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MINUTES OF THE 
MILITARY TREATMENT FACILITIES 

AND GRADUATE MEDX(3.L EDUCATION 
BRAC 95 JOINT CROSS SERVICE GkOUP 

MEETING OF JANUmY 25, 1994 

The first meeting of the Military Treatzent Facilities and 
Graduate Medical Education (MTF/GXE) 3 i U C  95 Joint Cross Service 
Group convened at 1515 hrs on January 25, 1994. The meeting was 
chaired by Dr. Edward D .  Martin, Acting Assistant Secretary of 
Defense, Health Affairs. 

The meeting began with each of the members introducing 
themselves to the group. 

The Chairman then began an overview of BRAC 95 guidance, 
stressing that the guidance establishes an aggregate goal of a 15% 
reduction in Plant Replacement Value for the BRAC 95 round of 
closures and realignments. The Chairman also discussed the 
Department's lack of success in'dealing with cross-Service issues 
in prior years. The Chairman did state, however, that the task of 
this group should be less troublesome since health care data was 
centrally available. Some concerns were expressed about potential 
reductions in health care manning levels. This generated a 
restatement of the objectives of the BRAC process; matching 
infrastructure to declining force structure. Not withstanding the 
previously stated 15 % goal, the BRAC process does not bring with 
it specific reduction targets in facilities or personnel strength 
by committee or group. 

Mr. Trevor Neve, Logistics Management Institute (LMI), gave a 
presentation on the "BRAC 95 Process for Joint Groups". LMI, a 
Federally Funded Research and Development Center available to 
support the Joint Cross Service Groups, has been involved in the 
three previous rounds of base closures and is familiar with both 
the. BRAC process and analytical requirements. 

The next itens on the agenda were the proposed action plan 
and milestones for the development of policy guidance, 
assumptions, internal control plan, data collection and analysis,, 
consideration cf alternatives and submission of the final 
reccmrnendations. These were reviewed by the groLp. The action 
plan and milestones, along with any emerging issues, were to be 
presented to the B,UC 95 Review Group on January 26, 1994. 

At this point the group spent some t i m e  discussing where we 
were and where we wanted to go. The group also discussed how 
ongoing initiatives {potential clcsure of the USUHS, "733" stcdy, 
GME study and the President's health care prouranf would impact or 
be impacted b y  the BRAC process. 



CLOSE H01D 
The final item of the meeting was the distribution of the 

draft M i l i t a r - 7  Yealth Services System Hospital Scryen inq  Czitoria 
prcposed for use in evaluating medical treatnent facilities during 
the S i W C  process. The group members were asked to review the 
draft criteria and be prepared to discuss them at the next 
meeting . 

The meeting adjourned at 1645 hrs. 

Approved 
Edward D. Martin, MD 
Acting ASD (HA) 

Attachments 
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AGENDA 
JANUARY 25,1994 

BRAC 95 JOINT CROSS SERVICE GROUP 
FOR MILITARY TREATMENT FACILITIES AND 

GRADUATE MEDICAL EDUCATION 

Introduction of Members Dr. Martin 

Overview of BRAC 95 DoD Guidance Dr. Martin 

Presentation by Logistics Management Institute Mr. Moore 

- History of BRAC 
- Overview of the Analytical Process 

Review of Draft Action Plan & Milestones Dr. Martin 

Hospital Screening Criteria RADM Koenig 

Air Force Screening Criteria BG Hoffman 

Administrative issues Dr. Martin 

Minutes (ODASD (ER) Mr. Miglianico 
Meeting Frequency 

Adjournment 



BRAC 95 JOINT CROSS SERVICES 
GROUP FOR MTFs AND GME 

ACTION PLAN AND MILESTONES 

I 
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project: BRAC 95 MED CROSS SER 
Date: 1/25/94 

critical Progress - Summary b-4 
Noncriiical Milestone + Rolled Up 0 





Briefing for DoD BRAC Principals 

November 30,1993 



FY 95-99 Defense Guidance 
m 

Program to reduce base structure capacity commensurate with planned 
force and funded workload reductions. Base closures to date have 
reduced capacity by roughly 15 percent, while overall force reductions 
will exceed 30 percent. Components should prepare to use the BRAC 
95 process to meet an additional 15 percent reduction to reach an 
overall goal of at least 30 percent. 

Logic Behind Guidance 

€3 Military personnel stationed in the United States will 
decline by 30% from 1980's peak and the budget is down 
over 40%. Workload will decline accordingly 

€3 BRAC's 88,91 and 93 will reduce domestic base structure 
by 15% (measured by plant replacement value) 

€3 BRAC 95 (the last round) should bring total domestic 
base structure reductions to about 30%, matching military 
personnel in U.S. reductions 

Slide: 2 As o/: lQ5IPI 
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PDM Language 
I Analyze BRAC 95 process Options I 

Discuss and recommend 

€3 Process for establishing guidelines and standards for 
cross-service analysis 

O Functional areas (e.g. logistics facilities, hospitals, etc.) 
wit h,cross-service opportunities for closure and 
realignment 

O Leadership and participation on cross-service functional 
area analyses 

O Who makes closure and realignment recommendations to 
SecDef for cross-service functional areas 

€3 Schedule for BRAC 95 process with emphasis on 
milestones for cross-service analyses 

Slide: 4 ..' As of: 1/15/94 
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BRAC 93 Selection Criteria 

In selecting military installations for closure or realignment, the Department of Defense, 
giving priority consideration to military value (the first four criteria below), will consider: 

Military Value 
1. The current and future mission requirements and the impact on operational readiness 

of the Department of Defense's total force. 
2. The availability and condition of land, facilities and associated airspace at both the 

existing and potential receiving locations. 
3. The ability to accommodate contingency, mobilization, and future total force 

requirements at both the existing and potential receiving locations. 
4. The cost and manpower implications. 

Return on Investment 
5. The extent and timing of potential costs and savings, including the number of years, 

beginning with the date of completion of the closure or realignment, for the savings to 
exceed the costs. 

Impacts 
6. The economic impact on communities. 

7. The ability of both the existing and potential receiving communities' infrastructure to 
support forces, missions and personnel. 

8. The environmental impact. 

Slide: 5 



What Worked -- Military Departments 
generally did good job in closing their 
operating force bases 

What Didn't -- All attempted cross-service 
analyses failed 

O Lack of common measures, common baselines, 
common databases 

O Differences in Service business practices 

O Lack of historical interservice cooperation 

BRAC 93 Experiences 



Outsourcing of maintenance, RyDy T&E 
and other work 

Effect of health care initiative on 
hospital workload 



' BRAC 95 Cross-Service 
Analysis Alternatives 

II Alternative One: 

Military Departments develop policies for 
conducting analyses, collect data and analyze data, 
i.e. no cross-service analyses. 

I/ Alternative Two: 

I/ Alternative Three: 

Alternative Four: 

Executive Agents designated to control and conduct 
analyses of cross-service functional areas. 

Joint Groups designated to control and conduct 
analyses of cross-service functional areas. 

Joint Groups develop policies for conducting 
analyses. Military Departments collect and analyze 
data. 

Slide: 8 A: of: 1/25/94 - 
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Cross-Service Functions 
Joint Group Leaders 

Group Players 

Depot Maintenance DUSD(L) Services, JCS, DLA 

Function Leader* Group Plavers 

I/ Laboratories D, DR&E Services 

I 

Test and Evaluation D, OT&E Services 
and D, T&E 

Graduate Medical 
Education 

ASD(HA) Services 

Undergraduate Pilot Training ASD (P&R) Services 

* Assumes Analysis Alternative Three or Four 
Slide: 9 f As of: JfZJIP4 
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Options for Making 
Recommendations to SecDef I 

Operating force bases -- Secretaries of the Military 
Departments 
Bases with cross-service potential 

O Secretaries of the Military Departments 
€3 Executive Agents 

O OSD Lead Joint Groups 

€3 JCS Leaders 
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Proposed Plan - BRAC 95 Process 

Establish an outsourcing study team. Make critical outsourcing and other policy 
decisions early (Apr 94) 

Change internal DoD 1995 BRAC process 

O To address cross-sewice analysis problems to include control of data 
elements, measures of merit and milestone schedules 

O To ensure proper integration of all BRAC 95 recommendations 

Establish an overarching BRAC 95 Review Group led by USD(A) and a Steering 
Group led by DASD(ER&BRAC) 

Share Responsibility: Empower Joint Groups to influence analyses of cross- 
service functions but leave conduct of analyses to Services 

Focus cross-service analyses on best opportunities, not every opportunity 

Establish a cumulative economic impact working group 

Leave responsibility for making recommendations to SecDef with Secretaries of 
the Military Departments for all categories of bases 

Leave more time at end for the BRAC 95 Review Group to review Military 
Department recommendations and cumulative impact (8 weeks) 



BRAC 95 organizationL 
for Analysis 

Depts and jolnt groups plus JCS, 



BRAC 95 Shared Responsibility 

Analysis Conduct of Cross-Service Review of 

mm2mm Pollcv AnalvseslntearationRecommend.Recommend. 
Service Analysis 

O Operating Force Bases Mil Deps Mil Deps 0-6 Group Mil Deps Review Group 

O Command and Control Mil Deps Mil Deps 0-6 Group Mil Deps Review Group 

O Professional/Technical Training Mil Deps Mil Deps 0-6 Group Mil Deps Review Group 

O Guard and Reserve Mil Deps Mil Deps 0-6 Group Mil Deps Review Group 

Cross-Service Analysis Joint Groups Mil Deps Joint Groups Mil Deps Review Group 

O Depot Maintenance 

O Laboratories 

O Test and Evaluation 

O Graduate Medical Education 

O Undergraduate Pilot Training 

sue: 13 // A: of: l l2SIPI d 



BRAC 95 Timeline 

Work products reviewed by BRAC 95 Revlew Group 
Slldr: I4 ' A; a/: 1/25/91 





What's Next - Thru End of 1993 
\ 

Principals Meeting -- Agree on: 

0 Cross-service analysis process 

0 Functional areas for cross-service analysis 

0 BRAC 95 Review Group and joint group leadership and 
participation 

Q Who makes recommendations to SecDef 

O BRAC 95 schedule 

DepSecDef signs BRAC 95 kick-off memo -= 

Dec 15 

Stand-up BRAC 95 Review Group and joint 
groups 

Slide: 16 ; As o/:lR5/41 
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SERVlCElAGENCY NAME PHONE # 
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Presentation to the 
Joint Cross-Service Group for - 

LMI - 
January 25,1994 



Joint Cross-Service Groups ... 
Dealing with a Tough Task 

The Objective: To promote effective analyses of 
joint- and cross-service functions in BRAC '95 

The Challenges: To develop by March 31st 
the rules for guiding and structuring the 
analyses; action plans due by January 21 st 

ed: a quick start and effective follow-thr 



Some History of BRAC . 

Early 1960s and 1970s 
- Many bases closed until Section 2687, Title 10 

enacted 
1988 Defense Commission on BRAC 
- Basis of the current analytical structure 
- Generally regarded as successful 
- Criticized for not being open enough 



Some History of BRAC . . . 
(Continued) 

The Defense Base Closure & Realignment 
Commissions 
- 1991,1993, and 1995 
- Have been using 8 selection criteria 
- Looking for "su,bstantial deviation" 

Methodology flawed or inconsistently applied 
Inaccurate data 



BRAC 95 Process ... 
Key Issues 

Analytical frameworks -- Creating consistent, 
analytical frameworks for analyzing and studying 
joint- and cross-service matters 

Information management -- Supporting information 
management needs of the selection process 

Internal controls -- Conducting quality assurance 
and quality control 



Typical Analytical Structure ... 
Four-Phased Approach 

Categorize bases and facilities, and agree 
on reduction targets for each category 

Rate the bases and facilities in each 
category using some of the 8 criteria 

From the rated list of bases, develop 
BRAC alternatives 

Rate each BRAC alternative against all 8 
criteria 



Phase One ... 
Categorize the Bases and Facilities 

For example, by - 

- Missions (e.g., peacetime, operational) 

- Attributes (e.g., size, population 
served, staffing mix) 

- Capabilities (medical specialties, 
training programs) 





Phase Three ... 
Develop BRAC Alternatives 

From each category's ranked list of bases, 
develop closure and realignment 
alternatives that meet the reduction 
targets 

















w DRAFT-FOR COORDINATION ONLY DASD (HSO) 

DEPARTMENT OF DEFENSE 

MILITARY HEALTH 
SERVICES SYSTEM 

HOSPITAL SCREENING 
CRITERIA 

CONTINENTAL 
UNITED STATES 

January 1994 

Assistant Secretary of Defense (Health Affairs) 

DRAFT-FOR COORDINATION ONLY 



INTRODUCTION 

The criteria that are described here were designed for an initial screening of DoD military 
treatment facilities. Those facilities that were flagged by the criteria became candidates for 
further, more detailed analysis. "Yes" answers to the criteria are negative discriminators, an 
accumulation of which might indicate that: 1.) a particular medical treatment facility has more 
capability than is required for the catchment area, 2.) the MTF may not be cost effective as 
compared to either its peers or civilian (CHAMPUS) standards, 3.) the facility may be a liability 
in terms of its physical plant, 4.) a combination of all previously mentioned characteristics. 
It must be emphasized that the factors that each criterion measure cannot be taken alone as a 
measure of capability or lack thereof. The criteria have been crafted by working groups so that 
the factors work together to measure a facility's use and cost effectiveness. Mission criteria were 
not measured. 



RATIONALE FOR CRITERIA 
for 

Medical Facilities Operation Report of November 1992 

(Medical Centers) 

CRITERION: DESCRIPTION: 

POPULATION Population is a measure of requirements. Catchment area beneficiary population drives 
facility and staflsize. 

1.1 TOTAL ELIGIBLE BENEFICIARTES IS LESS THAN 100,000 

rationale This factor compares the broader service medical center to a large beneficiary population. 
Eligible beneficiaries include active duty, dependents of active duty, retirees, dependents of 
retirees and survivors. This measure for medical centers i s  twice the same criteria measure 
(50,000) for other hospitals. Many medical centers are in catchment areas with other MTFs, 
and their beneficiary population is reduced because of it. Although this is a negative 
discriminator, it's impact would be reversed i f  other MTFs in the medical center catchment 
area were to downsize to clinics or close. See criteria 1.8,2.1, 2.2. 

1.2 THE NUMBER OF ACTIVE DUTY AND DEPENDENTS OF ACTIVE DUTY 
BENEFICIARIES IS LESS THAN 50% OF TOTAL ELIGIBLE BENEFICIARIES 
POPULATION 

rationale This criteria measures the majority of beneficiaries in the catchment area. If the majority of 
the beneficiaries are retirees, some will be MEDICARE eligible and some will have third 
party insuranc~ This indicates that the health care workload can be shifledfrom the DoD 
MTF to another provider, since DoD primary mission is health care to active duty 
beneficiaries. 

1.3 THE NUMBER OF BENEFICIARIES AGE 65 AND OLDER IS GREATER 
THAN 15% OF TOTAL POPULATION 

rationale This is a measure of MEDICARE eligible beneficiaries in the catchment area It provides a 
more detailed look when combined with criteria 1.2. 

1.4 NOT APPLICABLE TO MEDICAL CENTERS 

PHYSICAL PLANT The measure of the physical plant is a measure of both the short term and long term 
investment in operation and maintenance of the facility. 

1.5 CONDITION CODE IS LESS THAN 80.0 

rationale The condition code is an indication of plant condition; a low score is a warning that 
maintenance and renovation costs will be higher than nonnal in the future, and may require 
a MZLCON project to correct deficiencies. 



1.6 GREATER THAN 25 YEARS SINCE LAST MAJOR MODIFICATION OR 
REHABILITATION 

mtionale This is a signal of higher than nonnal maintenance, opemtion, renovation, and construction 
costs in the future. 

1.7 CONSTRUCTION REQUIREMENT IS GREATER THAN $10M 

rationale A large project may indicate long term neglect (or it may indicaie critical need). This factor 
can be ignored ifall other criteria indicate a critical requirement, but ifbenefciav 
population is decreasing and cost effectiveness is poor then this criteria reinforces the need to 
further examine the facility for rightsizing. 

LOCATION Location indicates overlap with other MTFs and the availability of civilian health care 
alternatives. 

1.8 WITHIN FORTY-MILE OVERLAPPING CATCHMENT AREA WITH ANOTHER 
MEDICAL CENTER 

rationale Taken by itself this criterion can indicate a geographic concentration of DoD facilities or 
isolation. Measured with the next two criteria and tempered by the detailed review of medical 
services that are available in the catchment area, it is a good survey of the catchment area's 
ability to absorb the MTF inpatient load if the MTF were downsized or closed. 

1.9 NOT APPLICABLE TO MEDICAL CENTERS 

1.10 NOT APPLICABLE TO MEDICAL CENTER 

OPERATING CHARACTERISTICS Thesefactors measure the eflective use of both inpatient space and 
staged beds. 

2.1 PERCENT AVERAGE DAILY PATIENT LOAD TO BUILT BEDS IS LESS 
THAN 60% 

mtionale Although a hospital may have been built or configured for a certain number of beds, it is 
staffed based on workload (in this case ADPL). This measure compares the inpatient 
dispositions to the staffed opemting beds. As a measure of efficiency, the work groups 
agreed that an ADPL to opemting bed mtio of less than 60% indicated excess opemting bed 
capacity. 

2.2 PERCENT OPERATING BEDS TO BUILT BEDS IS 75% OR LESS 

mtionale This is a measure of excess capacity that has developed since the MTF was built, and 
indicates resources being maintained but not used for inpatients. m e  figure of 75% is a 
work group consensus. 



ADMISSIONS The inpatientfactors associated with admissions allow measurement of usage, comparison to 
civilian norms and referral patternspom and to other MTFs. 

2.3 ACTIVE DUTY AND DEPENDENTS OF ACTIVE DUTY IS LESS THAN 50% OF 
TOTAL ADMISSIONS 

rationale Health care for adive duty and dependents is the priority for MTFs. If the majority of 
admissions are other benefdaries, the MTFresources might be better used at other DoD 
facilities where active duty and their dependents have dqficult access. 

2.4 AVERAGE LENGTH OF STAY IS 1.25 (OR GREATER) TIMES THE NATIONAL 
NORMS 

rationale There is a presumption that national norms are more cost effective than MTFnorms. Ifthe 
MTF exceeds national norms, this indicates that cost effectiveness is slipping or even that the 
MTF has more capability or capacity than requirements. If either or both 2.1 and 2.2 are 
flagged "yes" for a facility, then one could expect 2.4 to be flagged also. 

2.5 CATEGORY I11 (XN REFERRALS) IS LESS THAN CATEGORY I1 
(OUT REFERRALS) 

rationale If referrals out exceed referrals in, this indicates that: 1.) beneliciaries need more complex 
heahh care than the MTF can give, 2.)the MTF is understaffed, 3.) other MTFs and 
CHAMPUS providers can provide adequate inpatient heahh care. 

2.6 NOT APPLICABLE TO MEDICAL CENTERS 

COSTS The cost to operate a DoD inpatient facility can be compared to other MTFs and to local 
civilian facilities using information from the DMZS database and MEPRS. Cost comparisons 
help to weigh alternatives in a resource constrained environment. Such comparisons can also 
Jag ineflciency and systemic problems. Detailed cost factors must be reviewed thoroughly in 
thefunctional economic analysis that would be executed for each downsizing candidate. 

2.7 AVERAGE UNIT COST OF DIRECT CARE INPATIENT WORK UNIT IS GREATER 
THAN THE AVERAGE UNIT COST OF CHAMPUS INPATIENT WORK UNIT 

rationale A "yes" answer to this criteria indicates that the MTF is spending morefor inpatient health 
care than local civilianfacilities. v t h e  inpatient costs + IO% for the MTF exceed 
CHAMPUS inpatient costs, then not only may the MTF be inefficient, but the net cost of 
inpatient care for beneficiaries clearly can be bought at less cost than it can be made 
available in the MTF. The +IO% add on is a factor which takes into account the fact that 
MEPRS expenses are understated in depicting the total cost of opemting an MTF. The 
expenses which are not in MEPRS include facility depreciation, cost of malpmctice claims, 
personnel add-ons, cotpomte overhead and base opemtions. 



2.8 AVERAGE UNIT COST OF DIRECT CARE OUTPATIENT VISITS IS GREATER 
THAN THE AVERAGE UNIT COST OF CHAMPUS OUTPATIENT VISITS 

rationale Similar to the criteria above, a "yes" answer indicates that the outpatient service can be 
purchasedfrom a civilian source for less than the MTF can provide it. 

2.9 THE DIFFERENCE BETWEEN THE MODEL AND THE OBSERVED AVERAGE 
COST PER INPATIENT WORK UNITS IS GREATER THAN +5% VARIATION 

mtiomle This measures the degree to which the small hospital is overspending or underspending in 
relation to the model-predicted costs for other hospitals of similar size. This is an indirect 
measure of ovemU resource use. 

2.10 NOT APPLICABLE TO MEDICAL CENTERS 



RATIONALE FOR CRITERIA 
for 

Medical Facilities Operation Report of November 1992 

(CONUS Hospitals Excluding Medical Centers) 

CRITERION: DESCRIPTION: 

POPULATION Population is a measure ofrequirements. Catchment area benejiciary population drives 
facility and staffsize. 

1.1 TOTAL ELIGIBLE BENEFICIARIES IS LESS THAN 50,000 

rationale This factor compares the hospital to a proportionate beneficiary population. Eligible 
beneficiaries include active duty, dependents of active dufy, retirees, dependents of retirees 
and survivors. This measure for hospitals is half the same criteria measure (100,000)for 
medical centers. See criteria 1.8, 2.1, 2.2. 

THE NUMBER OF ACTIVE DUlY AND DEPENDENTS OF ACTIVE DUTY 
BENEFICIARIES IS LESS THAN 50% OF TOTAL ELIGIBLE BENEFICIARIES 
POPULATION 

rationale This criteria measures the majority of beneficiaries in the catchment area. If the majority of 
the beneficiaries are retirees, some will be MEDICARE eligible and some will have third 
party insurance. This indicates that the heakh care workload can be shifledfrom the DoD 
MTFto another provider, since DoD primary mission is health care to acfive duty 
beneficiaries. 

1.3 THE NUMBER OF BENEFICIARIES AGE 65 AND OLDER IS GREATER THAN 
15% OF TOTAL POPULATION 

rationale This is a measure of MEDICARE eligible beneficiaries in the catchment area It provides a 
more defailed look when combined with criteria 1.2. 

PHYSICAL PLANT The measure ofthe physical plant is a measure of both the short term and long term 
investment in operation and maintenance of the facility. 

1.4 LESS THAN 50 OPERATING BEDS 

rationale This facfor separates out the small hospitalsfrom larger hospitals and medical centers. 

1.5 CONDITION CODE IS LESS THAN 80.0 

mtionale The condition code is an indication of plant condition; a low score is a warning that 
maintenance and renovation costs will be higher than normal in the future, and may require 
a MILCON project to correct deficiencies. 



1.6 GREATER THAN 25 YEARS SINCE LAST MAJOR MODIFICATION OR 
REHABILITATION 

mtionale This is a signal of higher than normal maintenance, operation, renovation, and construction 
costs in the future. 

1.7 CONSTRUCTION REQUIREMENT IS GREATER THAN $5M 

rationale A large project may indicate long term neglect (or it may indicate critical need). ThisJactor 
can be ignored ifall other criteria indicate a critical requirement, but ifbeneficary 
population is decreasing and cost effectiveness is poor then this criteria reinfoces the need to 
further examine the facility for rightsizing. 

LOCATION Location indicates overlap with other MTFs and the availability ofcivilian health care 
alternatives. 

1.8 WITHIN 40-MILE OVERLAPPING CATCHMENT AREA WITH ANOTHER DoD 
INPATIENT MTF 

rationale Taken by itself this criterion can indicate a geographic concentration of DoD facilities or 
isolation. Measured with the next two criteria and tempered by the detailed review of medical 
services that are available in the catchment area, it is a good survey of the catchment area's 
ability to absorb the MTF inpatient load if the MTF were downsized or closed. 

1.9 PRIMARY PHYSICIAN TO POPULATION RATIO IS GREATER THAN 1 CIVILIAN 
PRIMARY PHYSICIAN TO 3500 INDIVIDUALS IN THE MTF CATCHMENT AREA 

mtionale In the original1992 study this criterion stated that the "physician to population ration...was 
1:IOOO. " Since that time, better information has become available. This mtio is a measure 
of primary care physicians available in the catchment area. The AMA's 1993 publication 
"Physician Chamcteristics and Distribution in the US" displays physicians by specialty per 
100,000 population. Their figures indicate that there is I o ffice-based physician per 700 
population in the United States. The National Association of Community Health Centers, 
Inc. Study (AMA News, Mar 16,1992) indicates that 1 physician per 1800 is an underserved 
population. Standards published in the September, 1991 Fedeml Register establish a more 
meaning/ul primary care physician to people mtio of 1:3500. The work group felt that this 
mtio more accumtely portmyed basic health care availability in a given population. 

1.10 NUMBER OF NON-DoD HOSPITALS IS GREATER THAN 4 IN THE MTF 
CATCHMENT AREA 

mtionale This measure is founded on the conservative premise that at least four non-DoD hospitals in 
the catchment area provide sufficient competition to be accredited, sustain acceptable 
inpatient services, and have enough capacity to absorb the inpatient load from the realigned 
DoD small hospital. This factor would be examined in more detail during the functional 
economic analysis for each downsizing candidate. 



w 
OPERATING CHARACTERISTICS Thesefactors measure the efjective use ofboth inpatient space and 

staffed beds. 

2.1 PERCENT AVERAGE DAILY PATIENT LOAD TO BUILT BEDS IS LESS 
THAN 40% 

mtionale Although a hospital may have been builr or configured for a certain number of beds, it is 
staffed based on workload (in this case ADPL). This measure compares the inpatient 
dispositions to the staffed opemting beds. As a measure of efficiency, the work groups 
agreed that an ADPL to opemting bed mtio of less than 40% indicated excess operating bed 
capacity in a hospital that is not a medical center. 

2.2 PERCENT OPERATING BEDS TO BUILT BEDS IS LESS THAN 50% 

rationale This is a measure of excess capacity that has developed since the MTF was built, and 
indicates resources being maintained but not used for inpatients. The figure of 50% for non- 
medical center hospitals is a work group consensus. 

ADMISSIONS The inpatientfactors associated with admissions allow measurement of usage, comparison to 
civilian norms and referral patterns from and to other MTFs. 

2.3 ACTIVE DUTY AND DEPENDENTS OF ACTIVE DUTY LESS THAN 
50% OF TOTAL ADMISSIONS 

rationale Heallh careJor active duty and dependents is the priority for MTFs. Ifthe majority of 
admissions are other beneficiaries, the MTF resources might be better used at other DoD 
facilities where active duty and their dependents have dijjficult access. 

2.4 AVERAGE LENGTH OF STAY IS 1.25 (OR GREATER) TIMES THE NATIONAL 
NORMS 

rationale There is a presumption that national norms are more cost effective than MTF norms. If the 
MTF exceeds national norms, this indicates that cost elfediveness is slipping or even that the 
MTF has more capability or capacity than requirements. If either or both 2.1 and 2.2 are 
flagged 'yes" for a facility, then one could expect 2.4 to beflagged also. 

