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1.  CAPT Anzalone updated the group on the following:

Presented milestone brief to SG 

SG was pleased take for action

Like capability based models can plug in all the scenarios that we are dealing with 04 phase 4- all the assessments fit.

He expanded on the expeditionary transformation areas where the USMC organic capabilities & EXMED capabilities touch and integrate.

At the same time we must be similar in our capability set as the Army.

CAPT Anzalone briefed the following using his phase II briefing.

He discussed health service support ashore as follows:

- 1ST Level - EMF Basic is equal to Air Force EMED Basic and the Army Area Support Hosp. (doc in the box, ER, and a surgical capability.

 - 2ND Level – The most robust level (Similar to Surg CO.)

essential care is what will be put in theater. Ensure we have the capability for throughput.  Definitive care in theater, unlikely.

- The scenarios/models ran was looked at 0-2 days for EVAC.

- Contractor looking at 5-10 days 

- Some directives that are coming out, back to duty in 15 day.  

- The high end for back to duty the is being looked at now is 10 days.

- On the operational side – the capabilities can be plug together to make as big of a Surg capability as needed. And put them in different locations.  This is a lot less logistically intensive.

- Medical Piece -the best mix - 5 ICUS, 20 ICWS, then we can go to the traditional fleet hospital configs.  You will be able to add ICU beds.

- The EMF 25 will be the center piece.  If you move to the right the more capability.  Move to the left lighter more mobile capability.

He discussed what we are doing around the world:

- EMF10 – HOA

- MIO OPS – In Europe

The scalability of EXMED will also address the ability to cross level MTF.  Go from the unit structure in that we can look at using parts from each MTF or a combination.  We can go across the galactic radiator instead of going up and down only.  Also we can look at the training issue. 

CAPT Anzalone relayed that he spoke with ADM Hufstader on the USMC piece.  He asked him how the USMC is involved and where does this capability fit?  He discussed the idea of giving the fleet hospitals to the USMC.  

- The big discussion in the USMC – Do the STP, BAS, FRSS, SURG CO stay?  The goal of the USMC is to cut the amount of billets.

- The Navy is cutting 1772 medical billets.  There will be more.  We must manage this, this is the reality.

He discussed health service support afloat as follows:

- The LPD 17 is coming online this FY

- The LHD will be around for awhile

- The LHA(R) will be IOC in the out years

- MPF(F) sponsorship belongs to N75 (CAPT O’Brien).  He stated, “medical is entirely too large afloat”.  We must justify the size.

- We need that robust capability on the seabase.  Right now that each of those ship capability takes the place of our current fleet hosp what we are going to build.  Two of those together equal what we have on a hosp ship. 

Timeline 1ST page: 

- Cut 1/3 of Reserves.  Cut Reserve fleet hosp FT Dix.

- In 2005, another fleet hosp will be cut.

- By the end of 2004, we should have a build out of 3 of the 4/2 fleet hospitals which will give us added flexibility.

- By 2005, we will have 1 complete set of the EMF 250.  Word is that the Fleet Hospital program will get $3.3 million.  What we want PML 500 to do is to build Navy FRSS-like pieces (6 to 8).  This will add more flexibility.

CAPT Thompson asked how are you buying this without a requirement?.

CAPT Anzalone responded that these are the building blocks for program in 2006.

CAPT Whitmeyer indicated that we are building these as prototypes so we can test them to see what is involved with the more lighter capability.

Timeline Cont’ 2ND page:

- At the end we will have built out our EMFs.  The number that we build will be dictated by an evolving OPLAN and requirements.

- The big thing that is going to happen during this time is how we transform the galactic radiator – more of a cross level function and how we marry up Reserves with back fill or phase forward requirements.  

Timeline cont’ 3RD page:

- 2024 is the projected end 

- LHD(R) will start to show up towards the end of this time period. 

- The Hospital ships will need serious rehabi and we plan to keep them until 2013.

The status of deliverables was discussed:

1ST – The WG is working on a personnel and equipment set package, the goal is to have this completed by March 04.  

2ND – The Surgeon General has approved the plan.

3RD – Naval Force Health Protection 21 White Paper is scheduled for flag level review – Up for Flag-Level review.  This needs to be finalized by Friday, so we can forward to CAPT Thompson and CDR Puckett in order to be approved.  This will be the center piece of Force Health Protection.

4TH  - Once the white paper is done, then the Warfare Publication can be completed.

