The Defense Health Agency

Stands Up

Lt Gen Douglas J. Robb, DO, director of the Defense Health Agency, discusses
how the agency is reducing costs and improving efficiency while maintaining health
and readiness across the military services.

or the past 2 years, military

health has been undergoing

one of the largest transfor-

mations in its history. In the
midst of an active war in Afghani-
stan, the wind down to another in
Iraq, and a humanitarian mission to
Liberia, the transformation has been
ongoing. “We were building the air-
plane as we flew it,” Lt Gen Douglas
J. Robb, DO, admitted.

The Defense Health Agency
(DHA) brings together the previ-
ously independent health care op-
erations of the Army, Navy, and Air
Force, with unique cultures, pro-
cedures, and technologies. The un-
derlying DHA goals have been to
improve interoperability, efficiency,
and cost reduction by sharing
services.

The operation is massive. The
DHA cares for a TRICARE-eligible
population of 9.5 million, including
1.4 million service members on ac-
tive duty, with more than 1 million
inpatient admissions and 95.6 mil-
lion outpatient visits in 2014.

That transformation formally
ends on October 1, 2015, as the
DHA becomes fully operational and
the organization moves into its next
phase. Building such a large system
has been a daunting challenge, but
it has been “exhilarating... to watch
what our people can do if you give
them the opportunity,” Lt Gen Robb
explained.

Establishing the Defense Health Agency
Lt Gen Douglas J. Robb, DO. You
have to go back to look at where the
seeds were planted on the journey
that we have been on since June
2011. Back in 2011, then Deputy
Secretary of Defense William Lynn
established an internal task force to
take a look at whether there is a bet-
ter way to conduct a military health
system governance.

How do we ensure the incredible
medical support for our current and
future military operations in an envi-
ronment that was becoming fiscally
constrained? We needed to look at
how we could transform ourselves
to make us better, stronger, more rel-
evant, and, ultimately, viable. One of
the other things that we had going
for us at the time was broad congres-
sional support that also supported a
need for change.

We had a task force that as-
semmbled. I think this is key—it was
a very broad based and a very rep-
resentative task force. We had mili-
tary departments, the Joint Staff, and
the Office of the Secretary of Defense
[OSD] who were all part of this task
force.... Individuals that had a vested
interest in the way we would orga-
nize a new entity that would, hope-
fully, and T would argue will, change
the way we practice medicine....

Out of that task force came some
recommendations. And one of those

recommendations had to do with the
overall governance of the military
health system. People may be aware
there are several models out there.
In fact, there were 5 models that we
looked at. One was a unified medical
command, one was a defense health
agency, one was a single-service
model, another was a hybrid model,
and then the status quo.

And what the task force recom-
mendation that was put forth came
down to was the recommendation
of a defense health agency. And with
that, the DEPSECDEF [Deputy Sec-
retary of Defense] said, “Plan for it.”
In November 2012, we had a plan-
ning work group report that went to
the DEPSECDEE And then, finally, in
March 2013, the DEPSECDEF said,
“Go forth and create and stand up
the Defense Health Agency,” in what
was then known as the Nine Com-
mandments Memo.

The bottom line was no matter
what model we chose, whatever
organizational construct, the bot-
tom line was we needed to ensure
a medically ready force and a ready
medical force.... One of the things
that I think is key is that through
these 10 years of conflict—actu-
ally, now going on 13—we have
witnessed the ability for our medi-
cal services (the Army, Navy, the
Air Force, and the Marine Corps)
to come together in a joint envi-
ronment, in the deployed setting,
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to essentially produce the lowest
lethality rate in the history of re-
corded conflict. And it is amazing
what our people have been able to
do in saving the lives of our sol-
diers, sailors, and marines coalition
forces and our civilians.

At the same time, we have also
come together in a very joint man-
ner to also achieve, what we call,
the lowest disease nonbattle injury
rate in the history of recorded con-
flict. That is a tribute to the ser-
vices ensuring that all our forces
are ready and deployable.