NOT APPLICABLE TO CONUS HOSPITALS 

CATEGORY I CARE (INPATIENT CARE PROVIDED TO CATCHMENT AREA 
BENEFICIARIES BY THE SAME MTF) IS LESS THAN 50% OF TOTAL CATCHMENT 
AREA CARE (CATEGORIES I + I1 + IV) 

rationale A "yes" answer to this criterion indicates that the majority ofinpatient care in this catchment 
area is provided by other facilities than the MTF whose catchment area it is. 

COSTS The cost to operate a DoD inpatientfacility can be compared to other MTFs and to local 
civilian facilities using information porn the DMIS database and MEPRS. Cost comparisons 
help to weigh alternatives in a resource constrained environment. Such comparisons can also 
Jag ineflciency and systemic problems. Detailed cost factors must be reviewed thoroughly in 
the functional economic analysis that would be executed for each downsizing candidate. 



2.7 AVERAGE UNIT COST OF DIRECT CARE INPATIENT WORK UNIT IS GREATER 
THAN THE AVERAGE UNIT COST OF CHAMPUS INPATIENT WORK UNIT 

rationale A 'yes" answer to this criteria indicates that the MTF is spending morefor inpatient health 
care than local civilianfacilities. If the inpatient costs + IO% for the MTF exceed 
CHAMPUS inpatient costs, then not only may the MTF be inefficient, but the net cost of 
inpatient care for beneficiaries clearly can be bought at less cost than it can be ntade 
available in the MTF. The +lo% add on is a factor which tokes into account the fact that 
MEPRS expenses are understated in depicting the total cost of opemting an MTF. The 
expenses which are not in MEPRS include facility depreciation, cost of malpmctice claims, 
personnel addsns, corpomte overhead and base opemtions. 

2.8 AVERAGE UNIT COST OF DIRECT CARE OUTPATIENT VISITS IS GREATER 
THAN THE AVERAGE UNIT COST OF CHAMPUS OUTPATIENT VISITS 

rationale Similar to the criteria above, a "yes" answer indicates that the outpatient service can be 
purchasedfrom a civilian source for less than the MTF can provide it. 

2.9 THE DIFFERENCE BETWEEN THE MODEL AND THE OBSERVED AVERAGE 
COST PER INPATIENT WORK UNIT IS GREATER THAN +20% VARIATION 

mtionale This measures the degree to which the small hospital is overspending or underspending in 
relation to the model-predicted costs for other hospitals of similar size. This is an indirect 
measure of overall resource use. 

CATEGORY I: INPATIENT CARE PROVIDED TO MTF CATCHMENT AREA BENEFICIARIES BY THE 
SAME MTF. 

CATEGORY 11: INPATIENT CARE PROVIDED TO MTF CATCHMENT AREA BENEFICIARIES BY ANY 
OTHER MTF. 

CATEGORY 111: INPATIENT CARE PROVIDED TO BENEFICIARIES WHO RESIDE ANYWHERE 
OUTSIDE THE NAMED MTF'S CATCHMENT AREA. 

CATEGORY IV: INPATIENT CARE PROVIDED TO AN MTF'S ELIGIBLE CHAMPUS CATCHMENT AREA 
BENEFICIARIES BY ANY CIVILIAN MEDICAL FACILITY REIMBURSED THROUGH 
THE CHAMPUS PROGRAM. 





























MINUTES OF THE 
MILITARY TREATMENT FACILITIES 

AND GRADUATE MEDICAL EDUCATION 
BRAC 95 JOINT CROSS SERVICE GROUP 

MEETING OF FEBRUARY 3,  1994 

The second meeting of the Military Treatment Facilities and 
Graduate Medical Education (MTF/GME) BRAC 9 5  Joint Cross Service 
Group convened at 1 4 0 0  hrs on February 3, 1 9 9 4 .  The meeting was 
chaired by Dr. Edward D. Martin, Acting Assistant Secretary of 
Defense, Health Affairs. 

The meeting opened with a review of the proceedings of the 
BRAC 9 5  Review Group meeting held on January 28, 1 9 9 4 .  The only 
issue directly related to the MTF/GME group was that of the 
incorporation of the "733" and GME studies into the groups task at 
hand. The Chairman stated that the finalization of the GME study 
would be moved up to April 1 in order to coincide with the group's 
current tasking and that the "733" study already was planned for 
the proper time frame. 

A discussion of "policy" vs "analysis" then began. The 
Chairman related the BRAC 9 5  Review Group guidance that policy 
proclivities or pre-conceived notions should not drive the BRAC 
analysis process. 

v The Chairman then asked each of the members to review the 
minutes from the previous meeting (a copy of the minutes was 
passed around the table). 

A briefing package was provided to each of the members. The 
package included charts on near term actions, analysis 
assumptions, Joint Group and Service roles, administrative and 
group procedures, general analytical approach, categories for 
study, action plan and timelines and a Joint Hospital Group 
Declaration of Principles. The Chairman stated that the group's . 
goal for today's meeting was to address the principles, roles of 
the group and Services, and analysis assumptions. 

The Declaration of Principles was discussed and approved with 
a revision of principle number two that would replace 
"...eliminating unnecessary infrastructure.." with a statement 
addressing "right-sizing". During the discussion it was 
emphasized that the group must coordinate with the Services during 
the analysis process to ensure that the recommendations of each do 
not collectively eliminate all MTFs in a given area. 

The roles of the joint groups and Services were addressed 
next. The question was raised as to whether or not the group 
should engage in its own analysis concurrent with that of the 
Services. The consensus was that the Services must perform the 
analyses and the MTF/GME group would evaluate the Service 
recommendations and suggest alternatives. It was decided that an 



additional "bullet" be added to the roles of the Joint Group: 
"Prepare alternative recommendations, as appropriate, based on a 
review of ths Service analyses". 

The next item was the analysis assumptions of the qroup. The 
fist assumptisn was whether or not an MTF would close if t3e 
installation it supported was identified for closure. 

There was some discussion on whether a Service, having 
decided to close an installation, should be put in the position of 
operating an MTF to support a beneficiary population not 
necessarily its own. The Chairman reminded the group that its 
role was to ensure that the combined recommendations of the 
Services and the MTF/GME group provided for the health care needs 
of the remaining beneficiaries, regardless of Service affiliation. 
The group agreed on an analysis assumption that the MTF will close 
if an installation closes unless a significant active duty 
population is programmed to remain in that area. 

The next assumption.-was whether the analysis would consider 
both peacetime and wartime missions. The Group agreed tha-t the 
wartime mission requirements fell under the Service analyses and 
that the MTF/GME group would analyze the peacetime requirements. 

The group also agreed that the third assumption would have 
the analyses include facilities with less than 300 civilian 
government employees. 

The last assumption was that of establishing a quantitative 
goal. The group chose not to establish a quantitative goal at 
this time. 

The meeting adjourned at 1535 hrs. The next meeting is 
scheduled for February 10, 1994 at 1400 hrs. 

Approved 
Edward D. Martin, MD 
Acting ASD (HA) 

Attachments 
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FOR MILITARY TREATMENT FACILITIES AND 
GRADUATE MEDICAL EDUCATION 
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CHAIR (AASD(HA) Dr. Martin 703-697-21 14 X 
ASD(HA) (Designate) Dr. Joseph 703-697-2 144 X 

TEAM LEADER RADM Koenig 703-697-8973 X 
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AGENDA 
FEBRUARY 3,1994 

BRAC 95 JOINT CROSS SERVICE GROUP 
FOR MILITARY TREATMENT FACILITIES AND 

GRADUATE MEDICAL EDUCATION 

Reviewlapprove minutes from previous meeting 

. Discuss Analysis AssumptionsIRolesl and 
General Administrative Procedures 

Review/Discuss impact of 733 study, 
President's Health Care Plan, and PDMIPBDs 

. ReviewlDiscuss Hospital Screening Criteria 
used in previous analyses 

Review of revised Action Plan & Milestones 

. Administrative Issues 

Dr. Martin 

Dr. Martin 

Dr. Martin 

RADM Koenig 

Dr. Martin 

Dr. Martin 

Adjournment 







BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Develop Analysis Assumptions 

MTF will/will not close if base closes 

Analysis will,/ will not consider peacetime and wartime 
requirements 

Analysis will,/will not consider functions with 
< 300 civilian personnel 

- Quantitative goals will/will not be defined 
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JOINT HOSPITAL GROUP 
DECLARATION OF PRINCIPLES 

1. The Joint Cross Service Group on Medical Facilities and Graduate Medical 
Education seeks to identify measures of merit (subcategories of the 8 BRAC criteria) 
data elements, and methodologies that will allow the DoD components to apply the 
DoD criteria in a uniform, faiqreasonable, and consistent manner that complies with 
statutory and regulatory requirements and that adheres to the policy set forth in the 
January 7, 1994 DepSecDef memo, subject: 1995 Base Realignment and Closures 
(BRAC) 

2. The Joint Cross Service Group on Medical Facilities and Graduate Medical 
Education recognizes the need for eliminating unnecessary infkastructure by seeking 
opportunities for cross-Service asset sharing and single military department support. 

3. The measures of merit, data elements, and methodologies used to arrive a t  closure 
and realignment recommendations will be developed and approved by the Joint Cross 
Service Group on Medical Facilities and Graduate Medical Education by 31 March 
1994. The approach developed should be easy to use, simple and straightforward, 
auditable, reproducible, and defensible. 
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12. Graduate Medical Education (GME) 
i. 

1 (U) OSD. The Assistant Secretmy of Defense (Health Affairs) ( A S D U ) )  will, with 

. ..,. ...;.< . . . . .  the participation of the services, develop a plan for reducing Graduate Medical Edocaiioa 
This plan will provide quantitative reductions in the number of intems/resi&nts/feUows, the 

. . number of programs, and the number of sites at which such programs are conduc td  . This 
~ l a n  will be provided by May 1, 1994 &'the Deputy Secretary of Defense. The following 
irinciples sh& be followed: 

Base the types and numbers of GME programs on the military departments' need fc 
specialists and subspecialists (phase out redundant programs); 

Eliminate a l l  duplicative residency programs in close geographical proximity by 
closure or merger of such programs (jointly staff merged programs); 

Disallow civilian intems/residents/feUows unless explicitly approved by the AASD(H2 



NATIONAL HEALTH CARE REFORM 

BACKGROUND 

On November 20, 1993, Mr. Gephardt introduced the President's "Health Security 
Act," a bill "To ensure individual and farnily security through health care coverage for all 
Americans in a manner that contains the.rate of growth in health care costs and promotes 
responsible health insurance practices, to promote choice in health care, and to ensure and 
protect the health care of all Americans". The bill gives the Department an opportunity to 
bring military health care into harmony with the broader national reforms. In simplest 
terms, the framework of the Health Security Act promotes readiness, security, and choice: 

The President's plan maintains the unique readiness requirements of the 
military health care system through the continued staffing and management of 
military hospitals and clinics by uniformed health care providers. It makes no 
change in health care for active-duty personnel, nor overseas; 

The President's plan strengthens commitments to active-duty and retired 
military personnel and their farnily members by offering secure access, at low 
cost, to a comprehensive package of health care benefits through a Uniformed 
Services Health Plan; and 

The President's plan gives families of active-duty personnel and military 
retirees and their families a choice of enrolling in a military health plan or 
selecting from a range of other private sector plans, including at least one fee- 
for-service plan. 

KEY FEATURES , 

To achieve readiness, security, and choice, the Health Security Act gives the 
Secretary of Defense the authority to do the following: 

1) Establish Uniformed Services Health Plans centered around military 
hospitals and clinics in the United States, supplemented by the use of 
civilian health care providers; 

2 )  Automatically enroll active-duty members in a Uniformed Services Health 
Plan, and give family members of active-duty personnel and retired 
military personnel and their farnily members the choice of enrolling in a 
Uniformed Services Health Plan as the exclusive source of health care 
services. (This provision is key because, for the first time, it lets DoD 
serve a defined population.); 

3) Provide persons enrolled in a Uniformed Services Health Plans at least the 
items and services in the President's proposed comprehensive benefit 
package; 

4) Receive reimbursements from Medicare for persons enrolled in a 
Uniformed Services Health Plan who are eligible to receive Medicare 
benefits under part B; 

5 )  Receive premium payments by private employers made in connection with 
persons enrolled in a Uniformed Services Health Plan; 



6) Make premium payments on behalf of family members of active-duty 
personnel and retired military personnel and their family members so that 
they may enroll through a health alliance in a civilian health plan; and 

7) Preempt conflicting state requirements as they might affect the Uniformed 
Services Health Plans. 

In addition, the President's plan assures beneficiaries who enroll in a military health plan . 
that they shall have, as a group, out-of-pocket costs no greater than on December 31, 
1994. Until the Department is ready to carry out this plan, the current military health care 
benefits will stay in place. 

CURRENT ISSUES 

As the Congress marks up the Health Security Act, DoD may be pressed for 
details on several unresolved issues, most of which concern the military health plan's 
package of benefits. 

COST SHARING 

For civilian plans, the President has proposed detailed schedules of deductibles, 
copayments and coinsurance, some of which are shown below: 

EXAMPLES OF COST-SHARING UNDER THE HEALTH SECURITY ACT 
Other Health Plans (e.g., 

Service Fee-for-Service Plans HMOs, PPOs) 

Inpatient hospital services 20 percent of payment rate No copayment 

I Outpatient visits 20 percent of payment rate $10 per visit I 
Out-of-pocket limit $1,500 a person $1,500 a person 

$3,000 a family $3,000 a family 

1 Deductible $200 a person None 
$400 a familv 

Independent of the Health Security Act, DoD has proposed that military health plans use 
a different schedule, based on the benefit approved for the Base Realignment and Closure 
(BRAC) sites. For example, retired families would pay a $100 enrollment fee to join a 
military health plan, and then pay $15 for a civilian visit (nothing for a military visit), 
$135 a day for civilian hospital stays (less than $10 a day for military hospital stays), and 
face a $7,500 out-of-pocket limit. In light of these sorts of difference between the 
military health plan and civilian HMOs, DoD or the Congress may wish to revise the 
proposed benefit for the military health plan. 

PREMIUM CONTRIBUTIONS 

When the members of a DoD family work at least 12 months full-time during the 
year, that family's employers must pay 80 percent of the average premium for the 
applicable rating pool. If that DoD family joins the military health plan, DoD receives 
the employers' contributions. 



w 
Some number of DoD families will have to pay all or part of that employer's 

share: these include families that lack 12 months of full-time work -either because they 
work part-time or because they do not work - and families in which one member is self- 
employed. DoD must decide whether or not it will cover the employer share of the 
premium for these families. 

Joel Slackman 
January 26,1994' 



COMPREHENSIVE STUDY OF THE MILITARY 
HEALTH SERVICES SYSTEM 

(SECTION 733 STUDY) 

BACKGROUND 

Section 733 of the National Defense ~uthorization Act for FY 1992/1993 directed 
that the Secretary of Defense conduct a comprehensive study of the military health 
services system, and report to the Congress by December 15, 1993. Specifically, the 
Congress called for DoD to study (1) the military medical care system required to support 
the Armed Force during war or other conflict; (2) any adjustments to the system required 
to provide cost-effective care in peacetime to covered beneficiaries; and (3) beneficiaries' 
attitudes, knowledge and utilization with respect to health care. DoD assigned the lead to 
Program Analysis and Evaluation (PA&E). This talking paper discusses the peacetime 
portion of the 733 Study. 

A steering committee and several work groups were formed. An internal DoD 
working group examined the wartime requirements. A survey working group, with 
contractor support, conducted a survey of beneficiaries. 

KEY FEATURES 

The peacetime portion of the 733 study involved three analytic tasks. First, PA&E 
tasked the Institute for Defense Analysis (IDA) to estimate the total costs of providing 
medical care. IDA relied on the Medical Expense Performance Reporting System 
(MEPRS), adjusting those data as necessary for comparability with the civilian sector. 

Second, IDA estimated the relationship between those costs and workload inside 
Military Treatment Facilities (MTFs). IDA'S cost equations show that a MTF's inpatient 
costs are a function of the number of case-mix adjusted discharges, operating beds, GME, 
and hospital type. 

Third, PA&E tasked the RAND Corporation to predict utilization of MTFs and 
the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) under a 
range of "scenarios": 

Current system with managed care - this "baseline" scenario assumes that 
beneficiaries nationwide may enroll in a managed care option that limits both 
their cost-sharing and their choice of providers; 

Maximize use of MTFs - this scenario assumes that DoD adds 1 hospital and 
increases resources at other facilities. It makes no direct assumptions about 
ambulatory capacity. 



Minimize use of MTFs - this scenario assumes that DoD runs only those 
hospitals to meet wartime bed requirements. Nonactive-duty beneficiaries 
enroll in civilian plans. 

Military-Civilian Competition - this scenario resembles the President's 
proposal in the Health Security Act. Beneficiaries will choose among a DoD- 
managed health plan, a private HMO, and a private PPO. 

CURRENT ISSUES 

FINDINGS TO DATE 

IDA'S costs analysis shows that DoD pays less for outpatient visits and hospital 
admissions produced inside MTFs than received under CHAMPUS. However, the RAND 
analysis shows that when access to MTFs increases, the volume of services increases by 
more than it decreases under CHAMPUS. This increase in volume swamps the effects of 
any relative efficiencies in production. Thus, total expenditures to DoD would rise if DoD 
moved from the current system with managed care to maximize use of MTFs. 

What drives volume high in MTFs? First, MTFs offers a more generous health 
benefit than CHAMPUS:. no deductibles, virtually no copayments, and wider scope of 
services. Second, the delivery system is subject to economic incentives (e.g., workload- 
based budgeting) as well as Service policies (e.g., hospital admissions for tooth 
extractions) that promote more rather than less health care. The 733 Study may 
emphasize the former over the latter. 

These findings involve some degree of uncertainty. As a result, the 733 Study will 
likely stress the direction of change, rather than precise point estimates. 

Joel Slackman 
January 3 1, 1994 



8. Defense ~calth -&man 
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(U) Defense Wide. In @ 1995 add S193M m the Defense Health &om in 
PI2 OSU77l2HP. Identify fun& as Defense Health Program Operafiom and Maintenance TOA 
(Resource Identification Code 542). 
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12. Graduate Medical Education ( G m  

0 OSD. The Assistant Secretary of Defense (Health Affairs) (ASDW)) will, with 
the participation of the services, develop a plan for reducing Graduate Medical Education. 
This plan will provide quantitative reductions in the number of intedresi&nts/fellows, the 
number of programs, and the number of sites at which such programs are conducted.. This 
plan will be provided by May 1,1994 &.the Deputy Secretary of Defense. The following 
principles shall be followed: 

Base the types and numbers of GME programs on the military departments' need for 
specialists and subspecialists (phase out redundant programs); 

Eliminate a l l  duplicative residency programs in close geographical proximity by 
closure or merger of such programs (jointly staff merged programs); 
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PROGRAM BUDGET DECISION NO. 

rr SUBJECT: Training, Recruiting, and Advertising 

DOD COMPONENTS: Army, Navy, Air Force, OSD 

ISSUE: What is the appropriate funding level for training, 
recruiting and advertising? 

FY 1994 FY 1995 
Service Estimate 
TOA $ Millions 
Civilian End Strength 
Active Military End Strength 

Alternative Estimate 
TOA $ Millions 
Civilian End Strength 
Active Military End Strength 

S W Y  OF EVALUATION: This PBD makes the following adjustments: 

Reduces U.S. Military Entrance Processing Command (MEPCOM) 
staffing and recruiting leases to reflect requirements ($-1.5/$-4.9 
million; -45/-45 civilian and -40/-40 military end strength in 
FY 1994/FY 1995). 

91 Reduces Air Force Academy personnel in FY 1995 to align with 
audit findings ($-1.2 millipn; +I96 civilian end strength, -219 
military end strength). Reduces Army ROTC to reflect officer 

.- rgqu'i'remnt's. -tT-3.2.0 eillicn in FY 1995) . - ...----- 
Reduces'Army accession training, flight training, and Navy 

Bachelor Housing, to reflect supporting documentation ($-10.6/ 
$-16.2 million). 

- Reduces Air Force Flight Screening to reflect productivity 
improvements that should accrue ($-1.5/$-2.6 million in- 
FY 1994/FY 1995. 

Directs Army to restore funds to Junior ROTC to fund increase 
approved in last year's PBD. 

ALTERNATIVE ESTIMATE: Approve a decrease of $13.6/$56.9 million 
and 401259 military end strength in FY 1994/FY 1995. Approve a 
decrease of 45 civilians in FY 1994 and an increase of 151 
civilians in FY 1995. 

THE DEPUTY SECRETARY APPROVED THE ALTERNATIVE ESTIP lATE 
EXCEPT A C C E S S I O N  T R A I N I N G  ($+7.2 MILLION)  AND 
R E C R U I T I N G  L E A S E S  ($4-2.0 M I L L I O N ) .  D E C I S I O N  DEFERRED 

D ~ c l ~ ~ ~ ~ w r T  T R A I N I N G  ( $ 4 . 7  H I L L I O N )  and ROTC ( $ 3 2 0  
. Dst e 1 2 / 1 3 / 9 3  
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DETAIL OF EVALUATION: The following table shows the amounts funded 
in each Service for Training and for Recruiting and Advertising. The 
figures include Base operations Support. 

- 

(TOA $ in Millions) 

Military Tr.ainin~ 
FY 1993 FY 1994 FY 1995 Delta 

Army 2,338.2 2,194.1 2,303.2 +1C9.1 
Navy 1,311.2 1,395.2 1,410.5 +15.3 
Marine Corps 187.4 197.1 193.2 -.3 . 9 
Air Force 1,100.7 1,329.6 1,404.1 +74.S 
Defense' Acquisition Univ. - 104.5 110.1 +5.6 
Defense Business Mgmt Univ. 2.9 3.8 3.9 +0.1 
Total 4,940.4 5,224.3 5,425.0 +ZOO. 7 

Army 
Navy 
Marine Corps 
Air Force 

Total 

Recruiting, advert is in^, and Other Support 

648.4 633.4 648.2 +14.8 
191.3 198.2 196.6 -1.6 
78.5 76.7 81.0 +4.3 

The increases in Army for both Trainin and Recruiting include price 
growth of $62.9 million, transfers of f 34.2 million, and program 
P rowth of $26.7 million. Increases are for a test program to provide 
2,00'0 stipends to non-scholarship ROTC students, enlisted 

advertising, flight training, environmental (which is addressed in 
another PBD) and restoration of funds for the Defense Business 
Cperations Fund base support test. 

The.Navy increase is the result of cost growth and increases in real 
property maintenance which are addressed in another PBD. The Navy 
has reduced the cost of ROTC scholarships by establishing caps and 
providing scholarships to more senior students. Flight training 
increases slightly to reflect increases in Maritime and Strike pilot 
training. 

The Marine Corps program reflects increases in the number of recruits 
and recruit training offset by reductions in contracted training, 
civilian personnel, and real property maintenance projects. 

The Air Force increases in FY 1995 reflect the restructure of the 
training program and expansion of flight training to a two track 
system (one for Bomber/Fighter pilots and one for Tanker/Transport 
pilots). In addition, the Air Force increases the ROTC scholarship 
program to support an increased requirement for officers and the 
recruiting program to enhance awareness of opportunities in the Air 
Force. 

FOR OFFICIAL U S E  ONLY 
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IID' Defense Acquisition University (DAU) and Defense Business Management 
University are newly established programs. DAU program is increasing 
in order to reduce the backlog of career personnel needing mandatory 
training courses. 

U.S. Military Entrance Processing Command (MEPCOM) Manpower: 
USMEPCOM conducts medical examinations and qualification tests for 
service applicants. The Department of Army  is the executive agent 
for MEPCOM and funds the majority of the operation and maintenance 
costs. The MEPCOM's medical functions are now funded in the Defense 
Health Program and the drug testing is financed by transfer from the 
Drug Interdiction and Counter-Drug appropriation. Each Service 
provides military manpower in proportion to its share of the 
workload. 

MEPCOM has recently completed a review of its manpower requirements 
in view of the force drawdown and indicated that. the following 
reductions can be made. These reductions have not been. reflected in 
the budget. 

Current Revised Revised Delta Delta 
FY 1994/FY 1995 FY 1994 FY 1995 in 94 in 95 

Army 
Officers 135 132 132 - 3 - 3 
Enlisted 

Navv 
~kficers 7 1 69 69 - 2 - 2 
Enlisted 317 307 307 - 10 - 10 

Marine Corps 
Officers 29 28 28 - 1 - 1 
Enlisted 128 124 124 - 4 -4 

Air Force 
Officers 36 35 35 - 1 - 1 
Enlisted 160 1 5 5  155 - 5 - 5 

Civilians 1,442 1,397 1,397 -45 -45 
Examining Program (-26) (-26) 
Drug Program - - - ( -  7)  ( - 7 )  
Health Program - - - (-12) (-12) 

The alternative includes the end strength changes shown above (except 
for the Marine Corps whose end strength is fixed) and reduces 
FY 1994/FY 1995 by $1.5/$2.9 million. The changes are extended into 
the outyears. 

DoD Recruiting Facilities Lease Program: The Joint Recruiting 
Facilities Committee has instituted a lease cost reduction program 
consistent with recruiting personnel changes. As a result,-the lease 
program is reviewed each year and closures and consolidations are 
implemented where possible. The savings have not been fully 
reflected in the budget. Therefore, the alternative reduces FY 1995 
by $2.0 million and extends the reduction into the outyears. 

FOR OFFICIAL USE ONLY 
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ARMY 

Accession Training: The Army's FY 1994 budget estimate for Recruit 
Training and Officer Acquisition has increased by $9.0 million from 
the FY 1994 President's budget. A portion of the increase ($2.0 
million) is for civilianization of military positions at the Military 
Academy. The remaining $7.0 million is not justified. In addition, 
FY 1993 budget execution for 'the two programs was $4.9 million below 
the budget plan and workload for recruit training has fallen from 
12,370 recruits to 10,656. Based on the above, the alternative 
reduces FY 1994/FY 1995 by $7.0/$7.2 million and extends the 
reduction into the outyears. 

Army Flight Training: The FY 1995 estimate includes an increase of 
$4.7 million to train additional pilots. A comparison of authorized 
strength in the combat aviation units to on-boaid strength, indicates 
that the Army has excess pilots. In addition, the flight training 
workload shown in the budget justification decreases in FY 1995. 
Therefore, the increase in flight training does not appear to be 
warranted. The alternative includes a reduction of $4.7 million and 
adjusts the outyears accordingly. 

Junior ROTC (JROTC): In last year's PBD 033 on Recruiting, 
Advertising, and Other Personnel Activities, the Army was provided an 
additionalV$45.1 million in O&M for a total of $80.6- million to 
finance the stand-up and support of additional JROTC units. At th: 
end of FY 1995, the Army was programmed to have 1,375 units. In the 
current FY 1995 budget submission, the Army has funded 1,322 units at 
a cost of $70.1 million. The Army is directed to restore funding to 
JROTC in FY 1995 to stand-up the additional 53 JROTC units. 

Senior ROTC: The Army allows anyone to enroll in ROTC even if they 
are ineligible for military service. Each year, approximately 10,000 
students out of the 41,000 Army ROTC students are ineligible because 
of heal~h problems or because they are non-U.S. residents. These 
students receive uniforms and some field training. Approximately 
7,200 of these students are freshmen; the remainder are are in the 
upper classes. 

