







28 April 2004 

CIO’s:

Thank your participation in today’s VTC/telcon’s.  I greatly appreciate your questions and suggestions.  I received several calls afterwards that leads me to believe there may be some residual confusion WRT our course for NMCI.  As such, let me reiterate our course:

1.    NMCI:
a.  Sea Power 21 is Navy’s mission and our CNO’s vision for the Navy of tomorrow.

b.
Sea Power 21 heavily dependent on efficient/effective IM/IT

c.
ForceNet is Navy’s plan to link Navy IM/IT, align it to our mission, manage it as a business investment, and ensure its optimal utilization in supporting our mission.

d.
NMCI is one component of ForceNet.  There are others Navy is pursuing to align its IM/IT activities and manage them as a business investment.  You will hear more of these in coming months.  While NMCI is the first out of the gate, others include server consolidation, web service consolidation to achieve netcentricity, IM/IT governance, application rationalization, and others.  You will notice parallels with the 15 strategic objectives we have established for Naval Medicine IM/IT and that we are pursuing.  I briefed you on these at HIMSS.  These are giving us direction for our IM/IT activities, helping us align those activities and investments to mission priorities, improve efficiency/effectiveness, and minimize the costs of maintaining our IT portfolio.  Pursuing these objectives also aligns us with Navy's direction.    

e.   We are part of the Navy:  we also are looking to adopt NMCI if we can.  Operative words:  "if we can."  To assess this, we have four parallel efforts:



- NMCI at BUMED:  We are moving to adopt NMCI at BUMED and NMIMC.  The seat order has been placed and plans ongoing to make this move later this summer.  We are using BUMED as a test site to develop valuable lessons learned for our field activities on seat configuration, information consolidation, "spring cleaning" your shared drives, implementing business changes to decrease our dependence on e-mail, training, and other initiatives so we have these bugs worked out before we take NMCI to the field.



- NMCI at our non-clinical commands:  We are finishing the financial analysis for this.  The financial analysis will tell us the current cost of providing NMCI-like services for comparison against the cost of such services in NMCI.   This is important since we will look to cover a portion of the NMCI bill with offsets from TIMPO for those NMCI-like services that TIMPO used to provide Naval Medicine, now provided by NMCI.  Undoubtedly, this offset will not cover the entire NMCI bill for our non-clinical commands.  The remainder of that bill will be passed to Navy as a UFR.  NAVCOMPT will rack and stack that UFR against all other competing funding requirements in Navy.  As part of their analysis, they must know cost of services before NMCI and after so a valid comparison can be done to justify the investment.  If NAVCOMPT can justify the investment and identify the funds to cover the UFR, we will move our non-clinical commands to NMCI.  



- NMCI at our clinical commands:  At our clinical commands, CHCS-II and its feeder systems must work in NMCI.  If it does not, we cannot move our clinical commands to NMCI at this time.  To answer this question, we are doing a test of CHCS-II in an NMCI environment at Portsmouth.  If CHCS-II works in NMCI during that test, we will plan to move our clinical commands to NMCI.  As with the non-clinical commands, any TIMPO offset will not cover the entire bill.  The remainder of the bill will pass to Navy via NAVCOMPT as a UFR for analysis as above.  If CHCS-II works in NMCI AND NAVCOMPT justifies the investment and can find funds to cover the bill, we will move our clinical commands into NMCI.  If CHCS-II does not work in NMCI, we will not move our clinical commands into NMCI at this time.  However, as NMCI matures, we will continuously re-assess whether CHCS-II will work and whether we can move into NMCI in the future.