Shared Services

Lt Gen Robb. Essentially, we
were running, in many cases,
3 parallel health care systems,
3 separate health information and
technology systems. Three separate
facilities divisions.... There was a
lot of duplication, and there was
a lot of redundancy. And so if you
look at the challenge of the fiscal
environment coupled with how to
continue to provide high-quality
health care in a deployed environ-
ment and in garrison, that was re-
ally the driving force behind the
Defense Health Agency.

How could we find significant
cost savings? How do we reduce the
duplication? How do we reduce the
variation? That’s what our models
looked at. How do you create a dis-
pute resolution process with clear
decision authority and clear account-
ability as you move toward joint so-
lutions where they make sense?

One of the other issues that we
had was: Is it doable? Is whatever
we propose doable in the environ-
ments and acceptable not only to the
services, but to the Office of the Sec-
retary of Defense? And so all those
came into play as we proposed what
then became the Defense Health
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Agency proposal for a new wave of
doing governance.

When we built the Defense
Health Agency, we looked at the
10 shared services... where we could
see savings either in efficiencies or
quality or dollars. Those 10 shared
services were facilities, medical
logistics, health information and
technology, TRICARE, pharmacy
operations, budget and resource
management, contracting, research,
development, acquisition, medical
education and training, and public
health.... We felt that there was op-
portunity there.

Now, as we moved forward, and
people need to remember this, the
Defense Health Agency and the fu-
ture governance model was not cre-
ated in a vacuum. It was created by
the services’ participation—Army,
Navy, and Air Force medicine. Each
of those shared services had subject

matter experts from all 3 services par-
ticipating in shaping the future joint
force solutions, where it makes sense.
That is key. It wasn't a bunch of head-
quarters officials or OSD or joint staff
sitting in a dark room creating this
in a vacuum and then bringing it out
and saying, “Hey, this is what we'’re
going to do.” It was transparent, it
was open, and then it actually ended
up running through what we would
then create the new governance sys-
tem as we moved forward.

Each of those shared services
underwent, what I call, a rigor-
ous—and I'm going to repeat that
word, rigorous—reproducible and
transparent business case analy-
sis. And after that, then you say,
“Hey is there opportunity here?”
Then part 2 was a rigorous, trans-
parent, and reproducible business
process re-engineering. And so we
went through each of those shared
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Lt Gen Douglas J. Robb, DO, welcomes a delegation of international aerospace medicine
students.

services. And it just so happened
that there was opportunity. In other
words, there was opportunity for
increased efficiencies, increased
effectiveness, dollar savings, or re-
source savings, some of the above
or all the above in all of these
10 shared services.

We put $3.5 billion on the table
as potential shared services cost sav-
ings for the fiscal years [FY] 2015
to 2019. That’s not an insignificant
number. Now folks say, “That’s a lot
of money to put on the table. Are
you going to deliver?” And the an-
swer is yes, we will deliver. 'm going
to be honest with you, they took that
right off the topline of our Defense
Health budget right off the bat, so
we had no choice but to deliver now.
But I'm confident that we will be-
cause of the very rigorous work and
dedication of those who did that.

If you want to look at an early
win here: In March of 2013 is when
DEPSECDEF said, “Go forth and
stand up the Defense Health Agency.”
And then we set a target date of 1
October 2013 to be at initial oper-
ating capability when we stood up
the Defense Health Agency. So that
first year in FY14, the Defense Health

Agency achieved—and this was
not included in the FY15 to FY19
[budget]—achieved cost savings of
$350 million....

Standing up 1 October 2013 in
the middle of sequestration, I told
my staff, “If there is any money you
need for initial investment, you're
going to have to either find it your-
self or make it.” And they did.... We
paid our own way that first year, and
I'm not so sure there are a lot of orga-
nizations out there that can say they
paid their own way the first year. But
I was very proud of our staff, espe-
cially when you create an organiza-
tion that is supposed to lean out.