In addition, in FY 1992/FY 1993, the Army commissioned 1,103/936 ROTC 
graduates into the Individual Ready Reserve (IRR). This constitutes 
over twenty percent of the total number of ROTC graduates 
commissioned into the active, Guard, and Reserve components. The IRR 
officers attend a basic officer course funded in the Reserve 
Personnel, Army account and then are placed in an inactive status. 

The Department is investing scarce resources in these two groups of 
students without obtaining optimum return. A policy change should be 
implemented so as to improve the screening process to eliminate these 
two groups from the ROTC program. Therefore, the alternative 
includes the following adjustments in FY 1995 and extends the 
reduction into the outyears: 

FOR OFFICIAL USE ONLY 
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(TOA $ in Millions) 
FY 1995 

Reserve Personnel, Army , .  

Uniforrns/Field Training $-1.7 
Officer Basic -Course -18.7 

Operation and- Maintenance, Army -11.6 ; 
Total . -32.0 

NAVY 

Bachelor Hous'ing: The operating costs for Navy .bachelor housing for 
accession, basic skills and advanced training are increasing as the 
number of facilities is decreasing. The following table compares the 
operating costs per facility (maintenance and repair and purchase of 
furnishings are excluded) for each year. 

FY 1993 FY 1994 - EY 1995 
Bachelor Housing Operations 

($  in Millions) 4.5 7.6 8.3 
Number of Facilities 482 424 413 
Cost per Facility 9,300 17,900 20,100 

The alternative holds FY 1994 and FY 1995 to the FY 1993 unit cost 
plus inflation and reduces FY 1994/FY 1995 by $3.6/$4.3 million. The 
reduction is extended into the outyears. 

AIR FORCE 

Air Force Academy: The Office of the Inspector General conducted a 
review of the non instructional military positions at the Air Force 
Academy. Report 94-002,  onins instruct ionai Military Positions at the 
United States Air Force Academy," issued by the IG recommended that 
23 military positions be eliminated and 196 positions be converted to 
civilian for a savings of $2.5 million in FY 1994. The Air Force 
budget does not reflect the changes recommended by the IG. Because 
FY 1994 has already begun and the Air Force will have difficulty 
achieving the reductions in FY 1994, the alternative includes the 
following adjustments to implement the IG recommendations beginning 
in FY 1995: 

OGM 
Mil Pers 
Net Savings 

Personnel 
Civilian 
Military 

FY 1995 Outyears 
2.9 24.2 
-4.1 -34.9 
-1.2 -10.7 

Fli~ht Screenin : Flight screening increases from $7.7 million in 
FY 1993 to $9.2 $10.3 million in FY 1994/FY 1995 as the T-3A Enhanced 
Flight Screener is activated. Flight screening is provided to 
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potential pilot's in ROTC, the Air Force Academy, or Officer Training 
Schools in order to screen out students before they get into 
undergraduate pilot training (UPT). The purpose of the Enhanced 
Flight Screener is to wash-out pilot candidates early before they are 
in the more expensive undergraduate pilot training. The program 
should reduce attrition in UPT, however, attrition increases from 9.0 
percent of students entering UPT to 15.4 percent in FY 1 9 9 4 / ~ ~  1995. 
As a minimum, the additional cost of the Enhanced Flight Screener 
program should be offset by savings resulting from reduced attrition 
in UPT. Therefore, the alternative reduces FY 1 9 9 4 / ~ ~  1995 by 
$1.5/$2.6 million and extends the reduction into the outyears. 

SUMMlUlY OF ADJUSTMENTS: 

(TOA, Dollars in Millions) 

Alternative Estimate 
Military Personnel, Army 
MEPCOM 

Military Personnel, Navy 
MEPCOM 

(I) Military Personnel, Air Force 
MEPCOM -.1 - . 3  
Air Force Academy 

Subtotal 

Reserve Personnel, Army 
Senior ROTC 

Operation and Maintenance, Army 
MEPCOM Civilians -.S -.9 
Recruiting Leases -2.0 
Accession Training -7.0 -7.2 
Flight Training - -4.7 
Senior ROTC - -11.6 
Subtotal -7.5 -26.4 

Operation and Maintenance, Navy 
Bachelor Housing 

Operation and Maintenance, Air Force 
Air Force Academy - 
Flight Screening -1.5 
Subtotal -1.5 

u Defense Health Program 
MEPCOM Civilians 
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Drug Interdiction 
MEPCOM Civilians 

+. Total Reduction - 13 .'6 -56.9 

Military End Strength 
.- Military Personnel, Army - .. . UEPCOM - 

I 
.--. 

Military Personnel, Navy 
MEPCOM 

Military Personnel, Air Force 
MEPCOM 
Air Force Academy 
Subtotal 

Total Military End Strength 

Civilian End Stren~th 
,Operation and Maintenance, Army 
MEPCOM Civilians 

rl, Operation and Maintenance, Air Force 
Air Force Academy 

Drug Interdiction 
MEPCOM Civilians 

Total Civilian End Strength -45 + I 5 1  

OUTYEAR IMPACT: 
(TOA, Dollars in Millions) 

FY 1996 FY 1997 FY 1998 FY 1999 

Service Estimate 6,531.2 6,552.6 6,528.6 6,677.7 

Alternative Estimate 
Military Personnel, Army -.7 -.7 -.7 -.8 
Military Personnel, Navy -.4 -.4 -.4 -.4 
Military Personnel, Air Force -8.9 -9.0 -9.2 -9.4 

Reserve Personnel, Army -20.9 -21.3 -21.8 -22.3 

Operation and Maintenance, Army -27.0 -27.6 -28.2 -28.8 
Operation and Maintenance, Navy -4.4 -4.5 -4.6 -4.7 
Operation and Maintenance, AF +3.2 + 3 . 3  + 3 . 4  + 3 . 5  
Defense Health Program - . 4  - . 4  -.4 -.4 
Drug Interdiction -.2 -.2 -.2 -.2 

Total Reduction -59.7 -60.8 -62.1 - 6 3 . 5  
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Military End Strength 

Service Estimate 

Alternative Estimate 
Army -22 - 2 2  . -22. -22 
Navy -12 -12 ~ 3 2 . .  -12 
Air Force - - 2 2 5  - -225 - 2 2 5  -225 

Total Military End Strength - 2 5 9  -259 - 2 5 9  - 2 5 9  

Civilian End Strength 

Service Estimate 55 ,420  5 4 , 8 8 7  5 4 , 6 6 9  5 4 , 3 5 5  

Alternative Estimate 
Army 
Air Force 
Drug Interdiction 

Total Civilian End Strength 

FOR OFFICIAL USE ONLY 



FOR OFFICIAL USE ONLY 
PROGRAM BUDGET DECISION NO. 

9 SUBJECT: Defense Health Program (DHP) 

DOD COMPONENTS: Army, Navy, Air Force, OSD, WHS: 

ISSUE: Should the DHP budget be realigned to fully fund CHAMPUS? 
Should Health Affairs address resource implications of options for 
the nationwide HMO benefit? 

Ser.vice Estimate 
Alternative Estimate 

(TOA, Dollars in Millions) 
FY 1994 FY 1995 
9,080.5 9,485.5 

*In addition, the alternative resolves a $507 million shortfall 
identified by Health Affairs. - 

SUMMARY OF EVALUATION: Health Affairs identified a $700 million 
shortage ($507 million after PDM add) which is allocated to. the -. 
CHAMPUS program, while a $641 million program increase is included 
for patient care activities. In addition to FY 1994 congressional 
action,--this PBD reflects: 

Repricing and reduction of FY 1995 CHAMPUS requirement by $238 
million consistent with Bureau of Labor Statistics. (BLS) /OMB 
medical inflation indices; 

w Direction to Health Affairs to reevaluate CHAMPUS requirement 
and to resolve the newly priced CHAMPUS shortfall by transferring 
any required balance from direct patient care; 

Realignment of $337 million of the $641 million program increa-ie 
for patient-sare to CHAMPUS, leaving $303.7 million to fund FY 1995 
cost of FY 1994 congressional add; 

- Reductions in supplemental care, examining activities, and the 
health professions scholarship program due to pricing and policy 
reforms (-$26.3 million) ; 

Direction to.Health Affairsto present options for a less costly 
nationwide health benefit to the Deputy Secretary before any new 
regional managed care initiatives are undertaken; and, 

Direction to Health Affairs to realign and reprice FY 1994 and 
FY 1995 resources to comply with BLS/OMB inflation indices, and to 
manage the resources to remain within the total provided. 

ALTERNATIVE ESTIMATE: Resolve FY 1995 shortfall with realignment/ 
repricing; net FY 1995 reduction of $26.3 million and additional 
reduction of $124.3 million from FY 1996-FY 1999. Health Affairs 
to complete analysis of options for Nationwide HMO benefit. 

rlr THE DEPUTY SECRETARY APPROVED TEE ALTERNATIVE 
ESTIMATE EXCEPT $ 4 . 0  MILLION FOR HEALTH CARE 

DECISION SCHOLARSHIP PROGRAM- .-. Date DEC 18 1993 
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DETAIL OF EVALUATION: 

This PBD addresses the following issues related to the Defense Health 
Program: 

FY 1994 Congressional Action 
Uniform Health Care Benefit 
CHAMPUS Shortfall 
Direct Patient Care 
Medical Examining Activities 
Care in Non-Defense Facilities 
Health Professions Scholarship Program 
Composite Health Care System 
Budget Activity Structure 
Technical Adjustments - - -  

ADJUSTMENTS TO REFLECT FY 1994 CONGRESSIONAL ACTION 

FY 1994 Congressional Action on the Defense Health Program: The. 
alternative aligns the FY 1994 Defense Health Program budget 
estimates with the amounts appropriated. The extension of the 
congressional add in FY 1995 and the outyears is addressed later in 
this PBD. A summary of these adjustments follows: 

Congressional Adjustments: - - 
.) 

Operation and Maintenance (OW) 

DBOF Test 
Phys Asst/Rural Health Care 
Head and Neck Injury 
Funding "Shortfall" - .  

Lab ~ e E h n o l o ~ ~  Demo 
Physicians Assistant/Rural Care 
William Beaumont/Indigent Care 
Medical Imaging 
Head and Neck Injury 
Composite Health Care System 
Blood/Anatomic Pathology 
Nursing Research .- 

Nurse Practitioner Program 
Pacific Island Referral 
Brown Tree Snakes 
Clinical Investigation 
National Museum of Health 

Subtotal, OGM 

Procurement 

Digital Mammography 

Total, Defense Health Program 

(TOA, Dollars in Millions) 
FY 1994 . FY 1995 
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UNIFORM H E U T H  CARE BENEFIT 

The FY 1994 Defense Authorization Act requires the Secretary of 
Defense to prescribe and implement a uniform Health Maintenance 
Organization (HMO) benefit for nationwide implementation by 
"February 1, 1994. 

The statute requires that the cost to the Department of this health 
benefit option be no greater than the costs that would otherwise be 
incurred to provide health care to the covered beneficiaries who 
enroll in the option. 

Health Affairs is proceeding with a plan to implement the same 
benefit structure nationwide as was implemented in three Base 
Realignment and Closure (BRAC) sites during FY 1993. Health Affairs 
states that national expansion of this revised CHAMPUS Reform 
Initiative (CRI) benefit would be budget neutral or would lower 
Department medical costs when examined on a nationwide basis. 
However, there is insufficient information and experience to 
establish that this benefit would be either cost neutral or generate 
savings. In addition, the Congressional Budget Office has issued a 
November 1993 report that questions the assumptions that Health 
Affairs has used in its cost certification analysis. 

The following data provided by Health Affairs show the beneficiary 
and government shares of per capita CHAMPUS costs under standard 
CHAMPUS and the revised CRI benefit structure that Health Affairs 
proposes to expand nationwide. 

Benefit Structure 

Standard CHAMPUS 
Revised CRI 

Active Duty Retirees and 
Dependents Dependents 
DoD Benef. - - DoD Benef. 

This table demonstrates that under the revised CRI benefit the 
Department's share of health care costs is significantly more than 
under standard CHAMPUS. 

Existing statute and legislation proposed in conjunction with the 
President's National Health Reform require that DoD not proliferate a 
health benefit structure that is more costly to beneficiaries than 
standard CHAMPUS. However, the figures above indicate that there is 
a range for discussion of the Department's appropriate share of the 
medical benefit, without approaching an erosion of benefits when 
compared to standard CHAMPUS. 

With the Health Affairs budget submission describing a funding 
shortfall in FY 1994, and FY 1995, the Department needs to consider 
options and their resource implications before proceeding on a 
nationwide basis. 
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The alternative requires that the ASD (Health ~ffairs) reevaluate the 
revised CRI benefit and propose at least two additional options that 
will be less costly to the Department while remaining consistent with 
existing statutory requirements and the President's National Health 
Reform proposal. The analysis of options should address the total 
health benefit package to be offered nationwide by incorporating: 

Any available findings of the congressionally directed Section 733 
study of the military health care system; 

Plans to address cost and benefit concerns raised in this PBD 
related to the contract dental program, the Uniformed Services 
Treatment Facility (USTF) program and the PRIMUS/NAVC@E program; 

Plans and timeline for amending/recompeting existing managed care 
contracts and Requests for Proposals to ensure compatibility with the 
national plan and statutory cost effectiveness requirement (details 
discussed later in PBD) ; 

Issues that Health Affairs has indicated that it intends to pursue 
such as the issue of equity between the MTF costs to the beneficiary 
and the proposed nationwide benefit,.e.g., the issue of MTF user 

w fees ; 

Aay proposed legislation needed to effect or implement any of the 
proposed options; and, 

Use oT BLS-OMB approved inflation indices for price assumptions, 
with any projected costs above these rates to be displayed as program 
increases with cost comparisons to include total military health 
system costs - -  both direct care and CHAMPUS, as specified in the 
FY 1994 Authorization Act. 

The report should be presented by Health Affairs to the Deputy 
Secretary for his decision after coordination with the Director, 
Program Analysis and Evaluation and Comptroller. Again, the report 
should clearly demonstrate that the options presented are cost 
beneficial to the Department as required in existing statute. Until 
the analysis is completed and a decision made by the Deputy 
Secretary, Health Affairs is directed not to take any action to 
expand the revised CRI.benefit to new geographical areas, or to 
modify the benefits under discussion in connection with the national 
plan. 

ALLOCATION OF RESOURCES WITHIN THE DHP 

The budget submission from Health Affairs identifies a $700 million 
funding shortage in the CHAMPUS program and a $641 million program 
increase for medical care delivered in military medical facilities 
(direct patient care) in FY 1995. 

r n R  nFFICIAI- U S E  ONLY 
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mv 
Service Estimate 

Direct Patient Care $3,334.0 $2,820.1 $3,535.8 
CHAMPUS 3,568.7 3,865.3 3,313.3* 
Total 6,902.7 6,685.4 6,849.1 

* The CHAMPUS requirement was cited in the DHP budget submission as 
$4,013.3 million, but only $3,313.3 million was applied to CHAMPUS. 
The submission identified the $700 million difference as a CHAMPUS 
shortage. 

The alternative -addresses the CHAMPUS shortage by reevaluating its' 
validity, and directing Health Affairs to conduct its own 
reevaluation of price and program requirements based on correct 
pricing assumptions. Health Affairs is then directed to resolve the 
newly priced shortfall by realigning a portion of the $641 million 
program increase from direct patient care to the CHAMPUS program. 

Several Defense Health Program programs are identified as requiring 
further cost and benefit analysis as part of Health Affairs' analysis 
of options for the nationwide health benefit. These programs are: 
the managed care support contracts and contract dental benefit 

w currently funded out of the CHAMPUS total and the Uniformed Services 
Treatment Facilities and PRIMUS/NAVCARE programs funded out of the 

- .  care in non-defense program activity. 

CHAMPUS-OVERALL PER CAPITA ANALYSIS 

As displayed on the following page, the Service Estimate for the 
CHAMPUS requirement includes a per capita increase of 10.6 percent in 
FY 1994 and 7.7 percent in FY 1995. These rates exceed the Bureau of 
Labor Statistics (BLS)-based OMB inflation rates approved for use by 
all Federal health programs. The current rates prescribed by BLS/OMB 
are S.l percent and 4.9 percent in FY 1994 and FY 1995, respectively. 
These rates are based on recent trends in the medical consumer price 
index that reflects the variation in the price of drugs, medical 
equipment, professional~services, and hospital services. The 
composite nature of the Bureau of Labor Statistics (BLS) price index 
accounts for price trends related to technology and intensity of 
care, as these are reflected in the professional services and 
hospital services cost components of the composite rate. 

The alternative indicates that the FY 1995 unfunded requirement 
identified by Health Affairs for the CHAMPUS program is overstated by 
as much as $238.2 million in FY 1995 when priced to comply with the 
prescribed BLS/OMB rates. 

The alternative directs Health Affairs to reassess its CHAMPUS 
requirements using the BLS/OMB indices for price growth, with the 
balance of any "requirement" to be displayed as program growth. The 
alternative does not reduce the FY 1994 overestimate for CHAMPUS 
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w reauirements because of the sinnif icant one-t ime costs that are 
budgeted in this year for transition of the California/Hawaii CRI 
contract to a new contractor and because of Health Affairs contention 
that the FY 1994 budget for the DHP is "underfunded." 

Per capita CHAMPUS Costs 
(Dollars in Millions1 

Service Estimate 

CHAMPUS Eligibles 
Per Capita Cost 

Percentage Increase +10.6% +5.8% 

Alternative Estimate $3,568.7 $3,672.4 $3,775.1 

Per Capita Cost $639 $672 $704 
Percentage Increase +5.1% +4.9% 

(I, Difference from Service Estimate -192.9 -238.2 

CHAMPUS - ACTIONS TO ACHIEVE SAVINGS: The CHAMPUS program funds 
several renional mana~ed care initiatives in addition to standard 
CHAMPUS bezefit claim;. Recogniz-ing that any reduction to total 
CHAMPUS requirements must be addressed on a program-by-program basis, 
the alternative recommends that Health Affairs conduct .this 
reevaluation of CHAMPUS program requirements. Following is an 
analysis of standard CHAMPUS claims and the European benefit program - -  both  of which appear t o  be o v e r s t a t e d .  Health A f f a i r s  should  
consider applying these $73.3 million savings identified belou to the 
$238.2  million reduction in CHAMPUS requirements. 

FY 1995 

Savings From Within the CHAMPUS Provram $73.3 

Standard CHAMPUS Benefit 
CHAMPUS Benefits in Europe 

Standard CHAMPUS Benefits 

Based on a per capita comparison similar to the one performed for 
CHAMPUS in total, the standard benefit portion of FY 1995 CHAMPUS 
requirements appears to be overstated, when compared to approved 

Olr 
BLS/OMB medical inflation rates, by $60.3 million in FY 1995. The 
potential savings is based on the number of total CHAMPUS eligibles 
nationwide declining. This decline should reduce standard-CHAMPUS 
benefit requirements. 
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The number of CHAMPUS eligibles continuing to use and file standard 
CHAMPUS claims can be expected to further decline as managed care 
options are expanded. Health Affairs is requested to examine this 
data and the projected CHAMPUS eligibles in reassessing the 
appropriate funding level for standard CHAMPUS claims, with the $60.3 
million savings estimate viewed as a minimum savings. 

CHAMPUS Benefits. in ~urope: The FY 1995 submission requests $54.8 
million for the Davment of CHAMPUS claims for beneficiaries residing a .  - 
in Europe. This amount is a 25 percent increase over the $43.5 
million FY 1993 actual expenditure for this program. The FY 1995 
overseas cost report indicates that total DoD medical care 
expenditures in Germany are declining by 65 percent over the same 
time period. Using the FY 1994 current estimate as a base, it 
appears that the FY 1995 request is overstated by approximately $13 
million. The alternative reduces the CHAMPUS requirement by this 

. - amount. 

CHAMPUS Components to be addressed in Options for Nationwide Benefit 

As part of th; analysis of the CHAMPUS requirement, the budget 
submission for several large components of the CHAMPUS requirement 
were also examined. While the significant funding request for these 
programseis of concern, Health Affairs believes that the PBD is not 
the appropriate vehicle to make major policy decisions affecting the 
Department's health benefit or the cost sharing burden imposed on 
beneficiaries. Consequently, the benefit, policy, and cost 
effectiveness qaestions raised in this PBD on the following issues 
will be deferred for Health Affairs to address as part the.analysis 
of options for a nationwiGe HMO benefit. 

CHAMPUS Dental Contract 
CRI Contract in California and Hawaii 
Managed Care Contract in New Orleans 
Amendment of Region 6 RFP - 

CHAKPUS Dental Contract: In FY 1993 the program of contract dental 
care for active duty dependents was expanded, with $50 million 
authorized and appropriated for the six month cost of the additional 
benefit. The FY 1993 actual cost for this pro ram exceeded the $50 
million authorized and appropriated by nearly f 40 million. Costs 
related to the expanded program in FY 1994 are estimated at $120 
million, compared to $105 million in the President's Budget. In 
FY 1995, $162 Kill.i.on is estimated to be required versus the $111 
million that was included for FY 1995 in last year's PBD 041. In 
part, this unanticipated cost is due to a higher enrollment in the 
program than anticipated. Health Affairs also contends that the 10% 
reduction imposed on the direct care system's dental capacity as part 
of the FY 1994 Program Review has contributed to the increased 
enrollment in the expanded benefit. As part of the Uniform HMO 
benefit review, Health Affairs should include a redesign of the 
benefit and co-payment structure for the contract dental program 

. - -  
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within the latitude provided in the authorizing statute. Health 
Affairs' redesign should ensure :hat the expanded program remain 
within the $100 million magnitude contemplated by Congress in 
authorizing the.expanded benefit. If a modification to the 
restriction on direct care dental capacity is need to achieve this 
goal, the Uniform HMO benefit review should also address this 
requirement. 

CRI Contract in California and Hawaii: Health Affairs has indicated 
to the Deputy Secretary that it plans to amend the CRI contract in 
California and Hawaii to implement the revised CRI benefit structure, 
that presumably would be less costly to the Department. Health 
Affairs has indicated that it could realize a 4 percent savings from 
a revised-benefit structure. However, contract modifications to 
implement this structure can exceed the 4 percent savings. The fact 
that this contract modification requires the total savings that would 
accrue from adopting a revised benefit structure argues for more 
careful consideration of benefit options before proceeding with 
additional regional contracts. In designing its options for the 
Secretary, Health Affairs should use its five years of experience in 
operating the CRI contract and the documented reasons for the cost 
escalation experienced to ensure that the Uniform HMO benefit will 
not proliferate any potentially costly features nationwide. 

Managed Care Contract in New Orleans: The budget submission includes 
3187.6 million for the mananed care contract based in New-Orleans. 
If standard CHAMPUS had been continued in New Orleans and the three 
BRAC sites that were added to the contract in FY 1993, the-cost to 
the Department would have been $153.8 million in FY 1995 for %he New 
Orleans area. One reason for the costly nature of the New Orleans 
contract is that it includes the original CRI benefit structure that 
was evaluated as costing the Department 11 percent more than standard 
CHAMPUS while it was being offered in California and Hawaii. In 
addition, the contract region has no large military medical 
facilities offering care as an alternative to the usually more costly 
civilian sector. However, the $33.8 million or 22 percent higher 
cost of the contract when compared to standard CHAMPUS remains a 
concern. With 85 percent of the beneficiaries enrolled covered by 
the revised CRI benefit, this contract represents the only actual 
experience to-date in operation of the revised CRI/BRAC benefit 
advocated by Health Affairs for nationwide implementation. This 
experience with enrollment and the resulting cost increase should 
also be considered by Health Affairs in proposing more cost effective 
options for a nationwide benefit. 

Cost Certification for Region 6: On November 1, 1993 Health Affairs 
informed the Deputy Secretary of the intent to issue a Request for 
Proposals (RFP) for a regional Managed Care.Support Contract to be 
based in Texas. Once implemented, this Managed Care Support Contract 
for Region 6 will cover the states of Oklahoma, Arkansas, Texas, and 
Louisiana. Supporting documentation in the Health Affairs analysis 
included the following table displaying potential costs to-the 
Department for Region 6: 
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Military Healih Services System Costs in Region 6 

XDollars in Millions) . . 

Without Increase With 
Contract Past FY Contract Diff. 

Health Affairs Total 8,136 8,105 -31 

BLS/OMB-indexed Total 7,851 +4.9% 8,105 - +254 
(annually) 

Health Affairs Proiection: The above table indicates that, without 
implementation of the Managed Care Support Contract in the Texas 
Region, Health Affairs estimates that FY 1995-FY 1999 cumulative 
Military Health Services System costs in the region could be expected - to total $8.1 billion, based on inflation, and underlying trends in 
utilization per capita. With implementation of the contract and the 
revised CRI benefit, Health Affairs estimates that these total costs 
would be reduced by $31 million from FY 1995-FY 1999, a savings of - 4  
percent. - 
BLS/OMB-indexed Projection: If'the current costs in the Region 
(without 'contract) are inflat.ed consistent with the Buteau of Labor 
statistics-based OMB medical inflation index of 4.9% each year, the 
Region 6 contract will result in cumulative costs that are $254 
million higher, rather than the $31 million in savings cited by 
Health Affairs. If the the FY 1995-FY 1999 programmed resources were 
reduced to ensure that they do not exceed the correctly priced 
program costs, a cumulative reduction of $254 million would be 
required to Health Affairs' programmed resources. 

The cost/savings analysis that the DHP provided for this managed care 
support contract is of concern because this was one of the regions of 
the country that was portrayed as- having a potential for substantial 
cost savings. Health Affairs should not proceed with this 
acquisition until completion of the Department's review of the 
options for the Uniform HMO benefit. 

DIRECT PATIENT CARE SUPPORT 

Unsubstantiated $641 Million Prowam Inc~ease: This budget activity 
'1(11 supports the delivery of patient care in DoD hospitals and clinics 

worldwide to eligible beneficiaries. The budget submission includes 
$3.536 billion in FY 1995, an increase of 25 percent over-the FY 1994 
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current estimate of $2.820 billion. This reflects a program increase 
of $641;1 million. 

Budget justification materials provide no details on the intended use 
for an increase of this magnitude. A request for details on the 
increase yielded no additional data. 

The decline in the following statistics related to direct patient 
care raise additional questions about the need for an FY 1995 program 
increase in this activity: 

Direct Patient Care 

Total Beneficiaries 8,722,714 8,544,531 8,322,093 
Hospitals 147 140 133 
Medical Clinics 551 520 504 
Average Dai1y"Patient Load 8,885 8,659 8,473 
Ambulatory Visits (000s) 45,181 44,084 43,106 

Based upon the lack of justification and the declining workload and 
infrastructure for direct medical care, the alternative recommends 
retaining a minimum of $303.7 million of the $641 million program 
increase in direct patient care to fund the FY 1995 impact of FY 1994 - congressional action. The balance should be carefully evaluated by 
Health Affairs for its requirement after the CHAMPUS shortfall is 
resolved before applying it to the new patient care activity group as 
part of the FY 1995 President's Budget. 

Capitation Budgeting: In allocating total Defense Health Program 
resources on a per capita basis, Health Affairs has stated that 
capitation is an important strategy to containing costs. However, 
the FY 1995 budget submission reflects no savings from implementation 
of the capitation methodology. 