- CHCS-II test at Portsmouth:  Most of you know we have had significant problems with CHCS-II at Portsmouth since last week.  We are pressing TMA hard to fix these.  There are nine identified problems of which one has been fixed at the time of this note.  Solutions for the others are being worked.  However, we cannot do a valid test of CHCS-II in NMCI until we stabilize CHCS-II.  If we cannot do this by the planned start date of the test, then further discussions will occur at a high level on whether Navy will allow us to delay an NMCI decision until such time as CHCS-II is stable and we can do the test.  I don't know if Navy will support this or not.  Clearly there is significant risk to moving into NMCI with no assurance that CHCS-II will work.  That risk extends to the other services at those sites where our CHCS-II hosts reside in Navy facilities.  Our leadership will balance that risk against Navy's priorities in getting everyone into NMCI as quickly as possible.  We are having daily meetings with TMA to do everything possible to get CHCS-II fixed in time for the test.  

f.  Bottom line:  we are moving to NMCI where we can.  Our Surgeon General has committed to do this and our CNO expects it.  The SG is meeting monthly with the


VCNO and Secretary Young, along with other claimancies, to review progress.  There is incredible pressure for everyone to get into NMCI as soon as possible.  At all commands, our ability to do that is dependent on NAVCOMPT justifying  the investment and then finding the money to cover any UFR not covered by TIMPO offsets.  At our clinical commands, our ability to do that is additionally dependent on a successful test of CHCS-II in NMCI.  

g.  I need your help with:


- compulsively completing the field surveys and requests for data and getting those in when due.  We are basing our cost estimates on that data.  If you lowball it or wing it, we may underestimate our funding requirements.  If that occurs, I cannot guarantee we will be able to get you what you need to do your mission.  


- asking questions:  there are no dumb questions.  Socialize this at your command, solicit input, then get that input back to us.  As you know, we created an NMCI website in NMO as the single source of authoritative information, to include FAQ's.  We add to the FAQ's so everyone has a common understanding based on the questions we get from the field.  This is a huge culture change for all of us:  questions are important.  Keep them coming.


- offering suggestions and insights:  Neither NMIMC, my staff, nor I are the sole sources of all knowledge on this.  You all are the corporate IM/IT knowledge and experience for Naval Medicine.  I need you to put on your thinking caps and tell us what we missed, what is wrong, and we can do to improve our approach.  We have to live with what we do...we need to make sure we do it right.  

What Navy is doing is a good thing:  we have never run IM/IT as a business investment before.  Navy, like corporate America, grew our IM/IT activities in an incremental and evolutionary manner over many years.  And, like corporate America, we are taking stock of what we have done and ensuring those investments/activities map to what we need.  First time we've done this as an enterprise.  All of you have struggled with justifying what you need to provide the services you need at your command.  There are many advantages to managing IM/IT in this manner, all of which can help you do your job.  This is also a huge culture change, more for some than others.  It's no longer the wild west with everyone doing their own thing and buying whatever they want:  we map our investments to mission priorities, standardize for efficiency, interoperability,  support, and economies of scale.  That's a big culture change for most, especially those at your command who are techno-saavy.  We can and should still embrace innovation, but we must map those activities to greater corporate good and within the overarching corporate plan.  We also are part of the Navy and we are going where the Navy goes. I need your help to get us there.  

As I said today, call, e-mail, write if you have questions or we can help in any way.  I will keep you apprised of developments as they occur and depend on you to keep your command informed as well.  While I will be sending your CO's updates, you are the eyes on the ground and the IM/T SME's locally.  You can do more to identify issues, educate and demystify than I ever could at your command.  I need you to help me ensure this is successful.  Thank you again.

r/

CAPT Faison 

2.  PGUI:  

a.  PGUI related furniture database has been developed by the team, but the gaining command is responsible for the purchase of any furniture required.  

3.  For access to the VTC briefings on NMO, please see:  http://navalmedicine.med.navy.mil/ciovtc/
4.  We apologize for the technical difficulties that impacted the beginning of this VTC.  We are working to ensure that this does not affect future operations.  

5.  If anyone’s site dial-in data change, please contact me at:  gefagan@us.med.navy.mil so we can ensure that you maintain connectivity.  
