiftals
Suring tme dssign of the prolisch.
£,2.2, EBuildinmg-related daszsigrn iz 2divided irts fiva suomitial shas=s
cxzr--~2zponding o the design scheculs:

(40 27 Cenmgepn-— CornceEct Narratnive % Farapeciives.

(27 38 Cercept-~ Colcor boardzs % Gereric Furnisura Flacsrent
=lan=,

(3 L Ceorcapt I8%-- Jp cate cormenmta from azsws rEview
comments.

(4% LEZ%-= Recem Fimish Ecneduls, Draft Specifications, Samplas,

(z D0OY%== Faur (4 copies of Narrativa, Fochos of Tolor Saardsz,
Finisn Bereduls and Flacaeraent Flang,

B, Fural=ur
comerasl 13 4

2=-5m.atag D Lva the pulliging=-aiatsd da2sign where
clt &

o PR
ng hanca of CCE, furniture-ralatzs dazign {3 Manag



Health Facility Planning Agency. The dasign is preparec by eitrer the $Z$Jccz
A/E as an option to the MCA cemign contract, or by an intaricr cesign cffice

consractad by OTSG, Furniture-related intaricr cdesicgn services sre furndss by
0TSG.

$:3:1. Tracditional furnisting cdesigns reguirac tha intarior dasigrer to
identify each furniture item on the drawings producs specificaticns src a
complaeace list of each seaiacac iten in Lthe project, Actusl eperisrcs
indicates that most o+ the cesigrs ware not utilizec by the users after
occupancy. This situation was caused by numarous factors by the end result wer
that the completed dasign was not followad Traditicnal dasigns ara very labcr
intensive and expensive to the gcvn'nmont. An altarnative tc the traditicnal
system came from the thecry of pale-te design. The main purpcse of the p#&._.i
{3 to provide the salacticn and color cocrdiraticon of furmiturs from governmer:
sugply scurces. The actua!l glazamert, item anc color gselecticn (cf the
pre-approved furniture it2mz; will bs tha resgpcrsibility of the usar.

&.2.2, Each project will have a acops of werdy praparzc by HEEA which
s-aciée
t-res Ciscinct sacztions euch as:

(1) Package I - Freovide Furmiturs % Color Selection, Specificeticns
ard Data Sheetsz, Imatructicrs for Usar Implementaticon.

(2y Pacrage 11 upplement to %me abcove, includez furcriconal layouis
0< commen areas such ag walting and confersercz roocms.

(Z) Pacxage !I] - Supplement to Fkg I, provides complete sszlection cf
art wers arc layout 4cr cur«ains,

£.2.7 Tha RFFD or PLOC for thne orsiect will itnterface with the UEAMF=E i1-ts-ico-
dasign cocrdinator to insura the ussrs’ des:res ard needz are repraszritsd.  The
Fale<<e Dasign normally s-:rits 18 months pricr &o “he first shipment of

furniture arriving or the project.

g2 infcormaticn intc a singlie prccurement dooument LE
4 the uzerz. Interfscz of the HFFC is nermally

g tnhe HFFD compilze the palette.

&.7.4 Compiling the pa
ACrMAaLLYy &2 reapcnsilbs
vary .83 and {n scoms

5.2.9 In mest situesticra, <he {ntericr designed w ho completed the palectie wil’
t@ ~atainec by the governmart fcr 18 morths following the final submitzsl, - Th
interior Deaigre~ (s availssls for updates ag n@zaeszary cue tc changes in EER
LOA%Tracts angd COLCT RELETTIINE.

£.4, Procuraner: cf tre Tur-icure and Fur-oishingsg Fachkage. Froourengst of I-
fursiture pacvkage s m#ﬁé‘!‘ Ey the lccal Lzgistizs Diviaizn ame is
arempliaiad Sy aithgs toe ocal Procurgcens Dlsigten o By ZONESRITINg, wWitT
0723 éu=~ag, {fo- cemcrsl przcursnent,  Tie srocurprent IS itens fIr the FLF
pAz-Age 13 ‘unded wits Mssical Care Suppa-cs Sguigoent (MEDIRAEE) ELID T Surcs.

AT R s i il sy S

cally addrazsss the project. The gczpe oF werl iz mormally divizZec 107
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6.5. Management of the Interior Desigr Package, Manacement of the +ur¥§%uru
package is handled at the local level by the Chinf, Logistics Divisisr at the
madical facility in coordination with the Health Facility Project Qf‘icer
(HFFQ) or the project Foint of Contract (FCC). managemaent of the package
includas the respcnsibility for arranging s<crage of ths i{<ems pricr «c
occupancy, assamble and imstallation of the i{<emne, and i{nventory contrcl of al’
the new and existing items. I+ necessary, shcrage arc/or assambla and
installation can be contractec, depencent upon funding availsbili4y,



APPENDIX N

MAJOR SYSTEMS MAINTENANCE SUPPORT RESPONSIBILITY
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