There is evidence that capitated budgeting will reduce resource 
requirements significantly. The Army Health Services Command 
experienced 1.4 and 2.0 percent savings in the first and second years 
of a demonstration project on capitation budgeting. As PAGE pointed 
out during the FY 1995 POM review, civilian health literature reports 
one time savings of 4.5 to 8 percent. Based on precautionary 
statements from Health Affairs and the Services, the alternative does 
not quantify a FY 1995 savings from the capitation methodology. 
However, these-gavings, that could approach $100 million, will be 
reevaluated aft-er FY 1994 actual experience with the capitated 
allocation to determine if the capitation methodology employed by 
Health Affairs should be modified. 

Because capitation allocation is difficult to manage without knowing 
how many beneficiaries are planning to use the DoD system, Health 
Affairs is directed to include definitive plans for an enrollment 
system as part of its options for the Nationwide Benefit and in 
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(II anticipation of enrollment requirements associated with National 
Health Reform. 

EXAMINING ACTIVITIES 

Military Entrance Processing (MEP): The ~efense Health Program is 
responsible for funding the cost of the medical portion of entrance 
exams for new accessions into the Military Departments. The Army is 
executive agent for the MEP program. The DHP budget submission 
includes $26.0 million for an estimated 393.6 thousand accession 
exams, an increase of 30.5 thousand exams over FY 1994. The 
alternative reduces the service estimate by $ 2 . 3  million based on the 
Army Training and Recruiting budget estimate of only 359.1 thousand 
medical entrance exams to be required in FY 1995. The outyears have 
been adjusted accordingly. 

CARE IN NON-DEFENSE FACILITIES 

Supplemental Care for Non-active duty Beneficiaries: The 
supplemental care program was originally designed to fund the cost of 
civilian health care for active duty personnel when care is not 
available through military facilities, or when the active duty 
member, of necessity, is required to obtain emergencyvcare from a 
civilian facility. The budget submission includes $241.3 million for 
supplemental care compared to $242.8 million in FY 1993 and $208 
million in FY 1994. A substantial portion of supplemental car,e is 
now used to support care for non-active duty beneficiaries, with 
Health Affairs estimating that as much as $100 million or over-40% of 
the supplemental care budget was used to support non-active duty -- 
beneficiaries in FY 1993. This expanded use of supplemental care for 
non-active duty personnel could be viewed as a means to avoid CHAMPUS 
deductible and co-payment requirements, and/or to finance care 
obtained from the civilian sector for individuals not eligible for 
CHAMPUS. Based on the 20 t o  25 percent CHAMPUS copayment requirement 
for non-active duty beneficiaries who are inappropriately using . 
supplemental care, the alternative reduces the FY 1995 program 
estimate by $ 2 0  million. The outyears have been adjusted 
accordingly. . . 

Uniformed Services Treatment Facilities: The Department assumed 
res~onsibility for these 10 former Public Health Service hospitals in 
FY i982, to p;ovide them with an income base 'while they sought to 
obtain more patients from their communities and become less dependent 
on the income from the uniformed services patients. Since this time, 
the USTFs have operated under a series of agreements with the 
Department. This informal funding arrangement has proved so popular 
with the USTFs that they were successful in FY 1993 in obtaining an 
exemption.from the Federal Acquisition Regulations in the 
Authorization Act. The request for FY 1995 of $216.3 million 
represents a ten percent increase over the FY 1994 President's 
Budget. Subsequent to the budget submission, Health Affairs has 
pointed out that the current USTF program agreements provide for 
updating rates in FY 1995 at a level 3 percent higher than the change 

FOR OFFICIAL USE ONLY 



FOR OFFICIAL U S E  ONLY 
PBD Continuation Sheet No. 

in the medical services component of the consumer price index. 
Consequently, Health Affairs concludes that an additional $69 million 

- is required for the program in FY 1995 - -  a requirement that is 
unfunded in the budget submission. The alternative directs Health 
Affairs, in conjunction with General Counsel, to draft any 
legislation needed to remove these facilities' non-competitive status 
and to address the incorporation of the USTFs into plans for the 
.Uniform HMO benefit. Management actions should be taken the 
necessary lead time away to ensure that the FY 1995 costs can be 
absorbed within total DHP requirements. 

PRIMUS/NAVCARE Pronram: The budget submission requests $105.6 
million for the PRIMUS/NAVCARE program, a system of 22 clinics that 
provide outpatient care to DoD beneficiaries on a contract'ual basis. 
Through an interpretation of legislation authorizing the Department 
to conduct a variety of health care demonstration projects, these 
facilities have always been considered an extension of the-Military 
Treatment Facilities. As such, these clinics have provided care to - 
all categories of beneficiaries for no charge. During the past year, 
the Department has recognized that this affiliation with the military 
hospitals needs to be more clearly defined for the permanent 
PRIMUS/Navcare program. The alternative assumes that as the program 
is transitioned to a more permanent civilian contract status, that it 
will adopt the Uniform HMO benefit and any related co-pays and 

Q, deductibles prescribed by the option selected by the Deputy 
Secretary. 

EDUCATION AND TRAINING 

Health Professions Scholarship Program: Armed Forces Health 
Professions Scholarships are awarded to eligible persons attsnding 
accredited educational institutions that provide training in approved 
health professions. Scholarship recipients receive a monthly stipend 
and payment of educational expenses such as tuition, fees, books, and 
laboratory expenses; Room, board, and non-academic expenses are 
excluded. The budget submission includes an increase of 10.5 percent 
per scholarship recipient from FY 1994 to FY 1995. The alternative 
reduces this increase to reflect the OMB medical, inflationary 
allowance of 4.9 percent, reducing the $77.9 million requested in 
FY 1995 by $4.0 million. The outyears have been adjusted 
accordingly. 

NEW BUDGET STRUCTURE FOR THE DEFENSE HEALTH PROGRAM: The alternative 
also establishes a new budget subactivity group structure for the 
Defense Health Program. This new structure will be used by Health 
Affairs in preparing the FY 1995 congressional justification material 
and subsequent budget submissions. These subactivities are not to be 
considered as 0-1 budget subdivisions. 
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New Bud~et Structure: 

Operation and Maintenance - Subactivities 
Direct Patient Care 
Standard CHAMPUS Benefits 
Managed Care and other Contractual Support 
Care in Non-Defense Facilities 
Education and Training 
Patient Care Support 
Base Operations/Communications 

TECHNICAL ADJUSTMENTS: Health Affairs has coordinated the following 
adjustments to the DHP with the Services. The net effect of these 
transfers and a brief description of the reason for the technical 
adjustment follow. (These adjustments do not reflect end strength 
adjustments related to these transfers. The Services are directed to 
make the.appropriate shifts between DHP and non-DHP end strength to 
effect these transfers except as noted in the following.):- . 
Navy/DHP: (TOA Dollars in Millions) 

OEM, Navy 
OEM, DHP 

w This transfer realigns funds between the Defense Health Program and 
the Navy for postal payment decentralization, public works center 
management, audio-visual support decentralization, branch medical 
clinic Yorktown base operations support, non-medical collateral 
equipment, environmental compliance projects, shipboard medical 
expense equipment, MMART block - support, dnd medical department, 
Chinhae, Korea. 

Marine Corps/DHP (TOA Dollars in Millions) 

OGM, Marine Corps 
OGM, DHP 

This net transfer realigns funds for Naval Hospital Camp Pendleton 
fire protection, 

Air ~orce/DHP 

OGM, Air Force 
OEM, DHP 

(TOA Dollars in Millions) 
FY95 FY96 FY97 FY98 F Y 9 9  
+5.2 +5.3 +5.4 +5.5 +5.6 

This net transfer realigns funds for the following functions: 
civilian authorizations transfer from Lowry AFB to Fitzsimmons Army 
Medical Center (transfer of 8 civilian end strength from Air Force to 
Army), Air Force base level printing services, and bioenvironmental 
engineering (environmental compliance). 
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ALIGNMENT RECOMMENDED IN THE ALTERNATIVE 

After repricing and reducing the projected FY 1995 CHAMPUS 
requirement, the alternative recommends a realignment of resources to 
fully fund CHAMPUS requirements with a portion of an unsubstantiated 
program increase for direct patient care. Health Affirs is directed 
to realign and reprice both FY 1994 and FY 1995 to comply with 

. BLS/OMB inflation indices and to manage the resources to remain 
within the total provided. For future budget submissions, Health 
Affairs is directed not to align resources so as to create the 
perception of shortages in specific programs while providing large 
programmatic increases to other activities. 

SUMMARY OF ADJUSTMENTS: 

Alternative Estimate: 
(TOA, Dollars in ~illions) 
FY 1994 FY 1995 . -. 

Defense Health Program (DHPZ: 
Congres-si-onal act ion: 
OEM +271.9 
Procurement +.9 

Supplemental Medical Care * - Yedical Examining Activities 

Health Professions Scholarship 

Net Total, Alternative .... 

Technical Adjustments/Transfers: 

OGM, Navy 
OEM, DHP 

OEM, Marine Corps 
OGM, DHP - . 

- .  . .- 

OGM, Air Force 
OGM, DHP 

Subtotal, Technical Transfers 

Net Adiustments by Appropriation: 

DHP, O I M  

DHP, Procurement 

w O e M ,  Navy 
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OGM, Marine Corps - -.2 

OGM, Air Force - - +5.2 - 
Total, Alternative +272.8 -26.3 

Civilian End Strength (Technical Adjustment1 
(USDH) ..- . .. 

Air Force 
Army - + 8  

*FY 1995 cost of FY 1994 congressional action of $303.7 million to be 
provided within the fY 1995 baseline for direct patient care. 

OUTYEAR IMPACT: 

Service Estimate 

(TOA, ~ollars- in Millions) 
FY 1996 FY 1997 FY 1998 FY 1999 
9,782.7 9,933.2 10,149.5 10,611.4 

Alternative Estimate -27.6 -28.9 -30.4 -31.8 

Technical ~diustments/Transfers: 
OGM, Navy -4.5 -3.6 . -3.7 
OGM, DHP +4.5 +3.6 +3.7 w 
OGM, Marine Corps -02 -.2 -.2 

- OGM, DHP +. 2 +.2 +. 2 

OGM, Air Force 
OEM, DHP /-. 

Subtotal, Technical Adjustments - - 
Net Adjustments by Appropriation: . . 

. - 
DHP, OGM -28.2 -30.5 

-. 

OEM, Navy -4.5 -3.6 
- 

OGM, Marine Corps -02 -.2 

OEM, Air Force - +5.3 - +5.4 

Total, Alternative - -27.6 -28.9 

Civilian End Strength 
(USDH) 

Air Force - 
Army 

Ul 
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SUBJECT: Uniformed Services University of the Health Sciences 
w DOD COMPONENTS: Army, Navy, Air Force, OSD 

ISSUE: Should the Department acc,elerate the phase-out of USUHS? 
Service Estimate FY 1994 ' FY 1995 
TOA $ Millions 79.8 80.9 
Civilian End Strength 
Active Military End Strength 

Alternative ~stimate 
TOA $ Millions 
civilian End Strength 
Active Military End Strength 

SUMMARY OF EVALUATION: The Vice President's National Performance 
Review (NPR) proposed that the Department close the Uniformed 
Services University of the Health Sciences (USUHS). The NPR and 
accompanying supporting documents forwarded to the Congress from 
the Administration cite $350 million in FY 1995-FY 1999 savings to 
be achieved from the phased closure. 

The Defense Health Program (DHP) budget submission reflects the 
phased-closure of USUHS with the last class to enter in the summer 
of FY 1994 and achieves net savings of $50.4 million from FY 1995- 
FY 1999. 

Based on the NPR the alternative recommends that the Assistant 
Secretary of Defense (Health Affairs) accelerate the phaseodt of 
USUHS. The alternative reflects: 

cancellation of plans to select a new FY 1994 freshman 
class; 

no augmentation of the Health Professions Scholarship 
Program (HPSP) to offset the reduction in USUHS students 
(except for 20 students who have been given letters of 
acceptance from USUHS); and, 

elimination of military and civilian end strength and costs 
as the closure is accomplished. 

ALTERNATIVE ESTIMATE: Reduce the DHP by $10.5 million in FY 1995 
and an additional $214.9 million in FYs 1996-1999 incident to the 
acceleration of the closure of USUHS. The ASD (Health Affairs) 
should provide the Deputy Secretary of Defense a plan to accomplish 
the accelerated closure of USUHS no later than December 31, 1993. 

THE DEPUTY SECRETARY APPROVED ALTERNATIVE EXCEPT THE HPSP IS 
AUGMENTED BY 624 SCHOLARSHIPS AND $67.3  MILLION (PY' 9 5 - 9 9 ) .  
ASD(HA) IS DIRECTED TO TAKE ACTIONS NECESSARY TO MATRICULATE 
SECOND YEAR MEDICAL STUDENTS AT USUHS IN ORDER TO BE IN 
COMPLIANCE WITH TITLE 1 0 ,  SECTION 2112 IN THE EVENT LEGISLATIVE 
RELIEF IS NOT APPROVED. 

DECISION Date 12130193  
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DETAIL OF EVALUATION: 

In 1972, the Congress enacted the Uniformed Services Health 
Professions Revitalization Act which established the Uniformed 
Services University of the Health\Sciences (USUHS), a medical school 
operated by the Department of Defense to train physicians committed 
to long term military careers. In creating the University, the 
Congress hoped to alleviate difficulties experienced by the Military 
Departments in sustaining a medical corps large enough to support DoD 
health care needs. 

Since the University was created, it has been the subject of much 
debate because of its relatively high cost to the Department. USUHS 
produces slightly less than 10 percent of the Services' physician 
accessions at a cost much higher than other programs to recruit and 
retain physicians. Based on figures from 1991, USUHS is the most 
expensive source of physicians at $562 thousand per person. Military 
physicians who are trained under the Health Professions Scholarship 
Program (HPSP) cost the Department an average of $111 thous-and, and 
other sources of physician accessions such as the Financial 
Assistance Program and volunteers range in cost from $14 to $55 
thousand each. 

In recognition of the costly nature of the physician accessions 
produced by USUHS, the National Performance Review (NPR) recommended 
closing the facility and relying on the scholarship program and 
volunteers to meet DoD requirements for physicians. Supporting 
justification materials and legislative proposals submitted to the 
Congress in connection with the National Performance Review described 
total savings to the Defense Budget of $350 million from FY 1995- 
FY 1999. 

The FY 1995 Defense Health Program budget submission reflected the 
proposed closure of USUHS, but achieves net savings of only $50.4 
million from FY 1995-FY 1999. The Office of Management and Budget 
contends, and the Department agrees that the savings to be achieved 
in the FY 1995 President's Budget from closing the University should 
be approximately $350 million from FY 1995-FY 1999. Based on data 
reflected in FY 1995 budget submission, the alternative reduces the 
Defense Health Program budget by an additional $225.4 million from 
FY 1995-FY 1999, for direct savings to the Department totaling $275.8 
million. 

The additional savings in the alternative are achieved in part by 
accelerating plans for USUHS closure by one year, with no new class 
to be accepted for entry in FY 1994. This assumption conflicts with 
the Defense Planning Guidance statement that the last class to enter 
the program as first year students will be in the summer of 1994. 
However, the Administration has decided to close the University. Any 
move to prolong this closure process - -  such as proceeding with the 
application and selection process for a new class in 1994 - -  detracts 
from what should be a concerted effort to effect this closure 
consistent with the Vice President's plan. To continue with the 
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selection process in the summer of 1994 jeopardizes-the Departmentts 
ability to achieve the savings projected by the Natlonal Performance 
Review and commits the Department to supporting yet another class of 
medical students through this comparatively expensive accession 
source. I 

Instead, the Department should demonstrate its support for the 
Administration's position by immediately developing a reason.able and 
detailed plan for the planned closure. As a minimum, this plan 
should include details on: 

- - the disposition of University assets (computers, vehicles, 
medical equipment, research facilities, and laboratory animals); 

- - a phase out of the University's hosthenant agreement with the 
National Naval Medical Center; 

- - the proposed use and/or transfer of the University facilities 
with related reimbursement/savings estimates; 

- - any plans for transferring students to private sector medical 
schools in the event the drawdown precludes the school from 
maintaining its accreditation until the final student is 
graduated; 

- - plans for effecting.the drarjdown of military and civilian staff; 
and, 

- - plans for smoothly phasing out ongoing programs (to include 
research grants and cooperative agreements) or transitioning them 
to other sources of support. 

The Assistant Secretary of Defense, Health Affairs should develop and 
coordinate such a phase-out plan within the Department before 
providing it to the Congress as part of the FY 1995 President's 
Budget. This plan should be provided to the Deputy Secretary  of 
Defense no later than December 31,' 1993. 

The alternative also assumes that the decrease in USUHS students and 
military and civilian staff will not be offset by increases to the 
Health Professions Scholarship Program and the Military Departmentsf 
medical end strength levels. The decrease in medical infrastructure 
and physician requirements as a result of the force drawdown argues 
against the need to continue to maintain medical accessions at 
current levels. An exception will be made for.+.the 20 applicants who 
have already been given letters of acceptance for the freshman class 
scheduled to enter USUHS in FY 1994. The HPSP program has been 
increased by the approximately $.5 million annually required to be 
able to offer these individuals scholarships as an alternative to 
attending USUHS. 

The alternative eliminates all direct RDTEE funding for In-house 
Laboratory Independent Research at USUHS and phases out the related 
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RDTEE civilian end strength. The plan to be developed by the ASD(HA) 

(I for USUHS closure should reflect input from Under Secretary of 
Defense (Acquisition) to ensure that this arrangement is viable. 

The staff-ing and program resource7 associated with the,Armed Forces 
Radiobiology Research Institute (AFRRI) are addressed in PBD 202 - 
Technology Base. 

The service estimate and the alternative .do not reflect an indirect 
savings in military construction requirements that result from the 
USUHS closure. The budget submission for the defense medical 
construction program reflects the decision to.not pursue'plans to 
construct a $150 million new facility for the Armed Forces Institute 
of Pathology on the Walter Reed Army Medical Center complex. 
Instead, the Pathology Institute will be relocated on the USUHS 
campus once these facilities are vacated. The military constructjon 
requirement of $72 million for rehabilitation of the USUHS facilities 
is less than half the cost of the new construction, resulting in 
indirect savings of $78 million. When this indirect savings in 
military construction costs is added to the $50.4 million in savings 
reflected in the DHP budget submission and the $225.4 million in 
additional savings in the alternative, total savings ($353.8 million) 
from the closure of USUHS exceeds the $350 million cited by the 
National Performance Review. 

S W Y  OF ADJUSTMENTS: . 

0, 

Alternative Estimate 

(Dollars in Millions) 
FY 1994 FY 1995 

RDTEE, Defensewide - -3.3 
OEM, Defense Health Program - -1.0 
Military Personnel, Army - -2.4 
Military Personnel, Navy - -2.0 
Military Personnel, Air Force - - -1.8 

Total - -10.5 

Army 
Officers 

Navy 
Officers 

Air Force 
Officers 

Defense Health Program 

End Strennth 

- -60 

Civilian, USDH - 
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RDT&E, Def ensewide 

Civilian, USDH 
Civilian, FNDH 

OUTYEAR IMPACT: 

(TOA, Dollars in Millions) 
FY 1996 FY 1997 FY 1998 . FY 1999 

83.6 74.5 67.4 61.6 Service Estimate 

Alternative Estimate: -36.4 -50.2 -66.7 -61.6 

RDTGE, Defensewide -3.3 -2.4 -2.4 -2.5 
OEM, Defense Health Program -16.5 -21.2 -26.4 -20.3 
Military Personnel, Army -6.8 -11.1 -14.9 -15.3. 
Military Personnel, Navy -5.1 -8.0 -11.9 . -12.1 
Military Personnel, Air Force - -4.7 - -7.5 -11.1 -11.4 

Total -36.4 -50.2 -66.7 -61.6 

End Strength 
Army 
Officers - -139 -218 . -287 -287 
Enlisted -15 -22 -29 -29 w' (Students) (-120) (-180) . (-240) (-240) 

Navy 
Officers 
Enlisted 
(Students) 

Air Force 
Officers 
Enlisted 
(Students) 

Total, End Strength 
(Students) 

Defense Health Program 
Civilian USDH 

RDT&E, Defensewide 
Civilian, USDH 
Civilian, FNDH 
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SUBJECT: Military Construction, Defensewide 

DOD COMPONENTS: Defense Medical Facilities Office (DMFO), US 
Special Operations Command (USSOCOM), Defense Logistics Agency 
(DLA) ,' Defense Resources Management Institute (DRMI) 

ISSUE: Should the Defensewide military construction program be 
adjusted- based on reduced or uncertain requirements, phased funding 
of hospital projects, alternative financing;:and pricing 
adjustments? - 

Service Estimate 
Alternative No. 1 
Alternative No. 2 

(TOA, :.Dollars in Millions) 
FY 1994 . FY 1995 
1,013.5 739.5 

SUMMARY OF EVALUATION: The Defensewide Military-Construction 
program supports all of the Military Construction requirements of 
the Defense Agencies to include U.S. Special Operations Command and 
the DMFO., The request generally represents a reasonable approach 
to satisfy their facility requirements with the exceptions noted 
below. 

Alternative Nos. 1 and 2: 
Adjusts a classified project 
based on reduced program 
manager's requirements. 

De.letes the Defense Resource Management 
Institute (DRMI) project due 
to a lack of justification. 

Adjusts 3 medical projects 
based on the ability to 
award contracts. 

Finances 1 medical project from 
available FY 1994 resources. .. . -25.0 

Reprices 9projects. -5.8 

Alternative No. 1: 
Phases funding for Portsmouth 
Hospital project based on the ability 
to award contracts. 

Alternative No. 2: 
Defers funding to FY 1996 for Portsmouth 
project based on audit recommendations. 

ALTERNATIVE ESTIMATE: Alternative No. 1 approves TOA of $518.8 
million for FY 1995. Alternative No. 2 approves TOA of $398.8 
million for FY 1995. 

THE DEPUTY SECRETARY APPROVED ALTERNATIVE 

DECISION NO- 1 EXCEPT FOR WRAIR ($-50.0 MILLION). Date 12/13/93 
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DETAIL OF EVALUATION: 

CLASSIFIED P R O J E C T S  
(TOA, $ in Millions) 
FY 1994 FY 1995 

Defense Level Agencies Classified Construction - -191.0 

The FY 1995 budget. requests $191.0 million for cla~sified!.projects in 
FY 1995. The classified project manager has determined that these 
funds are not required for FY 1995. Both alternatives reduce the 
request' accordingly, 

UNCERTAINTY OF REQUIREMENTS 

Defense Resources Admin Facility 
Management Institute 

The FY 1995 budget requests $20.0 million for construction of an 
admin facility for the Defense Resources Management Institute in 
Monterey, CA. However, the requirement for this project cannot be 
validated because no budget justification material or other 
supporting documentation has been provided. Both alternatives reduce 
funding associated with this project. 

ALTERNATIVE FINANCING 

Fort Sam Houston, TX Hospital Replacement 
Phase VIII 

Defense Medical Facilities Office (DMFO) requested $25.0 million in 
FY 1995 for the final phase of csnstruction of a Hospital Replacement 
project at Fort Sam Houston, TX. However, DMFO indicated that the 
funding requested in FY 1995 could actually be awarded during 
FY 1994, and if these funds are not provided in FY 1994, the agency 
would incur penalties totaling $15.0 million. They propose using 
$18.0 million which was appropriated for a project at March AFB, CA 
that has been canceled as a result of base closure and realignment 
actions, and an additional $7.0 million from various other 
savings/cancel1ations of Defense Level programs has been identified 
for reprogramming to fund this requirement. Therefore, the $25 .0  
million requested in FY 1995 for the Fort Sam Houston project is no 
longer required. Both alternatives reduce the request accordingly. 

PHASED FUNDING 

Elmendorf AFB, AK Hospital Replacement 
Phase I11 

DMFO requested $98.0 million in FY 1995 to provide full funding for 
construction of the final phase of a new hospital at Elmendorf .AFB, 
AK. The DMFO has indicated that they c a n  only obligate $ 6 6 . 0  million 
for Elmendorf  during FY 1995. During the review of FY 1994 hospital 
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construction funding, congressional committees indicated their 
support for phased funding of hospital projects based on the amount 
that could be awarded during the budget. year and reduced funding 
accordingly. In addition, OMB has granted an exception to their 
Circular A-11 full-funding requirement for this project. Therefore, 
both alternatives reduce FY 1995 by $32.0 million for the Elmendorf 
project to provide only the amount that can be obligated during 
FY 1995.. 

(TOA, $ in Millions) 
FY 1994 FY 1995 

Forest Glen, MD Walter Reed Army 
Institute of Research 

In FY 1993, construction of the Walter Reed Army Institute of 
Research (WRAIR) was authorized by Congress for $147.3 million, and 
$13.3 million was appropriated for construction of Phase I. In 
FY 1994, the Department requested $48.1 million for Phase I1  
construction but only $15.0 million was appropriated. However, the 
appropriations committee conferees included report language 
reiterating their support for the project and directed that an award 
be made for a new WRAIR not later than December 25, 1993. The 
Department was also directed to include the next increment of funding 
in the FY 1995 budget and the balance, if required, in subsequent 
budgets. DMFO did not include funding for WRAIR in their FY 1995 
budget, instead they fully funded Portsmouth, Elmendorf and Fort Sam 
Houston in accordance with OMB direction for full funding of these 
facilities. However, this method of financing puts resources st risk 
based on congressional action in FY 1994. Therefore, Alternative 
No. 1 proposes to phase fund the hospitals thereby freeing resources 
to fund WRAIR consistent with funds that can be obligated in FY 1995. 

Fort Bragg, NC Hospital Replacement 
Phase I1 

Construction of a replacement hospital at Fort Bragg, NC, was 
authorized in FY 1993 for $250.0 million, and $10.0 was appropriated. 
In FY 1994, $195.0 million was requested for the final phases of 
construction, however, only $35.0 million was appropriated. Although 
$75.0 million could be obligated for the project in FY 1995, 
insufficient funds were available for the project as a result of the 
full funding policy. If the funds are not provided in FY 1995, 
project delays will occur. Accordingly, both alternatives provide 
$75.0 million for the Fort Bragg Hospital Replacement consistent with 
the amount that can be obligated. 
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(TOA, $ in Millions) 
FY 1994 FY 1995 

Eglin Aux Field, FL Various Projects - -3.3 

The Tri-Service Committee on Cost Engineering has compiled a list of 
area cost factors and unit cost data for use in preparing and 
reviewing military construction budgets. This data indicates an area 
construction cost index of .73 for Eglin AFB, FL. SOCOM's FY 1995 
budget request includes $27.7 million associated with seven military 
construction projects at Eglin Aux Field 9, FL. According to the ' 

budget justification material, the estimates for these projects were 
developed using an area construction cost index of .83 rather than 
the approved index of .73. As a result, SOCOM's estimate has been 
overpriced by $3.3 million. Both alternatives reduce the request 
accordingly. 

Fort Bragg, NC SOF Group Operations Complex - -1.5 

SOCOM requested $20.0 million for construction of a SOF Group 
Operations Complex. Applying the DoD pricing and area cost factor 

B uidelines indicate that the cost for this facility should be 18.5 million or $1.5 million less than the SOCOM request. The 
higher construction costs requested by SOCOM are not supported by the 

w justification material provided. Accordingly, both alternatives 
reprice this project consistent with DoD guidelines. 