CAPT Musashe reported that the SG is very happy.  His only concern was that it needed to tie in to our MTF’s as a base of operations because the MTF’s are force providers and force projection platforms.  

The BAH modeling efforts were discussed as follows:

- This is a low intensity conflict with ESG and CSG.  This was the initial run.  This has to play with 2 FRSS.  1 with a equipment set is organic to the ESG.  1 off an MPF.

- The LHA is fully manned, has all 4 ORs up

- APOD has 1 OR suite.

- The only FH piece is the EMF.  It does not have the capability of going ashore.  CAPT Anzalone asked BAH to run the program without the EMF.

- Over the next 5 years, we have to build in the flexibility of the people set so if we have a requirement to support an LHD, the personnel can come from a LPD 17 and these personnel can be flexible enough to go to either ship or man a FRSS.  

- Very important that we look forward at the building blocks of surgical capabilities of the LPD 17 and LHAs/LHDs and how we identify the people sets and Training them.

CAPT Musashe asked if the assumption is that medical manning for LPD 17 will be carved from current 84 personnel CRTS augment or is this a separate requirement?

CAPT Anzalone indicated that we have received a LPD 17 personnel package.  It includes organic staff of 1 MO and 17 HM’s.  There is also a separate package to stand up the primary OR and there is an add on to for the 2ND OR.  This is separate from the 84-person CRTS augment. 

CAPT Musashe indicated that this will change THCSRR.

CAPT Anzalone replied that as we restructure the FH program, we will build it as a capability set.  1ST OR set is very similar to EMF 10 and 2 OR set similar to EMF 25.  The two will align.

CAPT Anzalone added that this will add to the THCSRR requirement.

CAPT Anzalone stated that we don’t have the right mix of people to meet all these requirements.  By going to capability sets that are plug and play, this will allow us to met the requirements at different levels of readiness.  ADM Andrus (Reserve EXMED IPT) is looking at totally reconstruction their pieces and parts of their capability sets so that we can articulate were they are IRT Homeland Defense.  And as we deploy a capability set, they can be ready to back fill a facility with a like capability set, that is predicated on the requirements. As we go into long term missions that capability set can then be applied to phased operations.  He asked why we couldn’t have a capability set for the reserves.  

- CAPT Anzalone indicated that we are looking at the hospital ships in increments of 2 ORS.  We have 2 OR sets that bring a certain number of ICU beds with it.

- We can also add that capability to the LPD 17 or LHA or LHDS in increments as plug and play.  It will be a long time before this is etched in stone.  But we can task organize risks.

- I see this streamlining the training.

CAPT Musashe stated that this is a major change is the equipment piece.  We need to have an organizational piece we have to deal with claimancy 18 and the USMC is going to dump things on claimancy 18.  It will take time to get all the TFFMS packages aligned, if we do things smart.  If we look at what we already have and pre-stack that at the execution level.  The tie in is the EXMED TRNG team.

CAPT Hansen asked if the BAH model has the Surg CO on the grown? 

CAPT Anzalone responded that no Surg CO on the grown only FRSSs.

The USMC is looking at cutting billets.  They have over 5000 billets that they pay for.  They are looking at aligning the MEFS and they are looking at the Surg CO of 300 making 100 DHP and the rest are USMC wide not all go to DHP.  They may make the Surg CO more FRSS centric, in that a Surg CO with 6 ORS ends up being 4 OR 3 FRSS.  There may be no Surg CO because the EMF and FH are more mobile and can provide that same service.  And as we go to Seabasing that level of care is what you see in this study.

- FRSSs in Iraq validated that about 15% of casualties need that level of care.  The other 85% are stable enough to go somewhere else and not get that urgent care with 1 HR. 

- TMO got a directive to have some resolution in this to influence the POM 06. 

CAPT Hansen remarked that the M+1 review is a work in progress and he will report on it in February.

CAPT Anzalone asked CAPT Hansen to please put to bear what we have been talking about. He reminded the group that the Fleet Surgical Team is organic.  Right now the CRTS Augmenbt Team is 84 personnel.  If there is a way of looking at adding 1 OR set out of that (plug and play) we can incrementally grow that from the 1 to the 4.  

CAPT Thompson reported that NWP 4-02 will initially be out at the end of the month. It will tie in all the FHP White Paper.

CDR Mitchell expressed concern with the levels of care and asked how planners will coordinate?

CAPT Anzalone closed by saying that the idea is central care. 

Meeting adjourned. 