Remember, our staff in the De-
fense Health Agency is made of the
men and women, the subject mat-
ter experts, the extreme talent that
comes from the Army, Navy, and the
Air Force medical services. When
I talk about the Defense Health
Agency, they're not Defense Health
Agency people. These are people that
are in the Defense Health Agency
that are providing services back and
capability back to Army, Navy, Air
Force, and Marine medicine. It is
truly a team effort and a collabora-
tive effort.

Standing Up

Lt Gen Robb. When I come to work
each day, I think about the progress
we've made in the journey of this
military health system transforma-
tion. When you look at it, this is
probably the largest military health
care transformation that has occurred
in decades, if not ever.

Dr. Jonathan Woods is an incred-
ible leader, number one; but number
two, he has a strategic vision and a
strategic ability to make things hap-
pen. And he has a great deputy in
Dr. Karen Guice. Both are incredible
leaders at the right place, at the right
time, coupled with congressional
support. And then through the task
force and the services, getting the
Joint Staff and the services support as
we move forward.

On 1 October 2013 we stood
up and we created an organiza-
tional construct.... Those 10 shared
services are embedded in an or-
ganizational construct that has
6 directorates. One is health care
operations, number 2 is health in-
formation technology, number 3 is
research and development, number 4
is education and training, number 5
is business support, and then, num-
ber 6 through a process that evolved
[into] ... the Multiservice Market
National Capital Region Directorate.

Lets look at the commitment not
only by the OSD, but also from the
services. So you've got 6 director-
ates and each of those directorates
are led by a general officer, an admi-
ral, or a senior executive service of-
ficial.... There were no new general
offices allotted to the Defense Health
Agency. So those general offices came
from the services. It [was] with the
men and women who were part of
the Army, Navy, and Air Force medi-
cine who are now part of the Defense
Health Agency.

18 - FEDERAL PRACTITIONER -

SEPTEMBER 2015

www.fedprac.com



What we've done in these 2 years
is we've molded and we’ve melded
and we've grown those teams to sup-
port those directorates and then the
divisions within those directorates
and the staff to support the shared
services inside our organizational
construct.

Joint Platforms

Lt Gen Robb. We've matured and
there are in each of those director-
ates, in each of those shared services,
success stories It’s one thing to stand
something up. But we often say, “We
were building the airplane as we flew
it.” And we were producing, again,
what I call, at times long overdue,
joint products in support of the ser-
vices....

I'm excited about standing up
again a joint platform that allows the
military health system to accelerate
business and operational elements to
make a more effective and efficient
military health system. But probably
just as important, if not more im-
portant, it allows us to be a lot more
agile and responsive to the challenges
that come our way.

One of the positive spinoffs that
I've had the privilege to experience
is that when we stood up the De-
fense Health Agency, it then became
a member of a group of organizations
that in many ways work together....
The Defense Health Agency, Defense
Information Systems Agency (DISA),
and Defense Logistics Agency (DLA)
exist solely to provide capability and
joint capability where it makes sense
to the services, and they are enablers.

The Defense Health Agency is
also a designated combat support
agency, which means not only are we
answerable to the service surgeons
general and to the service chiefs, but
we are also directly responsible to the
Chairman of the Joint Chiefs of Staff

to provide combat support capability
for our commanders....

We are supporting and we will
be responsive to the needs of the
services. We will look for opportu-
nity. We will continue to mature.
We will continue to progress in our
organizational construct. But at the
same time... we have set up a se-
nior level group from the services
led by a general officer who will
look at making sure that we are
delivering on our initial 10 shared
services and that we are continu-
ing to meet what we said we were
going to do. And then also for
them to feed back to us where is
there opportunity, where are there
needs, but also that group is out
there to look at where are there fu-
ture opportunities.

Is there another shared ser-
vice out there, or is there another
shared joint first solution opportu-
nity out there that we need to put
into the queue to address to make
us better, stronger, more relevant
in the 21st century but at the same
time, viable and in a very fiscally
constrained environment?