The justification material does indicate that the project includes a 
high support to primary facility cost ratio as a result of long 
utility runs commonly associated with the construction of facilities 
on sites where little or no infrastructure exists. Neither 
alternative makes any adjustment to these costs. 

Naval Station, Guam SOF-Naval Special Warfare - -1.0 
Operations Facility 

SOCOM requested $9.5 million for a SOF Group Operations Complex. 
Applying the DoD pricing and area cost factor guidelines indicate 
that the cost for this facility should be $8.5 million or $1.0 
million less than the SOCOM request. The higher construction costs 
requested by SOCOM are not supported in the justification material 
provided. Accordingly, both alternatives reprice this project 
consistent with DoD guidelines,. 

PORTSMOUTH NAVAL MEDICAL CENTER 

Alternative No. 1 
Alternative No. 2 

il 
DMFO requested $191.9 million in FY 1995 to construct the final phase 
of a hospital at Portsmouth, V A .  DMFO has indicated that t h e \ -  can 
only obligate $120.0 million for Portsmouth during FY 1995. 6\18 has 
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granted an exception to their Circular A - 1 1  full-funding requirement 

w for this project, and Congress has indicated their support for phased 
funding. However, the DoD IG recently completed an audit that 
recommended reducing the scope of the project and reducing the number 
of planned beds by 152. However, both the Navy and the ASD(HA) 
contend the size of the facility should not be res-coped on the basis 
that it may need to expand in the future. The DoD IG maintains that 
the currently planned scope of the project was not justified and that 
descoping the project and renovating existing facilities to meet 
essential needs could result in savings of $49.9 million 
(construction cost savings of $58.2 million less $8.3 million in 
redesign costs). Descoping and redesigning the Portsmouth project 
would result in a delay of approximately 18 months; therefore, DFMO 
would not be able to award the $191.9 million requested during 
FY 1995. DMFO already has been provided $104.5 million to commence 
construction of the project and has an unobligated balance of $41.1 
million that is sufficient to cover the redesign costs. Alternative 
No. 1 reduces this project by $71.9 million in FY 1995 to provide 
only the amount that can be obligated during FY 1995, while 
Alternative No. 2 defers the project to FY 1996 pending resolution of 
the audit recommendations. 

SUMMARY OF ADJUSTMENTS : 

Alternative No. 1: m SOCOM 
DMFO 
Defense-Level 

Classified Programs 
DRMI 

Total 

Alternative No. 2: 
SOCOM 
D I G 0  
Defense-Level 

Classified Programs 
DRMI 

Total 

(TOA, Dollars in Millions) 
FY 1994 FY 1995 
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OUTYEAR IMPACT: 
ilr 

Alternative No. 1: 
DMFO . 

(TOA, Dollars i n  Mi l l ions)  
FY 1996 FYFY 1999 

F t  ~ r a g g  Hospital  +65.0 +20.0 -160.0 - 
Elmendorf Hospital  Phase IV +32.0 - - - 
Portsmouth Phase VII +47.9 +24.0 - - 
WRAIR +SO.O +19.0 : . - - - 

Total  +194.9 +63.0 -160.0 - 
Alternat ive  No. 2: 

DMFO 
F t  Bragg Hospital  +65.0 +20.0 -160.0 - 
Elmendorf Hospital  Phase IV +32.0 - - - 
Portsmouth Hospital  +191.9 - - - 
WRAIR +SO. 0 +19.0 - - - 

Total  +338.9 +39.0 -160.0 - 
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MCDA 01' 777 Elmendorf AFB, AK 
. Hospital Replacement 

Phase I11 

. . . . . .  . . . . . .  . .,.-. . . .  . I_ .-.. 

. MCDA. Monterey, CA 
Defense Resource Mgmt Institute 
Admin Facility 

. .  * -- 
Alternative 

1 
CONSTR'UCTION APPENDIX ' 

($-in Thousands) 
, . . . . 

MCDA 

NUMBER 
377 

. . . .  

Eglin Aux Field, FL 
SOF Aircraft Parking 
SOF Add to and Alter Simulator 
SOF Aquatic Training Facility! - 
SOF Armament System Maintenance Trainer 
SOF MC-130 Nose Dock/AMU 
SOF Benson Tank Storage Facility 
SOF Dormitory 

MCDA 

- 

Naval Station, Guam 
SOF-Naval Special Warfare 
Operations Facility 

, B ~ ~ : ~  
!ACT 

,, .. - 

... t ,  

APPN 
. 

Forest Glen, MD 
Walter Reed Army Institute of Research 

.. - ..:.. 

MCDA 

-' 

'FAC' 
"'ACT 

.. :. 
. 199s 

- -  

Fort Bragg, NC 
Hospi t a1 Replacement 
SOF Group Operations Complex 

MCDA 

*.  . 
. -. : .- 

Fort Sam Houston, TX 
Hospital Replacement 
Phase VIII 

MCDA 

MCDA 

-.. ~ i ~ & i . $ ~ ~  
/ A  2 c 

Portsmouth, VA 
Hospital Replacement 
Phase VI 

Fiscal year -;' 
1994 '. ' 

. . .  

LOCATION AND PROJECT 
. .  " . , . \  . .  , .. . . . . . . . .  . . .  

Various Locations 
Classified Construction 

Fiscal Year 
1993 
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MCDA 01 777 Elmendorf AFB, AK - 3@=:00 
. Hospital Replacement . 

Phase I11 

I I 

MCDA 
t .  

MCDA 

- - -  

~ l t e r r i i ~ i ~ ~  t 
.- 

2 

. - - -. 
, CONSTRUCTION APPENDIX 

($ in Thousands) 

Monterey, CA 
Defense Res.ource Mgmt Institute 
Admin Facility 

r ,  

NUMBER 
377 

-APPN 

Eglin Aux Field, FL 
SOF Aircraft Parking 
SOF Add to and Alter Simulator 
SOF Aquatic Training Facility 
SOF Armament System Maintenance Trainer 
SOF MC-130 Nose Dock/AKU 
SOF Benson Tank Storage Facility 
SOF Dormitory 

. .. . - .  - .. - I -  - --,-_- 

.*a- L 

Fisql Xea.4- .: 
1994 -. 

\ -.. 

MCDA 

- --. -.--- 

- i4"s 
- - 

Naval Station, Guam 
SOF-Naval Special Warfare 
Operations F~cility 

Fiscal Year 
1993 

r "' 

BUD 
ACT 

MCDA 

Forest Glen, MD 
Walter Reed Army Institute'of Research 

FAC 
ACT 

Fort Bragg, NC 
Hospital Replacement 
SOF Group Operations Complex 

- 
LOCATION AND PROJECT . - -. 

MCDA Fort Sam Houston, TX 
Hospital Replacement 
Phase VIII 

MCDA Portsmouth, VA 
Hospital Replacement 
Phase VI 

MCDA Various Locations 
Classified Construction 
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MINUTES OF THE 
MILITARY TREATMENT FACILITIES 

AND GRADUATE MEDICAL EDUCATION 
BRAC 95 JOINT CROSS SERVICE GROUP 

MEETING OF FEBRUARY 10, 1994 

The third meeting of the Military Treatment Facilities and 
Graduate Medical Education (MTF/GME) BRAC 95 Joint Cross Service 
Group convened at 1230 hrs on February 10, 1994. The meeting was 
chaired by Dr. Edward D. Martin, Acting Assistant Secretary of 
Defense, Health Affairs. 

After calling the meeting to order the Chairman asked each of 
the members to review the minutes from the previous meeting (a 
copy of the minutes was passed around the table). 

The first item on the agenda was a "Rightsizing" briefing 
presented by the Air Force. The briefing described a review of 
small hospitals previously undertaken by the Air Force. Lessons 
learned from the Air Force review included: civilian or other 
providers must be able and willing to absorb the workload, 
competition among civilian providers/Non Availability Statements 
control is required to contain costs and, communication between 
the MTFs and the public must take place. 

The next item was a discussion of the proposed General 
Analytical Approach to be used during the BRAC 95 process. An OSD 
Health Affairs representative presented a graphic portrayal of the 
analysis process. The Chairman then explained the process for 
resolution of any differences between the recommendations of the 
Services and the MTF/GME Group. After minimal discussion the 
group accepted the proposed General Analytical Approach. 

Next on the agenda was the determination of the categories 
for BRAC 95 st~dy. The group agreed that the three categories 
under which the medical facilities will be placed f o r  study are: 

o GME centers (In-patient care and Out-patient care 
and two or more graduate medical programs) 

o Hospitals (In-patient care and Out-patient care) 

o Stand-alone Clinics (Out-patient care; 

The final item on the agenda was a discussion of   he military 
service's comments on the screening criteria distributed during 
the first meeting of the MTF/GME Group. Each of the criterion and 
associated comments were discussed by the group. Following this, 
an organization of the Measures of Merit (MOMs) was presented for 
tne group's consideration. Each of the MOMs and tile key issues 
raised follow: 

o Population 
- Should be weighted 
- Need to rethink the 40 mile catchment area 
- MOMS for both active duty and dependents 



o Facility Condition 
- May need new data call 
- Do not limit to code <80 -- get all codes 

o Access 
- Drop "number of non-DoD hospitals is >4" -- just 

ask "how many" and what types of services 
available 

o Cost Effectiveness 
- Must be aware of unique active duty/military 

issues 
- Tri-Care Executive Committee working uniform 

cost measures 

A suggestion was made that the criteria should include 
"utilization" measures, e.g., the number of times per year 
eligible beneficiaries use the emergency room. There was-some 
question as to whether this data could be gathered within the time 
available. Another suggestion was the use of bed days per 1,000 
category I beneficiaries. The discussion ended with no 
conclusions being made. 

The meeting adjourned at 1435 hrs. The next meeting is 
scheduled for February 17, 1994 at 1400 hrs. 

Approved 
Edward D. Martin, MD 
Acting ASD (HA) 

Attachments 



BRAC 95 
JOINT CROSS SERVICE GROUP 

FOR MILITARY TREATMENT FACILITIES AND 
GRADUATE MEDICAL EDUCATION 

NAME PHONE# ATTENDING 10 Feb 94 

Dr. Martin 703-697-21 14 X 
Dr. Joseph 703-697-2144 X 

CHAIR (AASD(HA) 
ASD(HA) (Designate) 

RADM Koenig 703-697-8973 X TEAM LEADER 

BG Zajtchuk 703-756-5680 X ARMY 

CAPT Golembieski 
CDR Dilorenzo 

NAVY 
NAVY 

AIR FORCE 
AIR FORCE 

MG Buethe 
BG Hoffman 

COL Moore JCS 

Mr. Monteleone 

X 

Ms. St. Clair 

Ms. Hiller 

OASD (P&R) 

COMPT 

Mr. Dickens 

ODASD (BRACIES) Mr. Miglionico 

DOD IG Mr. Tomlin 

ODASD (HA) 

ODASD (HA) 

Mr. Maddy 

Dr. Mazzuchi 



OASD (HA) 
OASD (HA) 
OASD (HA) 
OASD (HA) 
OASD (HA) 
OASD (HA) 

ARMY 
ARMY 
ARMY 
ARMY 
ARMY 
ARMY 
ARMY 

NAVY 
NAVY 

AIR FORCE 
AIR FORCE 
AIR FORCE 
AIR FORCE 

LMI 
LMI 

JS 
COMP 

OTHER ATTENDEES 

NAME PHONE # 

Ms. Watson 703-697-8973 
Ms. Giese 7036144705 
Col Gamer 703-614-4705 
CDR Bally 703-6 14-4705 
LTC Ponatoski 703-6 14-4705 
LTC McClinton 703-6 14-4705 

COL Barton 
COL Wilcox 
LTC Powell 
LTC McGaha 
MAJ Dudevoir 
MAJ Parker 
COL Lyons 

CAPT Buzzell 
Ms. Davis 

LtCol Silvemail 
LtCol Bannick 
Maj Costa 
Maj Pantaleo 

Mr. Neve 301-320-7287 
MS. Dahut 301-320-7408 

LtCol Ferguson 703-697-442 1 
Ms. Kopperman 703-697-45 17 

ATTENDING 10 Feb 94 



BRAC 95 JOINT CROSS SERVICE GROUP 
FOR MILITARY TREATMENT FACILITIES AND 

GRADUATE MEDICAL EDUCATION 

FEBRUARY 10,1994 
Room 5D400,12:30 pm 

Reviewlapprove minutes from previous meeting 

Air Force "Rightsizing" Brief 

Discuss General Analytical Approach 

ReviewlDiscuss Study Categories 

ReviewIDiscuss Service Comments to 
January 1994 Hospital Screening Criteria 
used in previous analyses 

Actions for next meeting 

Administrative Issues 

NEXT MEETING FEBRUARY 17,2:00pm 
ROOM 5D400 

Adjournment 

Dr. Martin 

Maj Pantaleo 

LTC Ponatoski 

LTC Ponatoski 

RADM Koenig 

Dr. Martin 

Dr. Martin 



HQ USAF OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING 

1992 OASD(HA) EXPRESSED CONCERN - EFFICIENCY SMALL 
HOSPITALS 

USAF REVIEWED 34 CONUS HOSPITALS TO DETERMINE 
EFFICIENCY AND EVALUATE ALTERNATIVES 

BUILT ON PREVIOUS ANALYSIS OF SMALL HOSPITALS 
"BLUE RIBBON PANEL" 
VECTOR STUDY "PRELIMINARY STUDY ON COST 
EFFECTIVENESS OF SMALL MILITARY HOSPITALS" . PRIVATE SECTOR INFORMATION 



HQ USAF OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING 
I 

I ' 
I t  

1 I 

I 

! 
I 

I 

USED HISTORICAL CRITERIA FOR INITIAL REVIEW 
AVAILABILITY OF OTHER SOURCES CARE (CIVIMIL) 
WORKLOAD 
CHAMPUSIDIRECT CARE COSTS 
50 MOST COMMON MTFICHAMPUS ADMISSIONS 
MEPRS COST PER DISPOSITIONS 
READINESS TASKINGS 
FACILITY CONDITION AND MILCON REQUIREMENTS 
CASE MIX INDEX , 

I 

I 
I 

i 



HQ USAF OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING I 

I 

CRITERIA REVIEW ONLY AN INDICATOR OF NEED FOR ADDITIONAL 
STUDY 

LOCAL AREA ANALYSIS REQUIRED 
MUST UNDERSTAND EFFECT ON MHSS 

DETERMINE EFFECT AND REACTIONOF BENEFICIARIES 
REMAINING IN THE AREA (MATHERICHARLESTONMIALSON) 

1 

I 

/ I  

I 
I 
I 
I 



HQ USAF OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING 

REPLACING HOSPITAL WITH AN AMBULATORY HEALTH CARE 
CENTER MAY REDUCE EXPENSES WITHOUT SIGNIFICANT 
NEGATIVE IMPACT ON PATIENTS: 

SOME INVESTMENT REQUIRED: 
INCREASED CHAMPUS 
PCS 
FACILITY MODIFICATION (AMB. SURG) 

COST OFFSETS 
REDUCED INPATIENT O&M 
RECAPTURE OF CHAMPUS AND CONTRACTS AT OTHER LOCATIONS 
POTENTIAL PERSONNEL REDUCTION 

ONE TIME MCP COST AVOIDANCE POSSIBLE 



HQ USAF OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING 

RESULTS OF CRITERIA REVIEW: 
l l SITE VISITS TO 13 LOCATIONS 

RECOMMENDATIONS OF STUDY AND ANALYSIS: 

MEDICALLY REMOTE LOCATIONS (LOCAL AREA EFFECT) 
ELLSWORTH 

l SEYMOUR-JOHNSON 
l F.E. WARREN 

NO SIGNIFICANT COST SAVINGS (SYSTEM WIDE EFFECT) 
TINKER 

a m  MOODY I 
I 

FAIRCHILD 1 
i I 

MACDILL I 
I 

I 

I 



v 

HQ USAF rn OFFICE OF THE SURGEON GENERAL 

RIGHT SIZING 

USAF CANDIDATES FOR POSSIBLE RESTRUCTURING 
TO AMBULATORY HEALTH CARE CENTERS: 

PATRICK I 

GRlFFlSS 
LITTLE ROCK I 

I 

ROBINS 
BEALE I 

REESE 
I 

, , 
I , 

I 

I 

I 

A 



HQ USAF OFFICE OF THE SURGEON GENERAL 
4 

RIGHT SIZING 
REESE TEST (LESSONS LEARNED) 

CONGRESSIONALILINE SUPPORT VITAL 

OTHER PROVIDERS MUST BE ABLE AND 
WILLING TO ABSORB WORKLOAD 

COMPETITION AMONG CIVILIAN PROVIDERSINAS 
CONTROL REQUIRED TO CONTAIN COSTS (MALMSTROM) 

COMMUNICATION BETWEEN MTF AND PUBLIC 
MUST OCCUR 

I 
1 

I 

I 

I I 
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GENERAL ANALYTICAL APPROACH 

-Analyze cross Service trade-offs Iterative 
-Develop Alternatives (I ..n) 

Services evaluates 
JG alternatives 

JG submits final Services make 
report to Steering and BRAC recommendations 
Joint Review Group A to SECDEF 





BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Define Roles for Joint Group and Service 
(Group consensus Y3/94) 

* Joint Group will develop 
- Analysis assumptions 
- Categories for study and their definitions 
- General analytical approach and methodology 
- Internal Control Plan 
- Data definitions and measures of merit 

- Relative weights for measures of merit 
- Prepare alternative options, as appropriate, based on review of 

the Services' analyses 

Services will 
- Collect and analyze data 
- Present findings to Joint Cross Service Group 
- Evaluate alternative options recommended by Joint Cross- 



BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

w General Administrative & Group Procedures 

Group agreed on Statement of Principles (7/3/94) 

Best way to bring issues/items before group 
- via a single committee 
- via subcommittees 



BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Determine General Analytical Approach 

The eight BRAC selection criteria must be used for the 
analysis 

* Develop Measures of Merit (sub criteria) applicable to 
MTFS and GME (consider using previous measures) 

* Consider use of screening criteria to exclude specific 
categories or facilities 

* Develop process for individual Service analysis and 
tri-service integration of alternatives 



e a 
BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Determine Categories for Study 

Consider stratification by 

- Size of MTF 

- Teaching vs Non-Teaching 

- Tricare Region 

- Location of MTFs (Urban .... Rural) 



JOINT HOSPITAL GROUP 
DECLARATION OF PRINCIPLES 

1. The Joint Cross Service Group on Medical Facilities and Graduate Medical 
Education seeks to identify measures of merit (subcategories of the 8 BRAC criteria) 
data elements, and methodologies that will allow the DoD components to apply the 
DoD criteria in a uniform, fair, reasonable, and consistent manner that complies with 
statutory and regulatory requirements and that adheres to the policy set forth in the 
January 7, 1994, DepSecDef memo, subject: 1995 Base Realignment and Closures 
(BRAC) 

2. The Joint Cross Service Group on Medical Facilities and Graduate Medical 
Education recognizes the need for right-sizing, seeking opportunities for cross- 
Service asset sharing, and /or single military department support. 

3. The measures of merit, data elements, and methodologies used to arrive a t  closure 
and realignment recommendations will be developed and approved by the Joint Cross 
Service Group on Medical Facilities and Graduate Medical Education by 31 March 
1994. The approach developed should be easy to use, simple and straightforward, 
auditable, reproducible, and defensible. 



MEMORANDUM 

08 February 1994 

From: Captain M. Golembieski, MC, USN 
Base Structure Analysis Team 

To : Dr. Martin, chairman Joint Service Working Group 
on Medical 

Via: Lieutenant Colonel E. Ponatoski 

Subj: HOSPITAL SCREENING CRITERIA 

1. Review of the above criteria reveal the following concerns: 
a. There is a definite sense that the outcome is already 
known by the designer of the criteria. This can lead to 
manipulation of the data by either the designer or the 
respondent to get the answer that is desired. 

b. The tool does not consider the progress medicine has 
made, and that mediecine is shifting from an inpatient 
practice to outpatient. Our health care facilities are 
truly centers of health care with a broad range of services 
being provided.  his is true regardless of size. The tool 
only focuses on the inpatient aspects of care. 'It does not 
address the i-act a shift to Same Day Surgery can have on 
hospitalizatims or length of stays. 

c. Use of b~ilt beds to operating beds only reflects older 
planning mett-~ds, and does not reflect that these spaces 
maybe current2y providing outpatient care. Also, relating 
average daily patient load to built (possible typc) beds 
makes no senss. Review of the BRAC I11 criteria reveal the 
same wordicg was used. 

d. Differencts in cost accounting methods make any attempt 
to compare unit costs between the Atmy, Navy, and Air Force 
very difficult. 

e. There is no readiness or mission factor considered. 

f. The data required to support the criteria is undefined, 
and is crucial to of the 
process. 

Michael 4. Golembieski 



DASG-RMP 

MEMORANDUM FOR CHAIRMAN, BRAC 95 JOINT CROSS SERVICE GROUP FOR 
MEDICAL TREATMENT FACILITIES AND GRADUATE 
MEDICAL EDUCATION 

SUBJECT: Proposed Hospital Screening Criteria for BRAC 95 

1. The objectives of subject criteria should be to assess the 
ability of the hospitals to deliver accessible high quality care 
in the most efficient manner possible and the relative importance 
of that care to mission readiness. The criteria must also allow 
for differences in the manner in which the three services provide 
health care and for differences in the missions they support. 

2. The criteria proposed need to be modified to accomplish the 
stated objectives and provide the required flexibility. General 
issues to be addressed are as follows: 

a. Several criteria measure the same characteristic which 
results in ambiguous weighting and a skewed overall evaluation of 
the hospitals. This occurs with regards to the population mix, 
the condition of the physical plant and inpatient utilization 
measures. We need to identify the distinct (i.e. mutually 
exclusive) criteria that are important in achieving the 
objectives stated above and weight them appropriately. 

b. The methodology for measurement associated with the 
criteria is absolute. The binary approach currently used results 
in minor differences having a large impact. For example a 
hospital with a catchment area population of 50,000 is awarded 
100% of the criteria value while a hospital with a catchment area 
population of 49,000 is awarded 0% of the criteria value. This 
approach can radically skew the evaluation. 

c. Some of the criteria reward the behavior "Coordinated 
Carew attempted to eliminate --workload churning-- and penalize 
innovation. Criteria 2.1 and 2.2 penalize activities that have 
reduced length of stay, increased the percentage of procedures 
being done on an outpatient basis and converted wards into 
ambulatory clinics in the process. 

d. As noted in the mIntroductionw mission criteria were not 
addressed. Although more difficult to measure than the other 
criteria, it is imperative that support of our respective 
military missions be incorporated in chis evaluation at some 
juncture. 



DASG-RMP 
SUBJECT: Proposed Hospital Screening Criteria for BRAC 95 

e. Although a separate set of criteria have been 
established for medical centers, these criteria do not allow for 
the unique missions associated with a military medical center: 
tertiary care, regional care and graduate medical education 
(GME). The criteria must be modified to address these distinct 
missions. 

4. At enclosure we have proposed five criteria and related 
attributes that address the concerns we have noted above. We 
hope these can serve as a start point for the development of 
uniform criteria. 

5. Our point of contact is MAJ Dudevoir, Resources Management 
Office, commercial (703)756-0286. 

FOR THE SURGEON GENERAL: 

Encl 

m u r c e y  Management 



AMEDD PROPOSAL FOR: 
HOSPITAL SCREENING CRITERIA AND ASSOCIATED ATTRIBUTES 

1. READINESS : 

a. Bed expansion mission. 

b. Support of active duty and their dependents. 

c, GME by "Readiness Category." 

2. CURRENT COST EFFICIENCY: 

a. Cost per Relative Weighted Product (RWP) in comparison 
with same cost via CHAMPUS within the catchment area. 

b, Cost per episode of ambulatory care in comparison with 
same cost via CHAMPUS within the catchment area. 

3, CAPITAL INVESTMENT REQUIRED: 

a. JCAHO Plant Technology and Safety scores. 

b. Replacement value of equipment exceeding life 
expectancy. 

4. AVAILABILITY OF CARE IN THE CATCHMENT AREA: 

a. Proximity to other military hospitals. 

b. Availability of care via CHAMPUS. 

5. MEDCEN UNIQUE ATTRIBUTES: 

a. Special Treatment Services provided. 

b. GME by "Readiness Categoryw (see lc above). 



DEPARTMENT OF THE AIR F O R C E  
H E A D Q U A R T E R S  U N I T E D  S T A T E S  A I R  FORCE 

MEMORANDUM FOR ACTING ASSISTANT SECRETARY OF DEFENSE 
AFFAIRS) 

FROM: HQ USAFfSGH 

SUBJECT: BRAC 95 Hospital Screening Criteria - ACTION MEMORANDUM 

At the 25 January 1994 meeting of the BRAC 95 Joint Cross Service Group for Military 
Treatment Facilities and Gradu* Medical Education, we were asked to review and comment on 
the OASD(HA) screening criteria for medical centers and CONUS hospitals. The comments at 
Attachment 1 express my concerns with the criteria as currently written. This input relies on the 
lessons learned from our own Right-Sizing efforts and the types of measures that provide the best 
indication of restructuring potential for United States Air Force medical facilities. No matter what 
measures are eventually used, however, they can only be considered as an initial screening 
mechanism. Any facility identified by these criteria as a potential restructuring candidate must 
have a detailed analysis that includes a site visit to determine local characteristics not readily 
discernible from the data. 

I am concerned with incopxating our restructuring efforts into the BRAC process. Wing 
and base mission changes are the primary driver of BRAC, and as a result, base population and 
demographics can increase or decrease signScantly. If screening criteria are applied before these 
mission decisions are made, detailed restructuring analyses will be conducted on the wrong 
facilities. In addition, the Air Force is well beyond the initial screening stage with our Right-Sizing 
initiative. We are testing our methodology and concept at Reese AFB over the next two years, and 
will incorporate the lessons learned into our future restructuring efforts. In his 12 Ociober 1993 
memorandum (Atch 2), AFISG concurred with the selection of Davis-Monthan, Moody, Robins, 
Little Rock, Patrick, Fairchild, and McClellan AFBs as candidates for further detailed analyses. 

My point of contact is Ma. Costa, HQ USAFISGHA, 170 Luke Avenue Suite 400, Bollins 
AFB, DC 20332-5 1 13, (202) 767-5066. 

Major ~nr&sA.F, MC/ 
Director, Medical Programs and Resources 
Office of the Surgeon General 

Attachments: 
1. A.F/SG Comments 
2. AF/SG Memo, 12 Oct 93 



HQ USAFISG COMMENTS 

OASD(HA) HOSPITAL SCREENING CRITERIA 
(JANUARY 1994) 

GENERAL: 

Winghase mission changes are the primary drivers of the BRAC process. The appiication 
of any screening criteria to medical GLcilties prior to the development of the Line of the Air Force's 
recommendations will ignore significant changes in base population and demographics. The wrong 
USAF miIitary treatment fhiities 0 will be targeted for further detailed analyses. 

