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Scope and Content Notes
This collection of historical materials relating to the Rapid Implementation Team (RIT) was transferred to the Operational Archives by Commander, National Naval Medical Center, Bethesda, in November 1989.  The documentation covers the period from 7 November 1988 (when the RIT commenced operation) to 24 October 1989 (when it was disestablished).

Historical Background.

1. The Flag Officer Working Group (FOWG) of the Medical Blue Ribbon Panel (BRP) established the Rapid Implementation Team (RIT) for Naval Hospital, Bethesda, Maryland, and directed that the RIT be sent to Naval Hospital, Bethesda to facilitate implementation of the Medical Blue Ribbon Panel (BRP) recommendations. The RIT was tasked "...to address issues pertaining to the re-establishment of the National Naval Medical Center, the disestablishment of the Naval Medical Command, National Capital Region and the Naval Medical Clinic, Washington, D.C., and all other recommendations affecting Navy health care delivery in the Washington, D.C. area." The team also was directed to make an in-depth assessment of Naval Hospital Bethesda and to provide recommendations that would provide a base for the pilot implementation of BRP initiatives, improve management effectiveness, and re-establish Bethesda's position as the Flagship of Navy Medicine. The RIT commenced operation on 7 November 1988 with a kickoff brief given to the Hospital and Regional Staff by the VCNO. Members of the RIT were:

RADM Donald Hagen, MC, USN

CAPT Bob Natter, USN

CAPT Will Brown, MSC, USNR

CAPT Roberta Grace, NC, USN

CDR John Mohn, USN

CDR Tom Merrell, SC, USN

CDR Roger Blood, SC, USN

LCDR Mike Saunders, MSC, USN

Mr. Tom Reynolds

YN2 John Garza Jr., USN

YN3 Roy Westbrook, USN
2. The RIT devoted much of its early effort to familiarizing itself with organization structure, the details of the BRIP report, and current command initiatives to resolve ongoing problems.  The RIT was briefed by the Navy Inspector General, the National Capital Region Commander and his staff, the Hospital Commanding Officer and his staff, and other individuals knowledgeable in specific areas of concern to the team. Additionally, the RIT members toured hospital clinics, wards, offices, and working areas in an effort to familiarize themselves with facilities, operations, personnel, and problems. The RIT submitted their first formal report to the FOWG on 28 November 1988. The report listed the recommendations of the RIT and actions taking place to implement them. Seven major areas of concern were identified and addressed by the RIT.
a. Reorganization associated with the re-establishment of the National Naval Medical Center (NNMC) proposed improved operating efficiencies and elimination of redundant offices. The major support functions of Supply Management, Fiscal Management, and Base Operations were established as new directorates with senior officers in charge of each and accountable directly to the Commander. Also, Ambulatory Care was expanded in scope and importance, and designated the new Community Health Care Directorate. A major step in the reorganization occurred on 2 December 1988 when RADM Hagen relieved both the Commander, Naval Medical Command National Capital Region and the Commanding Officer, Naval Hospital Bethesda.
b. Civilian Personnel issues included serious staffing shortfalls in civilian personnel in general and in administrative and nursing support in particular. The Consolidated Civilian Personnel Office (CCPO) was reorganized into a Civilian Personnel Office (CPO) dedicated to the direct support of NNMC and better incorporated into the NNMC chain of command. Pay grade levels were adjusted where necessary, aggressive advertising and recruiting were initiated, and the CPO was relocated into better spaces to improve office practices and recruiting effectiveness.
c. Nursing issues included shortfalls in both numbers and experience, and inefficient mixes of training and qualification. Recommendations and actions included improvements and increases in civilian nurse hiring, improvements in contract nurse administration. utilization of Naval Reserve Nurses, determination of appropriate staffing standards and updating of the command manning requirements, and improved management of nurse and corpsman assets within the Navy.
d. Supply and Logistics issues included excessively high not-in-stock rates for medical supplies, ineffective procurement support and contract management, incomplete equipment inventories and lack of life-cycle-management programs for equipment maintenance and replacement, and increasingly large-shortfalls in funding for major medical equipment purchases. Stock control programs were started to re-establish medical supply stocks and decrease the wide-spread use of Basic Procurement Authorities (BPA) which was short-circuiting the normal supply system and degrading essential usage data. Procurement and contract management tiger teams were established to clear backlogs and train staff personnel. Wall-to-wall equipment inventories were scheduled, to be followed by the implementation of life-cycle-management programs. Certain major medical equipments were identified as easier and more economical to lease instead of purchase and efforts were redirected accordingly.
e. Information Support encompassed medical records management, handling of laboratory results, appointment scheduling and the Department of Defense sponsored Composite Health Care System (CHCS) Equipment and personnel were obtained and an automated record tracking system was installed. Sixty-nine additional terminals were installed in wards and clinics to speed the delivery of laboratory results. Decentralization of the appointment scheduling process was decided to be essential to improving patient access to health care. Procurement of equipment and hiring of additional clerks were initiated, and work was started to implement the new system by April 89. Additionally, the Defense Medical Systems Support Center and the Navy Surgeon General formally agreed to accelerate the delivery and the installation of CHCS.
f. Patient Relations dealt with accessibility to primary health care, continuity of care, pharmacy waiting lines, parking availability, and other patient irritants. Three major concerns in this area were already discussed under information Supports medical records tracking, laboratory results, and appointment scheduling. Access to primary health care would be improved when the Emergency Medical and Acute Care (EMAC) contract started work on I March 89.  Demographic analysis was started to see if and where satellite pharmacies should be established in order to better support remote constituents, and reduce the load on Bethesda's pharmacy and parking.
g. Strategic Planning addressed the need for an effective planning process that encompassed the appropriate functions, coordinated their execution and support, and monitored progress toward established command goals. A special Strategic Planning office was established with a Captain in charge. Work was begun on determining and establishing both long and short range command goals. Requisite actions and resources were also part of this initial effort.
3. In addition to taking action on their own recommendations, the RIT did several briefings to keep senior Navy managers informed and arrange for their support. Included in these briefs were Commander, Naval Medical Command, Surgeon General, Flag Officer Working Group, Blue Ribbon Panel, and Inspector General.
4. It soon became apparent that the RIT would be needed much longer than the few weeks originally anticipated, and accordingly the RIT established a weekly agenda status report to monitor progress on their action initiatives as reflected at TAB H. Two other areas of concern developed at NNMC which the RIT focused on for action:
a. In March 1989, NNMC lost its Cardio-Thoracic (CT) Surgery Program because of a shortage of CT surgeons. NNMC had been working on a co-operative venture with Walter Reed Army Medical Center (WRAMC) to have the Army surgeons operate at NNMC, but at the last minute WRAMC declined to participate in the project. NNMC thus found itself without a CT Surgery Program. NNMC decided to establish a partnership CT surgery program to fill this void, and the RIT assumed the lead in implementing this program. After competition, the partnership agreement was entered into on 21 August 1989 with Virginia Heart Surgery Associates. CT surgery is scheduled to commence on 6 November 1989.
b. NNMC had already obtained MILCON approval/funding for construction of a Magnetic Resonance Imaging (MRI) facility. Due to construction delays and increased demand for MRI as the standard of care, along with the expense of obtaining MRI's in the civilian economy, this issue became a major concern-for NNMC. The RIT was able to locate and lease a portable (trailer) MRI unit to provide the MRI service in house commencing on 26 April 1989. The construction of the permanent MRI is nearing completion and is scheduled to become operational in January .1990.
5. The RIT went through various personnel changes, as reflected in TAB C, and gradually phased out as their action items were completed, and/or as the NNMC staff took over the responsibility for the various initiatives. TAB I reflects the final status on the various initiatives.  The RIT gave its final brief to the Standing Medical Board on 24 October 1989, and was disestablished on that date.
Box and Folder Listing.

Box 1

1. History of the Rapid Implementation Team

2. Supporting Documents:

TAB A
Blue Ribbon Panel Report 21 NOV 88
TAB B
DCNO Ltr 4000 Ser 04/8U586625 dated 8 NOV 88
TAB C
RIT Roster
TAB D
Initial Findings and Recommendations
TAB E
RIT Brief to Inspector General 18 JAN 89
TAB F
RIT Brief to Flag Officer Medical Working Group 31 JAN 89
TAB G
RIT Brief to Blue Ribbon Panel 16 FEB 89
TAB H
Weekly status report update of RIT Agenda Items
TAB I
Final Point Papers JUL/AUG
TAB J
RIT Final Brief to Standing Medical Board 24 OCT 89