Quality, Safety, and Access for Patients

Lt Gen Robb. The world doesn’t
stop just because you're building
an organization.... Now that we've
got this joint platform, we can ag-
gregate the patient safety and the
quality data that we have out there
and look at where there is oppor-
tunity for the military health sys-
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tem to improve. We have bought an
enterprise-wide analytic capability
that will support the services as we
continue to drive toward a high reli-
ability organization, number one,
and to continuously improve both
quality, safety, and access. Much like
DLA is to the logistics world and
DISA is to the information systems
world, we're a centralized organiza-
tional construct that can bring the
services together to create, what I
call, an interoperable or joint force
solution where it makes sense.

We have stood up the P41 initia-
tive, which is a partnership for im-
provement of which the core of that
will be the Defense Health Agency
analytic cell, but the Defense Health
Agency Healthcare Operations has
become a gathering spot or the plat-
form where the services come to-
gether. And for the first time, we
have an enterprise dashboard. There
[are] about 30 metrics out there
where we're looking at quality, safety,
and access.... Thats just one exam-
ple. And I could go through each of
the shared services one by one by
one and talk about where we have
made a difference.

Consolidating Services
Lt Gen Robb. One of the ones that
has been as exciting as anything
and challenging at the same time is
our health information and technol-
ogy consolidation, which is being
led by Mr. Dave Bowen, our chief
continued on page 53
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continued from page 19

information officer [CIO]. We had a single health
care record, AHLTA, but we were basically running
3 separate health information and technology sys-
tems—Army, Navy, and Air Force. When you talk
about being interoperable on the battlefield, some-
times we had some centralization on the battlefield,
but as it worked its way back, you started working
your way into 3 separate systems.

When you look at any major health care organi-
zation that has consolidated, ... we absolutely spent
time with leaders in the health care industry about
how you set up an enterprise-wide health care sys-
tem thats effective and efficient. But most important,
how do you drive quality and how do you drive
safety? Standardization is key not only in what we
would call cost and resource things, but standardiza-
tion also drives—and study after study also drives—
increased quality....

What we're doing is we’re going basically from
the major data warehouse servers all the way down
to the desktop, [it] is going to be managed cen-
trally. But when I say “managed,” I'm talking about
manned and managed. So the men and women that
were running the health care information technol-
ogy for the Army or the Navy or the Air Force are
now part of a large organization called the Health
Information and Technology [HIT] Directorate.

And we are standardizing. We're standardizing
the desktop, we are standardizing the infrastruc-
ture at the base level, at the service level; and with
the help of the DoD CIO across the board. This is
exciting. And as you can imagine, there are savings
to be had there in the reduction of duplications. In
fact, in 2014 just in the infrastructure consolida-
tion, HIT came up with about $5 million [savings]
and then another $12 million in savings so far in
2015. We have created a single, joint integrated
infrastructure that supports our joint integrated de-
livered health care so it makes sense.

About 45%, almost 50% of our health care di-
rect care systems, in other words our military treat-
ment facilities, is delivered in 6 markets where 2 or
more of the services—Army, Navy, or Air Force—
exist side by side. You think of San Antonio with the
Army and the Air Force; you think of the National
Capital Region Army, Navy, and Air Force medi-
cine; you think about the tidewater area where you
have Army, Navy, and Air Force medicine. It makes
sense that we have a single, integrated, consolidated
health information and technology.

continued on page 54
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continued from page 53

Interoperability and Interdependence

Lt Gen Robb. By nature of what we
do, we've created an interoperability
and interdependence within the De-
fense Health Agency.

Lets look at education and train-
ing. The 3 services had up to 23 dif-
ferent online knowledge systems.
It was either a library of knowledge
or there was training going on. The
Education and Training Directorate
leadership said, “Hey, it makes sense
to put all of our different learning
portals on 1 portal.” So we’re con-
solidating from about 23 down to a
single learning portal.

And you can just begin to imagine
the efficiencies gained there, not to
mention the savings. We're looking
at about $500,000 in savings in 2015
and probably another million [dol-
lars] for 2016 just on consolidation
of that. So these are all early deliver-
ies by a very young but enthusiastic
and aggressive organization called the
Defense Health Agency.