The screening criteria, as currently written, appear biased against small hospitals that are 
the core of the USAF Medical Service. When applied during BRAC 93, five of these criteria 
flagged 75+% of USAF Edcilities. Any screenhi criteria that rule in that high a percentage of our 
facilities are of marginal value. 

W~th the implementation of TRICARE, military treatment kiIities (MTF) cau no longer 
be viewed in isolation. The future of each MTF should be assessed in the context of the region's 
overall plan for its fiidities. Previously u n d e r u ~  M t i e s  may be made more competitive by 
redirecting care to these facilities, and any criterion that appears to ignore or minimize the 
iuiportance of a category of beneficiary should be reassessed. 

While screening criteria may flag potential restructuring candidates, many details about a 
facility can only be determined by a site visit For example, criterion 1.8 identifies medical centers 
or hospitals that have overlapping catchment areas. A site visit can identify any geographical 
barriers between the facilities and the extent of their overlap. Facilities that are 10-15 miles apart 
must be viewed somewhat dBzrently than facilities that are 75 miles apart and separated by a 
mountain range. 

SPECIFIC: 

Criterion 1.1 Total eligiile beneficiaries is less than 100,000 for medical centers and 
50,000 for hospitals 

The population served by medical centers is not accurately represented by 
the number of beneficiaries assigned in DMIS. RefkraIs and the typically 
larger geographical area (grea!er than 40 miles) served by a medical 
center are not addressed by this criterion. Since all USAF medical anters 
would fail this criterion, it has minimal value as a screening measure. 
Recommend the development of a weighted measure of beneficiary 
population (e.g., GOK, 50-70K, 70-90K, >90K) for medical centers and 
hospitals. 



Criterion 1.2 The number of active duty and dependents of active duty beneficiaries is 
less than 50% of total eligible beneficiaries population 

Delete criterion. This is not an appropriate screening measure given the 
direction of regionaiization and capitation budgeting. The provision of 
cost-effective care should be the primary consideration, not the shifhg of 
workload from DOD. 

Criterion 1.3 The number of beneficiaries age 65 and older is greater than 15% of total 
population 

Delete criterion. Same rationale as for criterion 1.2. 

Criterion 1.4 Hospitd is less than 50 operating beds 

Delete criterion. In many USAF communities, the military treatment 
M t y  is the only source of care. If we can provide high quality, 
m s t 4 k t i v e  care within a small hospital, there is nothing magical about 
any particular bed size. 

Criterion 1.5 Condition code is less than 80.0 

The condition code should only be used if it is less than two years old. 
This criterion should be changed to read: "Condition code is less than 80.0 
and a major MILCON is not under construction". This will ensure that 
facilities currently being upgraded are not flagged, 

Criterion 1.6 Greater than 25 yean since last major modi.6cation or rehabilitation 

DeIete criterion. This criterion will generally flag the same M t i e s  as 
criterion 1.5 and in essence is a dupiication with no added value. 

Criterion 1.7 Construction requirement is greater than $10M for medical centers and 
$5M for hospitals 

Delete criterion. All medical centers will have construction nqkmmts 
exceeding SlOM and almost all hospitals have construction +mi 
greater than S5M. This criterion will also flag those fkdities already 
highlighted by criterion 1.5. 

Criterion 1.10 Number of non-DOD hospitals is greater than 4 in the MTF otchment 
area 

Change criterion. This criterion should read: " Number of accredited, 
non-DOD community hospitals with the appropriate typeAevel of 
specialty care is greater than 4 in the MTF catchment area". 



Criterion 2.1 Percent average daily patient load to built beds is less than 60% for 
medical centers and 40% for hospitals 

Delete criterion. The use of built beds tells nothing about the resource 
consumption or efficiency of a facility. Even the OASD(HA) rationale 
discusses an ADPL to operating bed ratio, not an ADPL to built bed ratio. 

Criterion 2.2 Percent operating beds to built beds is less than 75% for medical centers 
and 50% for hospitds 

Change criterion. This criterion should read: "Percent operating beds to 
normal beds is 75% or less". Comparing operating beds to built beds 
gives no indication of whether a ki l i ty should be restructured. With the 
shift of health care f3om an inpatient to an outpatient setting, hospitaIs 
have converted built beds to outpatient space to a c c o m r n b  the shift in 
workload. Excess capacity mn only be determined by comparing 
operating to normal beds. 

Criterion 2.3 Active duty and dependents of active duty is less than 50% o'f total 
admissions 

Delete criterion. This criterion appears to penalize a k i l i ty  that is filling 
the needs of our retirees and their dependents. While this measure will 
iden* who is the predominant user of your inpatient services, we should 
not discount the health care requirements of any pahcular category of 
beneficiary. During peacetime, we need to expose our providers to a 
wider variety of patients and acuity levels than found in the typically 
healthier active duty or active duty dependent patient. 

Criterion 2.4 Average length of stay is 1.25 (or greater) times the national n o m  

Criterion should ensure that facilities, particularly the medical centers, are 
compared to national norms that are developed from facilities with similar 
acuity levels, tertiary responsibilities, and training programs. 

Criterion 2.6 Category I care (inpatient care provided to catchment area beneficiaries 
by tfie same MTF) is less than 50% of totd catchment area care 
(CategoriesI+iI+N) 

Delete criterion. This criterion does not add any value to the screening 
process. The most important point is whether or not the care a small 
USAF facility provides is cost4ective. 



Criterion 2.7 Average unit cost of direct care inpatient work unit is greater than the 
average unit cost of CHAMPUS inpatient work unit 

Criterion should ensure that fkcility costs are compared to CHAMPUS 
costs fiom facilities with similar acuity levels, responsibilities, and 
training propms.  Readiness costs must be backed out of the direct cart 
costs. 

Criterion 2.9 The d i f k n c c  betwctn the model and the observed average cost per 
inpatient work units is grtattr than +5% variation for medical centers and 
+20% d o n  fbr hospitals 

Criterion should be more specXc on what cost model is to be used. To 
make accurate comparisons, the cost model should adjust for operational 
ciiffkmces between facilities by adjusting h r  geographic location, 
demographics of population, m e s s ,  end of the year M-out fids, ctc. 



DEPARTMENT OF THE AIR FORCE 
HEADQUARTERS UNITED STATES AIR FORCE 

m R A N D U t i  FOR ACTING ASSZSTANI SECBETARY OF DEFENSE (HEALTH AFFAZBS) 

SDBJEGT: Smrll Hospital h a l y s i ~  (Your Herno, 13 Aug 93) - ACTION KE~JQRAND~M 

Thank you f o r  the opportunity co provide input on your small hospi ta l  
d y s i a .  We ident i f ied  ths same c o n e a m  abouc the need f o r  inpa t ien t  . 
s r ~ i c a a  at  some of thepa locationr and have already conduetad addi t ional  
d y s s s  of all of the s i t e s  maationad i n  your report .  Ue vould be happy ta 
vork vi& your s t a f f  and share our inaights as parc of a more in-depth 
d y s i a  . 

LUhugh our i n i t i a l  research ldant i f iad p r o v i b r  s h o r t ~ g e s  and limited 
opportudtiaa t o  achieve initial savings or avoid costs as a result: of 
sesuucturing, ve eoncur w i t h  your recommendation f o r  fu r the r  scudy at 
Davis-tfonthan AFB, Haody AFB, RobLm AFB, L i t t l e  Rock AFB, Parrick AFB, 
Fai rchi ld  AFB, and HcClellan AF'B. Again, by v o r u n g  together on th is  
analys is ,  our rcaffs can idant i fy the proper slze of facilities throughout 

w tha corns. 

Rtrther study o f  other locations is not recommended f o r  the fol lovlng 
reusons. Seymour Johnson and Coltnnbua r r a  located fn areas where adequate 
health care is  not available. bane  ie already baing rerstructusad. The 
remaining buses are scheduled f o r  closure under Basa Realignmcat and 
Closure. 

My point of contact f o r  this matter is Col Shialds. HQ USAF/SGHA. 
170 ~ u k e  Avenue S u i t e  400, Bolling AFB DC 

Lieutenant General, USAF, MC 
Surgeon Gensral 



BRAC 95 JOINT CROSS-SERVICE 
GROUP FOR MTFs AND GME 

Determine Categories for Study 
Concept of categorization 
- Must choose categories to enable like 

comparisons (apples to apples) 
- Must develop measures of merit for each 

- May use all or some of one category's 
measures of merit as a subset of another 
category's 





BRAC 95 JOINT CROSS-SERVICE 
GROUP FOR MTFs AND GME 

The Three-Tiered 

Caterrorv Ansroach 

a. MOMs for stand- 
alone clinics 

b. MOMs for hospitals 

c. MOMs for GME centers 



CRITIQUE OF HOSPITAL MEASURES OF MERIT 

ARMY 

In place of the present criteria have offered a different approach centering around five 
major concepts: 1) readiness, 2) current cost efficiency, 3) capital investment required, 4) 
availabdity of care in the catchment area, and 5) MEDCEN unique attributes. 

Noted need to develop weighted scales of measure rather than a binary concept. 

NAVY 

Had several general concerns regarding the present approach. 1)focused too heavily 
on inpatient aspects of care; 2) left out mission issue; 3) use of operating beds was built 
upon outdated planning methods; and 4) criteria were undefined. 

AIR FORCE 

Believed that the data as presently structured are biased against smaller hosl.. als. 
Noted decisions had to be made in concert with the other Services. Critiqued the hospital 
criteria as noted in the following matrix. 



.F 

I MEASURE I ARMY NAW I AIR FORCE I 

DEVELOP A WEIGHTED MEASURE 
E.G. W K ,  50-70K, 70-90K 
DELETE 

DELETE 

DELETE 

ADD "A MAJOR MILCON IS NOT 
UNDER CONSTRUCTION" 
DELETE - MEASURES THE SAME AS 
1.5 

DELETE - MEASURES THE SAME AS 
1.5 

CHANGE TO "NUMBER c:r 
ACCREDITED NON-DC .UMUNITY 
HOSPITALS WITH THE :'ROPRIATE 
TYPElLNEL OF SPECIALTY CARE IS 
GREATER THAN 4 IN THE MTF 
CATCHMENT AREA 
DELETE 

1.1 Total eligible beneficiaries less than 
100,000 (50,000 smaller hospitals. 
1.2 The number of active duty and 
dependents of active duty beneficiaries is 
less than 50% of total eligible 
beneficiaries population. 
1.3 The number of beneficiaries age 65 
and older is greater than 15% of the 
population. 
1.4 small hospitals less than 50 operating 
beds. 
1.5 Condtion code less than 80. 

1.6 Greater than 25 years since last 
major modification or rehabilitation 

1.7 Construction requirement is greater 
than $10M. ($5M smaller hospitals) 
1.8 Within forty-mile catchment area with 
another medical center. 
1.9 Primary physician population ratio is 
greater than 1 civilian primary physician to 
3500 individuals in the MTF catchment 
area. 
1.10 Number of non-DoD hospitals is 
greater than 4 in the MTF catchment 
area. 

2.1 Percent average daily patient load to 
built beds ic less than 60% 

CONCUR WITH WEIGHTING ON THIS 
ANDOTHERMEASURES 
MUST CONSIDER AVAILABILITY OF 
CARE VIA CHAMPUS. 

JCAHO PLANT TECHNOLOGY AND 
SAFElY SCORES 
CONSIDER REPLACEMENT VALUE 
OF EQUIPMENT EXCEEDING LIFE 
EXPECTANCY 

PROXIMITY TO OTHER MILITARY 
HOSPITALS. 

DELETE RELATES TO WORK LOAD 
CHURNING 

DELETE - OLDER PLANNING 
METHOD 



\ 

I MEASURE I ARMY NAVY I AIR FORCE I 
2.2 Percent operating beds is 75% or 
less. 
2.3 Active duty and dependents of active 
duty is less than 50% of total admissions. 
2.4 Average length of stay is 1.25 times 
the national norms. 

2.5 Category Ill (in referrals) is less than 
category I1 (out referrals). 
2.6 Category I care (inpatient care 
provided to catchment area benefician'es 
by the same MTF) is less than 50% of 
total catchment area care (CAT I+II+IV) 
2.7 Average unit cost of direct care 
impatient work unit is greater than the 
average unit cost of CHAMPUS inpatient 
work unit 
2.8 Average unit cost of direct care 
outpatient visits is greater than the 
average unit cost of CHAMPUS 
outpatient visits. 
2.9 The difference between the model 
and the observed average cost per 
inpatient work units is greater than +5% 
variation. 

DELETE RELATES TO WORK LOAD 
CHURNING 

USE COST PER RELATIVE 
WEIGHTED PRODUCT (RWP) WITH 
CHAMPUS IN SAME CATCHMENT 
AREA 
COST PER EPISODE OF CARE WITH 
CHAMPUS IN SAME CATCHMENT 
AREA 

DELETE - OLDER PLANNING 
METHOD 

TOO MUCH INPATIENT EMPHASIS - 
NO ACCOUNTING FOR SAME DAY 
SURGERY 

CAN'T COMPARE UNIT COSTS 
AMONG THE SERVICES 

CAN'T COMPARE UNIT COSTS 
AMONG THE SERVICES 

DELETE -7 

DELETE 

ENSURE NORMS ARE FOR SIMI~AR- 
FACILITIES 

DELETE 

ENSURE COSTS ARE FOR SlMllAR 
FACILITIES. READINESS BACKED 
OUT. 

ENSURE COSTS ARE FOR SIMILAR 
FACILITIES. READINESS BACKED 
OUT. 

NEED MODEL SPECIFICS 

1 
I 



ORGANIZATION OF 
'MEASURES OF MERIT 
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' I 

Cat I care < 50 % of total 
catchment area care 

Inpatient Unit cost direct 
care >unit cost of CHAMPUS 

---- 

Outpatient Unit cost direct 
care >unit cost of CHAMPUS 

Variation of model and 
obsewedavg work units > 5% 

Address ADIMilitary 
unique issues 

Address order of 
magnitudelType fac 

Retain, but develop 
lower weighting 

- 
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MINUTES OF THE 
MILITARY TREATMENT FACILITIES 

AND GRADUATE MEDICAL EDUCATION 
BRAC 95 JOINT CROSS SERVICE GROUP 

MEETING OF FEBRUARY 17, 1994 

The fourth meeting of the Military Treatment Facilities and 
Graduate Medical Education (MTF/GME) BRAC 95 Joint Cross Service 
Group convened at 1400 hrs on February 17, 1994. The meeting was 
chaired by Dr. Edward D. Martin, Acting Assistant Secretary of 
Defense, Health Affairs. 

After calling the meeting to order, the Chairman asked each 
of the members to review the minutes from the previous meeting (a 
copy of the minutes was passed around the table). 

The Chairman informed the group that the policy 
considerations resulting from the "733" study will be presented at 
the next meeting. The Chairman pointed out that the policy 
conclusions of the report are important in that they will serve to 
guide the group's BRAC 95'process. The Chairman also made the 
group aware of two ongoing initiatives: a potential realignment 
of biomedical research functions, and consolidation of similar 
technical schools. 

At this time the group was addressed by the Deputy Assistant 
Secretary of Defense for Economic Reinvestment and BRAC, Mr. 
Robert E. Bayer. Mr. Bayer told the members that their job was 
vitally important. He recognized that downsizing is a difficult 
task, but the Department must use its remaining resources, 
including its medical infrastructure, wisely. 

The Chairman told Mr. Bayer that the group was on time with 
respect to its tasking and there were no irreconcilable 
differences that would prevent the group from meeting its 
objectives. He also noted that much of what the group is being 
asked to accomplish is already taking place under different 
initiatives. 

The next item on the agenda was a discussion of the Measures 
of Merit (MOM) and the distribution of a draft MOM strawman. The 
Navy representative stated that we must clarify the differences 
between the analytical approaches taken by the Services and that 
of the Joint Cross-Service Group. After some discussion there was 
a general agreement that once the criteria are agreed upon by the 
group, the Military Departments will use them to evaluate their 
facilities. Mr. Bayer then provided an outline of how he 
perceived the group's BRAC 95 responsibilities. The group should: 

o Examine the Military Departmentfs capacity vs 
requirements 

o Establish numerical reduction targets 

o Periodically review the Military Department's progress 

o Recommend alternatives as appropriate 



The Secretaries of the Military Departments will make their 
recommendations to SECDEF. The Joint Cross-Service Groups will 
present their evaluations of the Service recommendations to the 
BRAC 95 Review Group. 

The group then reviewed definitions and options for each of 
the MOMS: 

o Population 1 :  Number of active duty and active duty 
family members. Discussion ensued regarding the 
population thresholds necessary to justify a clinic, 
hospital and GME center. The group was asked to think 
about these thresholds and remember that they must 
include the total (tri-service) population. The group 
then agreed on using both options as the definition of 
population, with Option 2 being a fall-back option. 

It was also emphasized that the above beneficiarv 
population within a resion will be counted for GME 
centers (GME centers were defined as Level I11 and IV 
facilities with other than family practice and emergency 
medicine residencies). 

o Population (P.2): Size of total beneficiary popul-ation. 
The Chairman noted that Option 1 was the same as that 
under P.1 and recommended that it be dropped. The group 
agreed. There was some discussion of the retired 
beneficiary population's impact. 

o Access A :  Civilian primary care physician ratio. 
The definition was accepted (it was noted that internal 
medicine was inadvertently left out of the definition). 

o Access (A.2) : Option 1 was accepted. It was noted, 
however, that having more than one civilian hospital in 
the community is important and the occupancy, utilization 
rates and capacity of the civilian facilities must be 
known. 

o Facilities 1 :  Condition code. After some discussion 
of the difficulty in verifying Option 1, the group 
accepted Option 2. 

o Facilities (F.2): Age of facility. The group agreed to 
use Option 2. 

o Facilities (F.2) Cost of MILCON: The group agreed on 
Option 2, but only prosrammed costs could be included. 

o Cost Effectiveness. This Measure of Merit was tabled 
until a future meeting. 

The meeting adjourned at 1540 hrs. The next meeting is 
scheduled for February 24, 1994 at 1400 hrs. 

Approved 

Acting ASD (HA) 

Attachments 
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BRAC 95 JOINT CROSS SERVICE GROUP 
FOR MILITARY TREATMENT FACILITIES AND 

GRADUATE MEDICAL EDUCATION 

FEBRUARY 17,1994 
Room 4E327,2:00 pm 

. 

Reviewlapprove minutes from previous meeting 

Comments by DASD (Economic Reinvestment 
and BRAC) 

Measures of Merit (MOM) Issues 

- Draft MOM Strawman 

Consideration of adding Medical Labs and 
and Medical Training Facilities 
to Study Categories 

Dr. Martin 

Mr. Bayer 

LTC Ponatoski 

Dr. Martin 

Actions for next meeting Dr. Martin 

Administrative Issues Dr. Martin 

NEXT MEETING FEBRUARY 24,2:00pm 
ROOM 4E327 

Adjournment 



a e 
BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Revised Action Plan & Timeline (thru 3/31/94) 

- Agree on Statement of Principles - Define role of Group & Services - Develop Analysis Assumptions - Determine Categories for Study 
Determine General Analytical Approach - Review interim force structure plan - Submit list of irreconcilable differences, 
if necessary, to USD (A&T) - Define Measures of Merit & Data Sources 314 - Determine weights for Measures of Merit 3n1 - Complete Data Definitions - Establish Data Internal Control Plan 



PROPOSED MEASURES OF MERIT AND DEFINITIONS 

Population - Factors that will help identify the level of medical 
services required in a particular area. 

PI. Number of Active Dutv and Active Dutv Familv Members : 

CLINICS & HOSPITALS 

Option 1. Defined as the number of active duty personnel and their families within 
a defined catchment area. The catchment area is defined as sets of zip codes emanating 
from the center of the MTF with a radius of 40 miles. 

Option 2. Defined as the number of active duty personnel and their families using a 
military treatment facility within the last six months. Possible source is the DoD Health 
Care User Survey. Results due.March 31, 1994. 

GRADUATE MEDICAL EDUCATION CENTERS: 

Option 1. Defined as the number of active duty personnel and their families 
residing within the Lead Agent Region as defrned by the July 93 Health Affairs Policy 
Guidance. 

rationale for BRAC criteria #I: A factor that helps determine i f  a treatment facility 
is necessary in a given area. 

P2. Size of Total Beneficiary Poaulation: 

CLINICS & HOSPITALS 

Option 1. Defined as the number of eligible beneficiaries within a defined catchment 
area. The catchment area is defined as sets of zip codes emanating from the center of the 
MTF with a radius of 40 miles. 

Option 2. Defined as the number of eligible personnel using a military treatment 
fachty within the last six months. Possible source is the DoD Health Care User Survey. 
Results due March 31, 1994. 

GRADUATE MEDICAL EDUCATION CENTERS: 

Option 1. Defined as the number of eligible beneficiaries within the defined forty 
mile catchment area plus the number of other beneficiaries residing within the Lead Agent 
Region as defined by the July 93 Health Affairs Policy Guidance. 

rationale for BRAC criterion #4: A factor that helps define the size and services 
necessary in a given area. 



ACCESS 

Access to Care - Factors that will measure the availability and 
capability of the private sector healthcare system to meet the 
needs of the MHSS beneficiary population. 

CLINICS, HOSPITALS, AND GME CENTERS: 

Al. CIVILIAN PRIMARY CARE PHYSICIAN RATIO: 

The mapping of civilian physicians and  population t o  catchment area 
based o n  t h e  January  1993 Catchment Area Directory (CAD) using ratios defined 
in  t h e  HHS Federal Register, Sept, 1991. Primary care  physicians a re  defined as 
general practice, family practice, obstetrics, gynecology, and  pediatric general 
and  subspecialty physicians. 

rationale for BRAC criterion 7: An indicator of the availability of primary care 
physicians to provide services to the beneficiarypopulation. 

A2. AVAILABILITY OF CIVILIAN INPATIENT ACUTE CARE RESOURCES IN 
CATCHMENT AREA: 

Option 1. The ability of local community acute care facilities to provide 
comprehensive health services to the eligible beneficiary population as defined in PI. 
Availability and ability is based projected health care demand - available resources (ie bed 
availability) 

rationale for BRAC criterion #7: A factor that measures inpatient capacity and its 
availability. 



FACILITIES 

Facility Condition - Factors that will estimate condition of the 
physical plant and help make decisions regarding 
retentionlclosure of facility. 

CLINICS, HOSPITALS, AND GME CENTERS: 

F1 CONDITION CODE: 

Option 1. The commander's assessment of the physical condition of hisher facility 
based on it's ability to meet mission requirements. Survey document used is the Defense 
Medical Facilities Office Facility Condition Assessment Document. This tool reflects the 
facility based on weighted enginee?ing, life safety, and functional factors. 

Option 2. Based on the DoD Real Property Inventory System. Normally rated on a 
1-3 scale and performed by the installation engineer. 

rationale for BRAC criterion #2: The condition code is an indication of plant 
condition; low score is a n  indirect warning that maintenance and renovation costs 
will be higher than normal in the future, and may require significant resourcers to 
correct deficiencies. 

F2. AGE OF FACILITY: 

Option 1. Chronological age of facility as reported on Real Property Inventory 
System 

Option 2. Weighted age based on size of facility and age (area x age)/total area 
1 

rationale for BRAC criterion #2: Provides an indication of  the design efficiency of 
the physical plant. 

F3. COST OF MILCON: 

Option 1. MTF total programmed MILCON resources spanning the Six Year 
Defense Program. 

Option 2. MTF total programmed MILCON plus total programmed Major Repair 
and Minor Construction Resources spanning the Six Year Defense Program. 

rationale for BRAC criterion #2: An indicator that the physical plant is in  a 
deteriorating state and requires renovation or major construction to operate 
within normal maintenance standards. This factor also helps determine the 
adequacy and appropriateness of  the size of  the facility. 



COSTS 

Cost Effectiveness - Factors that measure the costs of providing 
services' and compare those to the costs of buying the services 
from the private sector. 

CLINICS, HOSPITALS, AND GME CENTERS 

C1. REFERRALS IN VERSES REFERRALS OUT: 

Defmed as the number or ratio of inpatients receiving care at a specific MTF 
originating from anywhere outside the MlT's formal catchment area compared to the 
number or ratio of beneficiaries within the MTF catchment who receive inpatient care at an 
MTF outside the catchment area 

. -...- 

C2. Inwatient Direct Care Unit Cost verses I n ~ a t i e n t  Chamwus Unit Cost - 

Cost issues being addressed by AASD (HA) and Surgeon Generals. 

rationale for BRAC criterion #4: A factor that describes the most economic method 
on a per unit basis for providing health services. 



Strawman Analytical Structure 

Cri terion 1- ,Yission/ Impact on Readiness 

1. (PI) Size of active duty and dependents of active duty 
population. 

Criterion 2 - Availability/Condi tion of Facilities 
1. (Fl) Condition codes of facilities at existing site 
2. (F2) Age of facilities at existing site 

Criterion 3 - Contingency/Mobilization 
Criterion 4- c o s t / ~ a n ~ o G r  Implications 

1. (Cl) Referrals In vs Referrals Out. 
2. (C2) Unit Care Costs 
3. (F3) Cost of construction pending at existing site 
4. (P2) Size of total eligible beneficiary population in 

the defined catchment area. 

RETURN ON INVESTMENT 

Criterion 5- ROI 

1. Results from the COBRA analysis 

IMPACTS 

Criterion 6 - - Economic Impact on Communities 
Criterion 7 ) -  (Partial) - Community Infrastructure 

1. (Al) Civilian Primary Care Physician Ratio 
2. (A2) Availability of Civilian Inpatient Acute Care 

Resources in the Catchment Area. 

Criterion 8 - - Environmental Impact 





P2 ACTIVE DUTY RATIO MEASURE OF MERIT 
EXAMPLE OF SCORING SYSTEM 

POPULATION AREA DEFINITIONS: Based on DMIS Catchment Area Population Data 

CRITERIA MEASUREMENT POINT: Percent of Active Duty to total population. Range 
is from 6% to 55% 

SCORING BASED ON TENS 
n ~ ~ 1 ~ i ~ l ) 1 i 1 ) l ~ ~ i - r l ~ i  



F1: CONDITION OF FACILITY 
EXAMPLE OF SCORING SYSTEM 

FACILITY CONDITION: Based on either DMFO Facility Condition Assessment Document 
or Real Property Inventory System. FCAD used in example 

CRITERIA MEASUREMENT POINT: Condition as reported by Commander 

SCORING BASED ON TENS 

SCORE 

L 

CLINICS 

HOSPITAL 
I 

GME CENTER 

~ ) ) ~ ~ ~ ) ) ~ 1 ) 1 ~ ) ) ~ 1 ~  



F2: AGE OF FACILITY 
EXAMPLE OF SCORING SYSTEM 

FACILITY CONDITION: Based on either DMFO Facility Condition Assessment Document 
or Real Property Inventory System. FCAD used in example 

CRITERIA MEASUREMENT POINT: Age as reported by Commander and or Real 
Property Inventory System 

SCORING BASED ON TENS - NO JUDGMENT MADE BETWEEN CATEGORIES 

CLINICS 

HOSPITAL 

GME CENTER 



F3: COST OF MILCON 
EXAMPLE OF SCORING SYSTEM 

FACILITY CONDITION: Based on range of projects within the six year DoD MILCION 
Progam- $300,000 TO $330,000,000 

CRITERIA MEASUREMENT POINT: Cost as described in DoD Medical MILCON Program 

SCORING BASED ON TENSIDATA IN MILLIONS 

SCORE - ~ 1 1 ( 2 1 1 3 1 1 1 ~ 1 ~ ~ ~ 1  
I 

ADITOTAL 

HOSPITAL 

GME CENTER 
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OVERVIEW 

The mission of the Military Health Services System (MHSS) is to provide medical 

services and support to the armed farces during military operations, and to provide continuous 

medical services to members of the armed forces, their dependents, and others entitled to 

Department of Defense @OD) medical care. Military medical treatment facilities (MTF) are 

the heart of the military health care delivery system, providing about three-fourths of all w e .  

Civilian care, financed through the Civilian Health and Medical Program of the Uniformed 

Services (CHAMPUS) comprises a much smaller portion and is designed primarily to 

supplement care available in military facilities. 

Consistent with National Health Care Reform, the military health care system is 

embarhng on a major program of health care reform, to be known as TRICARE. TRICARE 

is des~gncd to ensure the most effective execution of the military health care mission, 

recognizing the need to ensure access to a secure, quality health care benefit, control costs, 

and respnd to changing national military and health care priorities. 

The Dcpcinrncnf is also Identifying future medical readiness objectives in a strategic 

plan for ach1c.t lng and rnaint~~n~ng medical readiness, the DoD Medical Readiness Objectives 

200 1 ,  deb clopcd jointly by the Office of the Secretary of Defense, the Military Departments 

and the Jo~nt Staff. 

Thc DoD began its transition to managed care on October 1, 1993, adding several 

major features to its health care program that provide commanders the tools, authority and 

flexibility to manage better in an era of health care reform. They are the following: 



i 1. Division of the United States-based MHSS into twelve Health Services Regions; each 

w 4  headed by a medical center commander designated as a lead agent, who has broad new 
responsibilities for health care management throughout the region. A DoD Instruction 

formalizing the lead agent's authorities will be issued this Spring. 

2. Development of proposed standard managed care options for CHAMPUS-eligible 

beneficiaries: a health maintenance organization type option known as TRICARE Prime and a 
preferred provider option known as TRICARE Extra; both alternatives to standard 

CHAMPUS, or TRICARE Standard. CHAMPUS beneficiaries retain their freedom to choose 

among several health care alternatives, and the opportunity to elect enrollment in an option that 

lowers their out-of-pocket costs. Implementation of these options is the subject of rule making 

proceedings now underway. 

3. Transition to a capitation-based method of allocating health care resources to the 

hlilitrtry Departments, which provides financial incentives for effective health care 

management; and 

4 .  Transition to the establlshrnent of a fixed price, at-risk TRICARE Support contract to 

a0 opcrntc in  each MHSS region, offering fiscal and administrative support to lead agents for care 
purchased from networks of civilian health care providers. 

Thew policy guidcllncs describe the principles and design of the DoD TRICARE 

Prugnm.  T h q  describe rhc Lcy features of the program, including strategies for the delivery, 

o:g.ia'ra!lc~n and financ~ng of care, and improved accountability. This policy guidance 

inct~r;+ir~!cr b! rctcrcncc. thc 1)oD Medical Readiness Objectives 2001, and replaces the 

Ikp~nnlcnt's Coordinated Care Guidance memoranda dated August 14, 1992. 





TRICARE PROGRAM GOALS AND GUIDING PRINCIPLES 

The TRICARE Program is based on the following goals: 

Improving beneficiary access to care; 

Assuring the security of a high quality, consistent health care benefit for all 
MHSS beneficiaries, at low cost; 

Preserving choice for all non-active duty participants; and 

Containing overall DoD health care costs. 

The pnnctplcs that guldc. the design and implementation of the TRICARE Program are 

as 1011(1u s 

Sene those on acf i tc  duty so that we maintain a combat-ready force. 
f n ~ h l c  the Ihdl to rctatn a force capable of  meeting its broad-ranging mission 

rc-q:;;rcn~cn;5 

Irrlprot e occ tw  to hc.;rlth care for all DoD beneficiaries. Each regional 

m l l ~ u n  health care plan, composed of military and civilian provider networks, 

must h~bc attributes of slzc. composition, mix of providers and geographical 

d~ , tnbut~on  that together will adequately address the healthcare needs of all 

IhjL) hcncficlanc~ with emphasis on those who choose to enroll. Specific 

~ ~ C C C S L  standards will be prescribed and monitored in every DoD Health 

Scn 1cc.s Region. 



Achieve greater equity. TRICARE will ensure a secure, high quality, wst- 

effective and uniform benefit for all beneficiary categories in the MHSS. 

Achieving greater equity in the areas of access, quality, and cost of the military 

health care benefit will be continuously pursued. 

Ensure choice for all other DoD beneficiaries for selection of health care 

options which minimize out-of-pocket costs. Consistent with National Health 

Care Reform, military beneficiaries retain choice among several health w e  

options. This enables non-active duty beneficiaries to consider selecting a 
managed health care plan as an alternative to standard CHAMPUS, allowing 

MTF commanders to identify beneficiaries as their responsibility and direct 

resources acco'rdingly. By voluntarily choosing modest enrollment fees, 

CHAMPUS-eligible participants can keep their out-of-pocket costs low. 

hlake the most efficient use of MHSS resources. Military MTFs are the 

heart of the military health care delivery system, providing about seventy-five 

percent of all care, system-wide. Primary care managers and health w e  

finders, new cornerstones in the military health care system, will direct enrolled 

patients to the military hlTF, or when care is not available there; to civilian 

providers under contract to the Department in a TRICARE Support contract. 

This will optimize the use of military health system direct care resources and 

m~nimize out-of-pocket costs for beneficiaries. 

, lctl ic\c a unifonil stisndard of quality. The  DoD is striving for uniform 

sundards of qual~ty. u h ~ t h  will apply equally to health care in the direct care 
systcm and any cars purchased from civilian providers under managed care 

sup,xm contracts. 

Designate regional health service areas and lead agents. The TRICARE 

Program incorporates the MHSS into a fundamental restructuring, creating 

tu.clve Health Services Regions. These regions were established to ensure an 

adequate beneficiary population base to support cost-effective volumes of care 

under TRICARE Support contracts, and regional access to tertiary care provided 

primarily by military medical centers. A lead agent, corresponding to a 



regional medical center, is designated for each of the Health Services Regions, 

and functions as the focal point for health services planning within the region. 

TRICARE Support Contracts. A fixed price, at-risk managed care support 
contract, combining civilian managed care networks with fiscal and 

administrative support, will support each lead agent, and complement the 

majority of services that are provided in the MTFs. The Department will 

perform economic analyses required by statute, before implementing any 

regional, at-risk, managed care support program based on the combined cost of 

health care in the direct care system and CHAMPUS. 

Provide specialized treatment services. Specialized Treatment Services 

(STS), such as those clinical services involving high technology and high cost 

procedures, will be available to DoD beneficiaries at designated facilities, both 

within and among Health Services Regions. The STS program will operate in 

accordance with CHAMPUS regulatory requirements, issued November 5, 

1993, and a DoD Instruction soon to be issued. 

Central oversight; local accountability and execution. Health care is 

delivered locally, therefore i t  must be managed locally. Consequently, MTF 
commanders will have the tools, flexibility, and authority to make appropriate 

decisions about the delivery of care. Lead agents and MTF commanders will be 

accountable for the health care costs, quality and access in their delivery areas 
for all bcncficlarrc>, in both the civilian networks and the direct care system. 

Thc s!.stem's prform.incr will be monitored centrally by the Military 

I)cpanmcnts and rhc Oific.~. of the Secretary of Defense for Health Affairs. 

Consistent with l l ~ e  President's h'ational Health Care Reform Plan. 

The TRICARE Program will remain in  harmony with National Health Care 

Reform. TRICARE will significantly expand managed care in the MHSS, and 

cmphasize a secure, consistent benefit. It will ensure accountability for health 

care spending and provide beneficiaries access to high quality care. For other 

than active duty beneficiaries, the program will preserve the freedom to choose 

arriong alternative sources of health care. 



Achieve effective use of information systems. One key to the success of 

the TRICARE Program is the effective use of information systems; both the 

integration of present systems and the rapid fielding of new integrated, open 

systems. Without timely information on access, utilization, and cost, the 

maximum benefits of TRICARE cannot be realized. Working groups composed 

of representatives from Health Affairs and the Military Departments are meeting 

to provide more guidance on this topic. 



THE TRICARE PROGRAM BENEFIT OPTIONS 

Under the current MHSS, covered beneficiaries as defined by Title 10, United States 

Code, are eligible to receive w e  in the direct care system provided in military hospitals or 

clinics. Non-active duty beneficiaries may also seek w e  from civilian health providers; the 

government shares in the cost of such civilian care for most beneficiaries who are not eligible 

for Medicare under the Civilian Health and Medical Program of the Uniformed Services 

(CHAMPUS). The majority of care for military beneficiaries is provided within catchment 

areas of inpatient MTFs, an area roughly defined as a 40 mile radius around the facility. 

Sound management of the MHSS requires a great degree of coordination between the 

d~rect care system and CHAMPUS-funded civilian care. The TRICARE Program recognizes 

that 'srcp one' of any management improving process is to identify the beneficiaries for who 

thc health program is responsible. 

TRICARE moves toward the establishment of a basic structure of health care 

enrollment for the hlHSS. hrollment of beneficiaries in their respective health care plans is 

an ciwnt~a l  clcment In most pri\ate sector health plans as well as within the context of the 

I'rc\~Jcnr's ficcilrh <'arc Hcform Program. 

A major fmture of the TRICARE program will be local health care delivery networks 

haxd on arrangements between military and civilian health care providers and organizations. 

The c~\.ilian preferred provider portion of this network will be composed of a wide array of 

CH A hi PUS-authorized health care providers, who agree to follow certain rules and procedures 

for sound utilization management; maintain close coordination with the MTF; and provide 



affordable care, easy administration, and a comprehensive quality management program. 

They will also accept the CHAMPUS, or lower negotiated fees for provided services. 

CHAMPUS-eligible beneficiaries will be offered three options: 1) they may enroll to 

receive health care in this military-civilian health care system, called "TRICARE Prime;" 

2) they may use the civilian preferred provider network, on a case-by-case basis, under 

"TRICARE Extra"; or 3) they may remain in the standard CHAMPUS benefit plan, called 

"TRICARE Standard". Enrollees in TRlCARE Prime will generally obtain all their care 

within the network and pay reduced CHAMPUS cost shares for care received from civilian 

providers. A point-of-service option will be provided under TRICARE Prime, allowing 

enrollees to go outside the provider network, but cost-sharing requirements under this option 

will bc higher. Beneficiaries who choose not to enroll in TRICARE Prime, will preserve their 

freedom of choice of provider, for the most part, by remaining in TRICARE Standard. These 

bcncficiaries will face standard CHAMPUS cost-sharing requirements. Whenever 

bcncficiaries. who are not enrolled in TRICARE Prime, use the network, they will benefit 

from reduced cost-sharing under TRICARE Extra. The operation of this triple option will be 

governed by the TRICARE Program regulation, which is presently in the rule making process. 

Othcr icat urcs of the TRICARE Program are the primary care management process and 

thc Health ('arc Flndcr. TKICARE Prime enrollees will have a primary care manager as a 

regular point of service for most health care needs. The primary care manager will refer 

paticnts for needed care at the MTF or in the civilian network. In this aspect the primary care 

mrtnagcr will be complemented by the Health Care Finder, an administrative office that 

suppons the referral process. TRICARE Standard participants can also use the services of the 

Halth Care Finder (See last section of this document for detailed charts outlining options). 



LEAD AGENT RESPONSIBILITIES 

Lead agents, working in concert with MTF commanders and staffs from all Services in 

the region, are responsible for developing a Tri-Service, Regional Health Services Plan for all 

beneficiaries--including the care provided by military facilities and clinics as well as the care 

the MTFs do not provide. A TRICARE Support contract, procured centrally by the Office of 

the Assistant Secretary of Defense for Health Affairs, will develop and maintain an integrated 

network of civilian providers to complement direct care system capabilities according to 

regional priorities. 

hfilltary hlTFs within the Health Services Region retain their Service designated 

chaln-oi-command regardless of their lead agent. Authority to make decisions regarding direct 

care funds. facility maintenance. and personnel actions within the MTF is also retained by the 

p:cnr Scnlce. All monies collcrted through the Third Party Collection Program are retained 

b) t ! ~  SfTF that provided the care. 

The h'at~onal Caplul Keg~on will functionally cany out the lead agent policy through a 

I n Scn lit txurd u lth annu! roration of the chairperson. The TRICARE Support contract 

rc\p.r.\:b:!:!~ t o r  thc hurd u:!! k carried out by Walter Reed Army Medical Center. 

5l.ijor km;wn*ibilitim of the h a d  Agents: 

Ik\elop~ng. in coordination with the other commanders in the region, a 
Hcg~onal Hcrtlth Senices Plan and producing an annual update of this plan. 



Developing, in concert with medical facilities, reserve units, and the 

TRICARE Support contractor, plans for increasing clinical support, if required, 

during contingencies. 

Ensuring that the plan for delivery of health care services provides continuous 

quality improvement in pursuit of the goals of managed care. 

Developing regional TRTCARE Support contract requirements within the 

framework of overall DoD policy. A prototype statement of work for the 

TRICARE Support contract will be developed jointly between the Office of the 

Assistant Secretary of Defense (Health Affairs) and the Military Departments. 

The lead agent 1) is responsible to recommend or make modifications to the 

contract requirements (depending on the nature of the modification) based upon 

the Regional Health Services Plan and unique regional needs; 2) will work with 

the contractor to determine the size and configuration of the network, to 

complement the MTF capabilities; 3) will ensure that the network will meet the 

health needs of, and DoD access standards for, beneficiaries in the region; and 

4 )  will be fully involved in the development, procurement, transition and 

opcration of the TRICARE Support contract through an administrative 

contracting officer and a regional TRICARE Support program manager. 

Dcvcloping procedures for coordinating health care delivery between military 

and civilian health care providers in the region. 

hlon~roring thc CH A hlPUS budget targets. 

<'oc)rd~nating util~zat~on management and quality assurance activities. 

Working with commanders in the region to establish priorities for routing 

bcncficiaries to the direct care system. 

Dstcrmining the level and cost of resource sharing between military MTFs 

and the TRICARE Support contractor throughout the region. 



Developing, in accordance with DoD policy, regional policy for coordinating patient 

referrals and issuance of non-availability statements. The lead agent will develop . 

overall policy in concert with the regional MTF on ncm-availability statement issuance 

and management of Specialized Treatment Services, and may choose to transfer part of 

this function to the TRICARE Support contractor. Determinations of exclusion from 

CHAMPUS on the grounds of medical necessity must be made by qualified medical 

personnel and subject to reconsideration and appeal procedures. At a minimum, prior 

to the issuance of a non-availability statement, a determination will be made, in 

accordance with all substantive and procedural requirements of the CHAMPUS 

regulation, as to the medical necessity of the care sought. To assure compliance with 

the CHAMPUS regulation and achieve necessary integration with CHAMPUS 

procedures, applicable requirements will be established in revised DoD Instruction 

6015.19, "Issuance of Nonavailablity Statements" (Nov 26, 1984), to be issied this 

Spring. 

Designating and maintaining the regional Specialized Treatment Services 

program for certain resource intensive clinical services within the region, in 

accordance uvith applicable provisions of the CHAMPUS regulation and STS 

program DoD Instruction. 

Coordinating, in concert with regional military MTFs, the development of an 
annual regional capitalization, maintenance and repair and renovation plan for 

all military MTFs within the Health Services Region. 

Oic'rsc~lng ciions to Jlsseminate information about the TRICARE Program 

twtcfi~.~;trlcj and C l l r ~ i t  care and contractor staff. 

Conducting ongoing evaluations of resource utilization, clinical services, and 

access throughout the Health Services Region and coordinating corrective 

actions through the direct care or civilian support systems as appropriate. 

Coordinating the development of a region-wide information systems modernization 

plan for all military hlTFs within the Health Services Region. 



Access Standards P: 

Another responsibility of the lead agent is to ensure timely access to health care 

services for all military plan participants. Before offering any enrollment option to DoD 

beneficiaries, the lead agent and MTF commanders within the region, must ensure that the 

capabilities of the military MTF plus the TRICARE civilian provider network will meet the 

following access standards: 

Emergency and urgent care services shall be available and accessible within 

the service area, 24 hours a day, seven-days a week. 

The drive time of the military health plan enrollee should not generally 

exceed 30 minutes from home to the site of primary care delivery. 

Non-availability of providers in the area may justify longer travel time. 

The drive time to obtain specialty care, except in cases of Specialized 

Trtatn~rni Services, should normally not exceed one-hour. If a longer drive 

tlmc is required based on availability of specialists, the beneficiary will be 

informed of these circumstances. 

hfaximum wait times for primary care appointments are as follows: 

--.f"lcr MTCI;\ - l ;~r  u ~ r l l  visit (health maintenance and prevention--non-urgent) 

- -onr ~cu*ck./r)r a rourine visit (intervention required, but non-urgent); and 

--onc d u ~ / c ) r  ucure illness care (early intervention required--urgent). 

Ifortu rvr, u healrheare provider using professional standards and clinical 
jud.q~t~cnr, nluy tierernline more appropriate uppoinrments bared on the needs of the 
hcncfic-iur?.. 



Maximum wait times for specialty care appointments will be: 

--four weeks for a roukne visit; and 

--one day for urgent care. 

The appropriate wait rime for specialty care appoimenrs shall be determined 
by the primary care manager making the referral, based on the nature of care required, 
but; in general, shall be no longer than four weekr. 

Summary 

To carry out these responsibilities, the lead agent will work cooperatively whh each of 

the regional military MTFs (including free standing clinics) in accomplishing the goal of 

maximizing the most effective use of the direct care system. Knowledge of the regional 

capclty for the provision of direct care services will enable the lead agent to develop regional 

p u l ~ c ~ c s  fur referrals, non-availability statement issuance, and specialized treatment services. 

Thc Kcgional Health Scmiccs Plan will then be enhanced by the TRICARE Support contract 

t h a  will both cornplcment health services provided by the direct care system, and provide 

add~tlonal suppon to thc facllltlcs and lead agent as required. However, before awarding any 

TKICAKE S u p p ~ n  contract. thc DoD will perform economic and other analyses required by 

I J U  to ccz;!> t h ~  thC COSIS of the contract do not exceed current costs of standard 

t i  Suih crrt~ficitlon will take into account any impact on the cost of health care in 

rhc J~rcct cart system attributable to the TRICARE Support contract. 

Thc success of the TRICARE Program relies to a great extent on inter-Service 

ccwqxration and the administrative skills lead agents can bring to bear in the development and 

cxccution of the regional health service plans. Thus, the TRICARE Program will foster 



w :  teamwork and decentralized, regional execution across Service lines. Achievement of DoD 

performance standards will be monitored joindy by the Office of the Secretary of Defense for 

Health Affairs and the Military Departments. 

When instituting changes necessitated by the transition to regionally-based health 

service plans, lead agents will seek concurrence by the Military Departments and MTF 

commanders. In the event of a disagreement, resolution will be sought first at the regional 

level by the medical treatment facility commanders and the lead agent. If agreement cannot be 

reached at the regional level, then the MTF commanders will initiate an appeals process, 

elevating the open issue for further action through their respective Military Department chains- 

of-command. Lead agents will elevate unresolved disputes within ten working days to their 

parent Service Surgeon General for coordination and resolution with the affected Military 

Departments. In the case of the National Capital Region, disputes will be forwarded through 

thc parent Service of the chairperson. Unresolved disputes at the Surgeon General level will 

be iowarded for final disposition within ten days, to the Assistant Secretary of Defense for 

Health Affairs through the Assistant Service Secretaries for Personnel, Readiness and Reserve 

Affa~rs.  The final decision regarding the issue under dispute will be provided within ten 

w . o r k ~ n g  days - .  by the Assiswnt Secretary of Defense for Health Affairs. 

ikcnuw of thc scope. magnitude and complexity of the MHSS, the extensive nature of 

TKICAKE Program reforms, and the need to minimize any unforeseen effects to readiness or 

beneficiary care, the TRICARE Program will be phased-in over a three-year period that began 

Oitobcr 1 ,  1993. The Office of the Assistant Secretary of Defense for Health Affairs will 

promulgate, by regulation, the scope of services, including cost shares, for a uniform military 

health care benefit. That benefit will be incorporated into all DoD managed care programs 



0 ,.: including Uniformed Services Treatment Facilities, and will move toward conformance with 

the national health care benefit as such a benefit is defined. 

Although the transition to regional managed care will take approximately three years to 

complete, many aspects of the TRICARE Program have already been put in place with the 

establishment of lead agents, health services regions, and a capitation-based resource allocation 

methodology. 

Lead agents should begin to develop a regional management structure immediately. 

While the Services must resource these operations out of their existing budgets, Health Affairs 

w ~ l l  make every effort to support the regional health services planning needs identified by the 

Scn.~ccs. The composition of the regional office will be determined by the lead agent in 

ctwrd~nat~on with other mil~lary  medical treatment facilities in the region, and will include Tri- * S c n  KC staffing. 



REGIONAL LEAD AGENTS AND SUPPORTED POPULATIONS 

MEDICAL TREATMENT FACILITIES 

LEAD AGENTIHSR POPULATION A ~ M Y  NAVY AIR FORCE TOTAL 

National Capital' 1,093,918 5 6 4 15 

Portsmouth 872,011 3 3 2 8 

Eisenhower 1,063,770 4 4 5 13 

Keesler 595,024 3 2 5 10 

Wright-Patterson 653,328 2 1 3 6 

ii'ilford Hall 949,778 4 1 9 14 

William Beaumont 323,058 2 0 5 7 

San Diego 

David Grant 

The National Capital Region will functionally carry out 
this policy through a Tri-Service board with annual rotation of 
the chair person. The contract responsibility for the board will 
be carried out by Walter Reed Army Medical Center. 

Alaska and Nevada will be free-standing entities and will 
develop referral patterns with appropriate medical centers. 



CAPITATION-BASED RESOURCE ALLOCATION 

One of the guiding principles of the TRICARE Program is to optimize the use of 

MHSS resources. Resource allocation and financing mechanisms have been designed to 

encourage improved efficiency and effectiveness. ' The MHSS resources are allocated based on 

a capitation-based methodology that allocates operation and maintenance dollars for direct care 

and CHAMPUS, as well as military personnel resources. These funds are allocated from the 

central Defense Health Program that was established to improve overall management of the 

military health services program. 

\\'IIAT IS CAPITATION? 

The concept of capitation is recognized nationally as an important strategy for 

conutning thc cost of health care. Under the MHSS capitation system, the commander of each 

hfTf: assumes responsibility for providing health services to a defined population for a fixed 

amount per beneficiary. Regardless of the amount of health services used, there is no financial 

incentrve under a capitation methodology to inappropriately increase the number of services or 

to pro\ ~dc .  morc co~tly can- than I S  clinically appropriate. Because a capitated allocation 

s!s!cni rr!.lAc\ thc hfl'f; zortim.indcr responsible for providing all health services, there are 

builr - 1 1 )  I:l;sntl\,o lor carc to tw provided in the most cost-effective setting; the use of 

prc\enti\c wnlces. the efficient delivery of each episode of care, and the careful monitoring 

of the volume of provided services. Capitation discourages inappropriate hospital admissions, 

exccssl\.c Icngths of stay, and unnecessary services. And, because the MHSS will set the 

capitation amount prospectively, the health care provider cannot influence the funding received 

for bcncficiaries' care uvithin the period of the allocation. Quality assurance and utilization 



.! management programs will monitor appropriate utilization of medically necessary services to 

ensure that budgetary controls do not erode the provision of needed w e .  

Basic Resource Aliocation Plan: 

Resource allocations are based upon a two-step process that reflects each Service's 

individual requirements, yet is consistent with the overall Defense Health Program resource 

allocation framework. Health Affairs allocates CHAMPUS and direct care operation and 

maintenance dollars and military personnel resources to the three Services, using a financially- 

based modified capitation methodology. The Military Departments allocate resources to each 

of their hfTFs based on a modified capitation methodology, designed by the Services to meet 

their unique requirements as approved by Health Affairs. The Military Departments will 

identify all CHAhlPUS resources for the lead agent's management oversight at each of the 

tuc1i.c regions. The method for further allocating the CHAMPUS resources will be dependent 

on thc Senice affiliation of the regional lead agent and the existence of a fixed price, at-risk 

TRICARE Support contract. Calculation of the allocation of CHAMPUS resources to MTFs 

in regions with such contracts will be done by Health Affairs and provided to the Military 

Dcpanmcnts. 

O p r a t i o ~ ~  and 3lairrtcnancc. Direct Care and Military Personnel Resources 

Under the regionalization concept, the direct care and military personnel resources will 

cont~nue to flow through the Military Departments to the MTFs without change. The MTF 

comniandcr will continue to have control over the allocated operation and maintenance direct 

care and military personnel resources. The non-interchangability of military personnel and 



p ,! operation and maintenance resources during the budget development and execution phases of 
\ 

the planning, Programming, Budgeting System create a problem that will need new, more 

flexible budgeting. Including military manpower in the resource equation will drive a more 

integrated planning approach at the Service and the MTF level. 

Although the first year, FY94, is realistically the most difficult, it is expected that this 

problem will be minimized as commanders and their staffs make manpower decisions early 

enough to affect military assignments and balance their overall staffing leveis. In the short 

term, excess military resources can be directed on a temporary basis to provide needed health 

care services in lieu of contracts or CHAMPUS at other MTFs. Service-specific command 

and control of the MTFs and legal liability for over-obligation of operation and maintenance 

direct care resources will also continue without change. 

All CHAhII'US resources will be allocated by Health Affairs to the Military 

k p n m c n t s  bsxd on the capiution methodology. Until TRICARE Support contracts are 

csuhl~rhc-d i o r  all rcglon\. thc  hlilitary Departments will calculate both catchment area and 

nlln \-3:;hmcn: arcd ~ . o s l \  to: lhrir beneficiaries in  each of the regions. 

In  rcglons that do not have a TRICARE Support contract in place, the operation and 

malnrcnancc. CHAhIPUS funds will be included in the initial budget allocation of the Military 

Dcpnnnicnts. The hlilitary Departments will hold their Services' share of the CHAMPUS 

budget at the Senlice headquarters level. The Military Departments will identify the 

bcncficiaries' share of [lie CHAhlPUS requirement for each region, and will report the 



Pi amount held for each region to the lead agent's parent Service. Or, in the case of the National 

Capital Regicn, to ensure continuity of CHAMPUS fiscal operations and planning, the 

Military Departments will identify their beneficiaries' share of the CHAMPUS requirement 

and will report the amount held for the National Capital Region to Walter Reed Army Medical 

Center. Each of the lead agents will receive information and fiscal guidance through their 

parent Service's chain-of-command that identifies their total CHAMPUS budget with service- 

specific and catchment area-specific subtotals. (For example, the Air Force has lead agent 

responsibility in the Wright-Patterson Region. At the Surgeons General level, the Army and 

Navy will notify the Air Force of the total funds they are holding for their Service's 

beneficiaries in the Wright-Patterson Region. The Air Force will then be responsible for 

providing the necessary financial information and fiscal guidance to the lead agent, who is the 

Commander, USAF Medical Center Wright-Patterson). 