We're looking at a single entity for,
what we call, third-party collections
across all 3 services. We could never
do that before, but now we can. We're
also looking at the way we account
for dollars. In other words, when you
want to manage your budget, and, as
you know, we have different bags of
money and each of them is used for

certain things, but we weren't doing
that in a standardized manner. So if
you want to make a system efficient,
you've got to call things the same,
you've got to measure things the
same, you've got to measure them in
the same bucket of money....

Lets think about logistic support.
Those individuals form a community
of practice have always been joint
oriented, but it's always been tough
for them to get what was best for
the enterprise, because the services
wanted to do it but when they went
back and they prioritized within the
services, it may not have made the
cut. And so not that we didn’t want
to do it from an enterprise, but the
services prioritized different.

But now with the logistics direc-
torate, we prioritize as an enterprise
we run it through governance, and
we make a decision. So we now have
very robust e-commerce. And there
were different ways. Folks were using
what we call the credit card method
before, because it was convenient.
But the problem was it's more ex-
pensive to do it that way. So now
we’ve made a more robust and more
user-friendly and customer-friendly
e-commerce. And so now we're up
to about 70% compliance, and we’re
saving millions of dollars right there.

When you think about the De-
fense Logistics Agency, their job is to

get the best price and product for the
Department of Defense. So can you
imagine before they were having to
deal with the Army medicine, Navy
medicine, and Air Force medicine.
Now they're dealing with the Defense
Health Agency Logistics Director-
ate, so it’s a single point of contact.
Now when we go out and do group
buys, they can get a better deal for us.
So what makes us look good makes
them look good....

DISA used to have to negotiate
way ahead with Army, Navy, and Air
Force medicine. Now they’re negoti-
ating and looking at a joint force so-
lution where it makes sense for the
enterprise. That’s 2 examples right
there, and it’s been exhilarating to
watch. When you take the blinders
off and you take the muzzle off, what
our people can do if you give them
the opportunity.

Working With the VA
Lt Gen Robb. I'm sure you're aware
that right now the Department of De-
fense and the VA have about 8.4 mil-
lion shared records through what we
would call a joint legacy viewer and
enterprise. But whats the future look
like?

With the consolidation of the
Health Information and Technology

continued on page 57
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continued from page 54

Directorate and then as we move forward with the
acquisition of this new electronic health record,
what our consolidated Health Information and
Technology Directorate has done is created a single
point of contact and a single entity for all things in
relation to the new electronic health record.

Before, we had Army, Navy, and Air Force
health information and technologies and it would
have been... a lot harder to acquire something this
large when you were dealing with 3 [systems].
Now we're dealing with one entity. It is also the
backbone and that’s where, what I would call, our
academic center of gravity is and also our work-
horses.

What is key for the interoperability between the
Department of Defense and the VA as we transi-
tion the service member across is that the data flow
from the Department of Defense to the Department
of Veterans Affairs. We were handing over 3 differ-
ent packages of data to the VA. Now we’re going to
bring 1 package of data. So now the Department of
Defense will have a single plug to go into the De-
partment of Veterans Affairs.

The Department of Defense and the Depart-
ment of Veterans Affairs have been working very
hard the last couple of years, quietly in the back-
ground. But we are working on standardized data
elements. In other words, what I call the Depart-
ment of Defense and the VA will speak the same
language and the same dialect when it comes to
moving data. You don't have to have the same elec-
tronic health record.... You have to have the ability
to move those common data elements through
your system.

The standardization of the infrastructure has
allowed us to roll out the electronic health record,
which will be our backbone and then we’ll move
that data to the VA electronic health record of the
future.... Our people inside the Defense Health
Agency have been working with all the teams with
these infrastructure upgrades and the new elec-
tronic health records [requirements]. Its working
the data elements, its working the joint require-
ments. All these things are all coming together to
support our soldiers, sailors, airmen, and marines
as they move forward in the transition from the
Department of Defense to the Department of Veter-
ans Affairs. @
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