Lead agents will assume administrative responsibility for coordinating the management 

of thc CHAhlPUS program within their specified area of responsibility. Based on the regional 

health sewices plan, developed by the lead agent and coordinated with each of the Services 

represented in the region, the lead agent will recommend to the Services that CHAMPUS 

resources be released to the appropriate MTF for direct care projects designed to reduce 

ovcrall costs. Thc expcnditurc of CHAMPUS resources by the Military Departments will be 

rncrn~~crrcd h\ catchmznt area and region. 

In regions with TRICARE Support contracts, the MTFs' CHAMPUS allocations will 

bc rcnined by the parent Services and pooled among the Services to fund the lead agent's 

execution of the support contract. Health Affairs will calculate both catchment area and out- 

of-catchment area CHAMPUS allocations and provide them to the Military Departments. 



Under this methodology, each Service remains jointly accountable for the TRICARE Support 

con tract. 

CHAMPUS Budget SavingsIOverruns 

If an MTF commander generates identifiable CHAMPUS savings, then the parent 

Service will retain the savings. The commander, with guidance from the designated lead 

agent. will develop cooperative management initiatives to invest funds to recapture 

CHAhlPUS costs. The management initiatives will be reflected in the jointly developed 

reg~onal health services plan and approved by the affected Military Departments. As +n 

Inccntr\ e for the local commanders, the lead agent, with the approval of the MTFs' parent 

S c n  KC. u 111 project in advance the estimated overall CHAMPUS net savings--the local 

rnrl~tin mcdrcal treatment facil~tvlparent Service will then be authorized to retain 100 percent 

of thc 3ctu.iI arncd swings. I f  the CHAMPUS claims of the MTF, exceed or overrun the 

a~:horircd budge!. then the hlTF. or parent Service, must make up the difference. 

T n n 4 c r  I%! mcnts 

\( :*c. .i ;.t;l;td:lt~r hdw~! ~ilcxation system, reducing workload can result in increasing a 

: A  d K c r  n This establishes an incentive to shift necessary workload to 

cjthc: r n ~ ;  rtir? >IT) -  s I n  adcf~tlon. transferring workload that traditionally was covered by 

<'t4:\>1Pt1S to tcnlan care rnllltary medical centers within a region, requires a transfer of 

lurid\ t r t jnl  thc cntchnicnt arca in which the patient resides, to the medical center. The policy 

15 currcntl! in dnft for ~dcntifying and transferring appropriate funding to cover the additional 



gpi costs to be incurred at the medical centers. Without transfer payments the medical centers 

would be unable to expand their capabilities to provide Specialized Treatment Services. 

Shared Resource Information 

This resource allocation framework is targeted toward the managed w e  environment 

that features direct care services augmented by at-risk contractor support. To achieve the goals 

embodied by the TRICARE Program, particular emphasis must be placed on coordination of 

resources and responsibilities during the transition of CHAMPUS contractor support from the 

historical fee-for-service system to one in which the contractor is at-risk. Prior to the 

establishment of TRICARE Support contracts, the regional CHAMPUS resources will be 

coordinated and monitored by the lead agent to achieve savings through the development of 

ncgot~atcd discounts, provider networks, and utilization management options under established 

CHAhlPUS regulations, DoD Instructions, and existing CHAMPUS Fiscal Intermediary and 

Iltillz~tton Management contracts. To implement successfully the TRICARE Program, the 

l a d  agents and hlTF commanders must know the full cost of the assets employed to deliver 

hcalth care services. The hlilitary Departments will develop and publicize their capitation 

mcthtdolog! for allocating all applicable operating resources to each catchment area to 

~ n c l u d c  mllltan personnel. orration and maintenance direct care, and operations and 

nla~ntcnrtnsc CHAMI'US. Shanng of resource management information among MTF 

commanders. lead agents, Military Departments and Health Affairs staff is required to 

prt~ludc inappropriate intra- and inter-regional resource shifting. Timely access on a "need to 

knou ' basis to available plans and resource information--financial, workload, manpower and 

beneficiary population--must be assured at all organizational levels. To this end, CHAMPUS 

clainis data posting will be expedited by reducing the allowed beneficiary claims filing period 



@: from 24 to 12 months, thereby bringing this period into greater alignment with civilian . 
healthcare plans. 

Resource Management Plans 

A detailed resource management plan that includes the areas of resource allocation and 

execution will be developed locally and provided by each MTF commander - first to the next 

level of command and control and then to the designated lead agent for review and approval. 

With the lead agent's approval, the resource management plan will become an integral part of 

the overall Regional Health Services Plan. Significant changes instituted by lead agents will 

be coordinated with affected commanders. Disagreements over regional resources are to be 

first addressed at the regional level by the MTF commanders and the lead agent. If 

concuncncc is not reached at the regional level, then the MTF commander will elevate the 

o p n  15sur: for resolution through the appeals process specified earlier in this policy guidance. 



TIUCARE SUPPORT CONTRACTS 

To implement the TFUCARE Program in the most effective way possible, the DoD has 

begun the transition from standard fee-for-service financing of care purchased from civilian 

providers under CHAMPUS to large TRICARE Support contracts for each of the twelve 

Health Service Regions. These TFUCARE Support contracts, procured centrally by the Office 

of CHAMPUS, will assist lead agents and MTFs in meeting their responsibilities to improve 

access to quality health care, while containing costs. They are fixed price, at-risk contracts 

intended to provide substantial incentives for the civilian managed care contractors to develop 

innovative programs and linkages with the MTFs. 

The primary functions of the TRICARE Support contract are the following: 

Development of civilian provider networks in support of both the TRICARE 

I'rimc and TRICARE Extra benefits; 

Claims processing and data collection; 

Utilization management and quality assurance; 

I'aticn t rou tinp and referral, and beneficiary services; 

TRICARE Pnme program enrollment; 

Provider and beneficiary education; and 

hlarketing. 



The transition to TRICARE Support contracts for lead agents will occur over a three- 

year period. Prior to the implementation of a TRICARE Support contract, local MTFs and 

their respective Services are totally responsible for the direct care system and CHAMPUS 

costs. In those regions where a regional TFUCARE Support contract is not yet in place and 

economic analyses demonstrate savings, the lead agent and MTF commanders may choose to 

develop a contract to manage portions of CHAMPUS w e ;  such as a contract for certain 

clinical services. These locally managed contracts must be consistent with the design of the 

TRICARE Extra option. Any such contract must conform with all rights and obligations under 

the CHAMPUS regulation and other legal requirements. There must also be coordination with 

OCHAhlPUS to permit corresponding revisions, if necessary, to existing Fiscal Intermediary 

or Utilization hlanagement contracts. In addition, such contracts must be integrated to the 

extent fusible into the TRICARE Support contract when it is awarded. Once procured, the 

TKICAKE Support contractor and the Services will share the financial risk for the CHAMPUS 

W knctit program. 

Ikt cloprrlcnf of Cit iliar~ I'rot ider Networks 

I'hc I'KIC',IKII Suppcbn contractor, based upon the regional plan developed by the lead 

agent$. st...ill t*\t.itil~sh a prcicrrcd provider network wherever feasible and desirable. These 

nc.:~tvkb w 111 suppirt the I'KICARE Prime, a health maintenance organization-type model for 

tho= knclic~ancs who chose the enrollment option as well as the TRICARE Extra, a managed 

care option similar to a preferred provider organization for eligible beneficiaries. The 

contractor \sill work with the l a d  agent and local MTF commanders to determine the optimal 

configuration of the network as subordinate and complementary to the direct care system 

cap~bilities of the region, where the majority of the care is delivered. The lead agent will 



,: assist in determining the adequacy of the network based on the availability of direct care 

services, the availability of civilian providers, and the size, distribution, and health care needs 

of the beneficiary population. In determining the adequacy of the network, the contractor 

must meet the standards centrally developed by DoD, with input from the lead agents. 

Requirements will accommodate differences in managed w e  markets and in the supply of 

health care providers across geographic areas. According to Federal law, state or local 

government laws or regulations for health care contracts can be pre-preempted to the extent 

that the Department determines that such laws or regulations are inconsistent with specific 

provisions in the contract. 

The MTFs will be integral parts of the regional provider network and will serve as 

primary care sites. To make the most efficient use of military resources, direct care providers 

shall be treated by the contractor as the providers of first choice in accordance with the routing 

a' and refcrral protocols established by the lead agent. 

I'riniary Care blanagers 

The contractor shall assist in  the selection of a primary care manager who will be 

resp)nsible for the provision of virtually all primary care to the patient and for referring the 

pcitrcn: 1'0: any necessary specialty services. The primary care manager may be an MTF or a 

civilran network provider. Civilian network providers who agree to be primary care managers 

must follow all of the rules and procedures identified in the provider agreements. Providers 

who agree to be primary care managers shall sign agreements that identify the rules and 

procedures for specialty referrals and their responsibilities as primary care managers. In the 

event the assigned primary care manager cannot provide the necessary, full range of primary 



f (I' 
care functions, this manager will ensure access to necessary health care services as well as any 

specialty requirements. The contractor will work with the MTF commanders, under the 

guidance of the lead agent, in establishing priorities for routing beneficiaries to the direct care 

system, determining the capacity of the MTFs regarding direct care primary care manager 

patient load, and establishing goals for supplementing in-house capacity through resource 

sharing arrangements. The MTF providers must follow the same referral protocols for the 

civilian providers as established by the lead agents. 

The contractor will-assist the lead agent in determining the optimal manner to 

supplcment direct care capacity through civilian contracting or resource sharing and working 

wi th  each ~nvolved MTF. The lead agent can arrange with the contractor and the MTF 

commmdcrs for the provision of contracted services within the military facilities. With the 

~mplcmrntat~on of the TRlCARE Support contracts, prior contracts or agreements including 

pnncr5hlp provrdcrs. I'KIhIUSINAVCARE, Base Realignment and Closure benefits, and 

(';i:;hmenl Arc3 hlrlnagcrncnt demonstrations, may be phased into the new contract. 

For thaw arras in w h ~ h  health maintenance organization or preferred provider 

O : ~ A ~ L I A : I O C  cl;,tlcBn\ arc no: rza\~ble, the TRICARE Support contractor will be required to 

dc\r;cr;. !fit ( ' I (  .1%11'1' \  !'.101. :wting Provider Program to the extent possible, thus enhancing 

. . c I 1 I ' 1  H 1 : N'hile the expansion of participating providers will be a 

rt-qu:rtnlcnt In all areas, thc arcas that offer no other choice to CHAMPUS beneficiaries will 

rc-cclr c pnorlty attcntlon if  a srgnificant number of beneficiaries reside there. 



Utilization ManagementIQuality Monitoring 

The TRICARE Support contractor will be required to establish utilization management 

(UM) and quality monitoring programs in a manner consistent with policy requirements 

established by DoD, ensuring uniformity of standards across regions. To promote greatest 

efficiency, comprehension and consistency, the TRICARE Support contractor in each region 

may be requested by the MTFs to perform UM, covering all network and non-network care. 

This UM screening may be extended to care provided in the MTFs, using the Department's 

standard quality and utilization review criteria and the TRICARE program regulation that is 

currently under development. In his or her respective facility, the MTF commander is the 

final authority regarding quality and UM decisions. However, there will be a need to integrate 

the utilization review mechanisms applicable to military facility and CHAMPUS care, which 

will be achieved pursuant to the TRICARE regulation and a DoD Instruction. This process 

a u.111 assure beneficiaries that they can expect the same standards of care regardless of where or 

by u horn that care is delivered. 

Palicnt Routing and Refcrnl 

The patlent routing and referral procedures must be carefully developed to assure the 

op[rmal uw of thc d~rcct a r e  system and the civilian provider network, and at the same time 

provrdc beneficiaries with the greatest freedom of choice possible. The TRICARE Support 

contnctor will work closely with the lead agent to assure the most cost-effective delivery of 

s e ~ ~ c c s .  The contractor and lead agent will develop a memorandum of understanding to 

ensure balanced workloads between the MTFs and the civilian network. Each MTF, under the 

guidance of the lead agent, will establish a balanced worktoad agreement with the contractor 



that establishes the required routing and referral specifications with regard to primary, 

specialty, emergency and urgent, and inpatient care, diagnostic services, and any other 

services specified by the MTF or lead agent. These specifications will be coordinated with the 

contractor's internal protocols for routing beneficiaries to network providers. Civilian primary 

care managers must use the health care finder established by the contractor for referring 

patients for specialty care. The MTF primary care managers who refer patients to civilian 

providers must also comply with the health care finder protocols. The lead agents must 

establish overall policies for the management and referral of patients within each region. 

Flexibility will be given to the lead agents to detervine when it is prudent to allow the local 

hiTF to perform these functions. If an MTF has the resources and capacity, there is no need 

to task the contractor to perform these functions. 

Clainlr Processing 

The TKlCA RE Suppon contractor will be responsible for claims processing. Claims 

will be processed according to the requirements set by DoD; however, the Services and lead 

agents u 111 have an opponunlfy lo review the procedures and propose changes. The existing 

fiscal ~ c t ~ - r r n ~ J ~ a r \ .  w 111 contlnur to process claims prior to the procurement of the regional 

TKI('!I H I S~t; l ;~j r r  conrr;i.-tor Iicalth Affairs will assign an administrative program manager 

for dlrC;r c~\eri~ght ot the contrdc[or's claims processing responsibilities. The Services and 

Imd agents. through this program manager, will review the procedures and propose changes to 

the cla~ms processing operations. 



Provider and Beneficiary Education 

The contractor will be responsible for developing and implementing programs for 

provider and beneficiary education that comply with guidance provided by the lead agent. The 

lead agent will be responsible for reviewing and approving the contractor's proposed plan for 

provider and beneficiary education and ensuring that the plan is adequate and complies with 

the policies of the TRICARE Program and objectives of the lead agent. The lead agent is 

ultimately responsible for the education of the direct w e  providers with regard to this 

program and will determine the extent to which the contractor's provider education efforts 

shall incorporate an educational effort for MTF providers. 

The lead agent will oversee the contractor's beneficiary education efforts and 

coordinate the distribution of beneficiary education materials with the contractor. Beneficiaries 

must rcccive detailed information on available health care options and any limitations imposed 

on their freedom of choice and access to specialty care. They will also be fully informed of 

the differences in cost sharing requirements among health care options. 

Bcncficiar: Scnices 

The contractor shall bc responsible for providing health care finders located at each of 

the TKICARE Support Service Centers. TRlCARE Support Service Centers will be the focal 

point for smooth and effective operation of the integrated military and civilian network of 

providcr~. Contractors shall consult with lead agents to determine the ideal location of the 

service ccntcrs, including placing them within the MTFs. The centers will facilitate referrals 

of patients to the most appropriate military and civilian health care services. The objectives of 



the service centers are to establish appropriate referral mechanisms, maintain continuity of care 

for patients, ensure optimal use of military MTFs, foster effective coordination of care 

delivered in the civilian sector, and establish educational systems to inform beneficiaries of 

access mechanisms and referral procedures. When requested by the MTF, the contractor shall 

perform Health Benefits Advisor functions. To the extent feasible, government systems to 

support the health care finder functions will be used. The lead agents will determine the 

capabilities of the military MTF to fully support these functions. 

Enrollment and Primary Care Manager Assignment 

The contractor will be responsible for performing the enrollment function for the 

TKICARE Prime option using the policies established by the lead agents in conjunction with 

Hc~lth Affairs. This function includes collecting enrollment fees, tracking enrollment 

~nfllrmatron, prtnicipating in thc disenrollment process, and entering appropriate information 

Into IIIERS. The lead agent will provide the contractor with the enrollment plan that includes 

s p - ~ f i c  pnoritles in the assignment of primary care managers. Military MTFs will participate 

as pnman care s~tes In the assignment of primary care managers. The lead agent and regional 

r n ~ l t ~ l r )  SlTf-s w 111 dctcrmine i f  there are sufficient military MTF primary care providers to 

suppln t h ~ .  cnrollrncn! oplron The contractor will augment the MTFs when providers are 

ncrd~ul and cnwrc that nctuorb. providers accept Medicare assignments to enable those 

kncfic~ancs access to care through health care finder services. 



ROLES AND RESPONSIBILITIES 

The Office of the Assistant Secretary of Defense for Health Affairs and the Military 

Departments will work jointly to develop a uniform statement of requirements for the 

TRICARE Support contract. Lead agents are responsible to propose or make modifications to 

these requirements (depending on the nature of themodification), via their regional plans and 

as part of acquisition planning. The incentives system developed for the conduct of good 

business practices, including bid-price adjustment methodologies, will also be developed 

jointly by Health Affairs and the Military Departments. 

The TRICARE Support contractor will work closely with the lead agent's program 

managers regarding beneficiary education, routing and referral, and other issues directly 

related to the provision of services. The contractor will also communicate with designated 

H u l r h  Affairs representatives regarding both managed care and claims processing functions. 

\f'hc.n problems are identified in the execution of these functional areas, lead agents will be 

consulted. Health Affairs, the Services, and the lead agents will work jointly to ensure the 

problems are properly solved in a timely manner. Lead agents and Health Affairs may 

communicate directly on technical matters. In matters of policy, the appropriate Service 

channels H 111  be employed. 'The TRICARE Support contractor will be responsible for 

pro\.icfing t imcl y ~nfrjrmrltion required to support the lead agents. These information 

requirements will be identified in the regional health plans and incorporated into the 

procurement documents. 

The development, procurement, transition and operation of the TRICARE Support 

contracts will be a joint effort on the part of the military MTFs, lead agents, Services and 



Pi Health Affairs. The procurement and oversight of the TRICARE Support contracts will be 
' . 

provided through Health Affairs in cooperation with the lead agents. The point of contact at 

the Office of the Assistant Secretary of Defense for Health Affairs for oversight of TRICARE 

Support Contract procurement is the Director, Managed Care Operations, Health Services 

Financing. The lead agents will have responsibility for oversight of the health care 

requirements of the contracts. Each lead agent will participate directly in the contract 

operations concerning health care issues through a program manager and an administrative 

contracting officer assigned to the lead agent's staff. Health Affairs will be responsible for the 

business process requirements of the contract such as claims processing and data collection; 

hou,ever. lead agents will have the opportunity to review claims processing rules and propose 

chmpes to Health Affairs. 

fiulth Affairs will have responsibility for the procurement of the contracts, transition 

o! thc contracts. and for oversight of the contract management. The procurement contracting 

o!i:;cr H I I I  ha\e the final responsibility for contract administration, management of national 

p d ~ c !  changes that arc order& in the contract, management of the bid price adjustment 

prrKru. and OL enleu of the pnme contractor's subcontractor administration system. 

:\dC::rc~r..i!l!, ths 1c.d ,tgznt\ dnc! the Services will actively participate and evaluate the bid 

p71.c- A,! "\'z:~.c! r>rtkc- \ \  

1 A. h I u d  agent H 111 a3sIgn a contracting specialist to his or her respective TRICARE 

Suppbn contract. Thew ~nd~v~duals will have a contracting officer's warrant and function as 

an .idrn~n~\:ra!i~.c contracnng officer, reporting to the lead agents. Relatively broad contract 

adrn~n~stratlon authority is to be delegated to the administrative contracting officer from the 

prrKurcrncnt contracting officer. These duties will include but are not limited to controlling 



- . i  the development of local changes, including technical evaluations by the program manager; 

negotiating contract changes in concert with the procurement contracting officer; reviewing 

and approving subcontracts; and overseeing property administration. 

A program manager on the lead agent's staff will serve as the technical representative 

for the contract for health care issues. Specifically, the program manager will be responsible 

for assisting the lead agent in the definition of new requirements applicable to the region that 

require contract modification, performing technical evaluations of change-order proposals, 

assisting in resolving contractual issues of concern to the lead agent, evaluating contractor- 

proposed resource sharing agreements, proposing resource sharing agreements to the 

contractor, evaluating the development of provider networks with respect to MTF 

requirements, and administration of the enrollment process. The program manager will 

coordinate issues and proposals with the procurement contracting officer's representative to 

0) ensure that there is no conflict with the general policy of the MHSS or with the business 

processes for the region, such as claims processing and data collection. The program manager 

will also approve all marketing and informational materials produced by the contractor. 



DEVELOPMENT OF REGIONAL HEALTH SERVICES PLANS 

Lead agents in coordination with the military MTF commanders within the region, will 

develop the regional health services plan. Each lead agent will provide an annual update of its 

Regional Health Services Plan the Assistant Secretary of Defense for Health Affairs. This 

plan will be submitted formally through the proper Service chain-of-command. 

Planning will cover a broad range of the program aspects of managed care. These 

planning elements must each be addressed to assure effective integration with regional health 

care operations and regional TRICARE Support contracts. In keeping with the principle of 

decentralized execution, the Office of the Assistant Secretary of Defense for Health Affairs 

will prescribe general topics to be addressed in the plan. Health Affairs will appoint a joint- 

Sen.lce working group to facilitate the development and evaluation of the regional health 

wn tee, plans and the business plans that they include. 



w r  REGIONAL HEALTH SERVICES PLAN OUTLINE 

Planning elements to be addressed: 

I. Health Services Region Managed Care Goals 

11. Medical Readiness 

111. Resource Management 

A. Direct Care, CHAMPUS and Military Personnel Funds 

B. Investment Strategy for CHAMPUS 

C. Capitation Methodology 

D. Third Party Collection Program 

IV.  Network Development 

A. Primary Care Network 

B. Specialty Network 

C. Referral Policies 

V. Enrollment 

C'I . Utilization hlanagement and Quality Monitoring 

\ ' I I .  lkncfir Structure 

' I  I .  Cl~nical Prc\.cnti\.c ServicesIHealth Promotion 

IS. lntormatlon Systems 

S. hlarkcting/Education 

XI. Evaluation Plan 

SII. Specialized Treatment Services 

5111. Graduate Medical Education 



. . 

w!!~ DISCUSSION OF PLANNING TOPICS 

Following are a series of discussions on topics related to the Regional Health Services 

Plan. The discussions are intended to shed light on current and planned initiatives in the 

topical area and to assist the lead agent in developing a general framework for detailed health 

care planning at the operational level. 

hledical Readiness 

Lead agents should address efficiencies that would be obtained through joint 

dcvclopment of requirements in a number of contingency areas. These areas include Military 

Support to C~vil Authorities, the National Disaster Medical System, and the Department of 

Vctcrans Affairs - Department of Defense Contingency System. The plan should address 

(I shiiring of resources, coordlnatron of resource sharing and contracting for additional local 

f.icll~rlcs and health care providers due to training or deployment in support of contingency 

oFnnons. Although responsibility for readiness training is clearly retained by the Services, 

l e~d  agents should encourage and MTF commanders should take advantage of every 

opp~nunlt !  to condui t  jornt mcdical readiness training. 

h d  agents will be responsible for and have the authority to oversee CHAMPUS 

dollars for their regions following the award of the TRICARE Support contract. Each of the 

hospitals within the regions will be funded directly for direct care and military personnel 

dollars; however, CHAhlPUS funds will be managed on a regional basis. Although the 



IF capitated budget of the MTF includes its CHAMPUS target, these targets are rolled up to the 

regional level for lead agent oversight. Thus, a balance will have to be achieved between 

direct care and CHAMPUS operations. The effective management of referrals between direct 

care and CHAMPUS providers coupled with strong utilization management efforts within both 

systems will be essential to the financial success of regional health care operations. 

Resource Management Plans will be developed by the lead agents the MTF 

commanders will become key components of regional health services plans. Lead agents will 

include, as a component of these plans, regional coordinating requirements relative to the 

maintenance, renovation, and replacement of facilities. The plan will further address the 

requirements of the draft Joint Regulation on Review Procedures for High Cost Medical 

Equipment (AR 40-65lNAVMEDCOM INST 6700.4lAFR 167- 13) relative to the purchase 

and maintenance of high-cost medical equipment. Third Party Collection Program procedures 

w should bc addressed in the resource management plan. 

Sct H ork Development 

A thorough analysts is necessary to determine the requirements for provider networks 

ncrrdcd to  s u p p n  glvcn bcncficrary populations. Attention must be given to assuring access to 

suffic~cn~ primary carc providers located in direct care facilities and supplemented by primary 

care providers in the external network. The determination of the "right-sized" primary care 

network for the population is essential to the overall concept of managed care and healthcare 

reform. The primary care system is the base from which lead agents build additional network 

needs, referral policy, and from which access standards are measured. Also, consideration 

must be given to assuring providers a reasonable volume of patients. In doing so, the number 



w ;  of providers in a network will be limited. Thus, determining the number of providers required 

can best be done only after a thorough review of the demographics of the served beneficiary 

population. Following the award of a regional TRICARE Support contract, the contractor will 

adjust the size and composition of the network based on input from the lead agent as identified 

in the regional health services plan. The challenge for the lead agent is to determine the 

appropriate military MTF medical care and capacity so the contractor can obtain the proper 

number of network providers to augment MTF capabilities. 

Enrollment of all TRICARE military health program participants will simplify this 

process in overlapping catchment areas. Assignment of a primary care manager is part of the 

cnrollmcnt process. Beneficiaries routinely will be scheduled for care with their primary care 

manager. Enrollment and primary care managers ensure that beneficiaries do not seek care 

srmulmcwusly from several different military MTFs that could result in inappropriate 

trc3:nicnt. Addrt~onally, enrollment assists the military MTF to reliably plan for healthcare 

cr~ndrturcs.  

-1 LC\ rlzmcr.! ~ r !  m.in.ib.!ng a health care beneficiary population is knowing the 

c ~ r t ) ; i c ~ >  to: u horn d rnuagc=d cdre program is committed to provide care. During start-up 

o;rra!ltm\. phdscd enrotlmcnt urll allow for the smooth assignment of beneficiaries to panels 

of pro\ ldcrs C H A A I P U S ~ I I ~ I ~ ~ ~  beneficiaries who enroll in TRICARE Prime, the health 

ni.ilntr.n.m<c organ~zz~tion-l~kc option, will obtain enhanced preventive care benefits and a 

r r u l u i ~ d  cost-sharing structure in return for choosing from a specified group of providers. 

I:\entuall\, under national health care reform, it  is anticipated that MHSS beneficiaries will 



f :  . . 
have an even broader range of choices among health plans, and beneficiary entitlement to 

duplicate healthcare coverage will be ,eliminated. 

To enroll in the TRICARE Program, MHSS beneficiaries must be registered in the 

Defense Enrollment Eligibility Reporting System PEERS). Under a TRICARE Support 

contract, the contractor will be responsible for entering this information in DEERS. The lead 

agent will provide input to the contractor on its enrollment plan and specify priorities for 

assignment of military MTF primary care managers. Prior to the implementation of the 

TRICARE Support contract, it will be the lead agent's responsibility to develop procedures for 

TRICARE Prime enrollment. These enrollment procedures must be specified in the lead 

agent's plan, conform with the TRICARE program regulation, and be approved by Health 

Affairs. 

The lead agent must have the approval of Health Affairs to start an enrollment plan 

prior to the implementation of the TRICARE Support contract. To obtain approval, the lead 

agent must submit a plan consistent with the TRICARE program regulation (32 CFR 199.18), 

debiling the adequacy of the network established for the health maintenance organization type 

option. the cnrollmcnt trrrgets. [he utilization management and quality assurance processes to 

he cs:abl~\hcd. and other chancrcristics of the program necessary to assure the delivery of high 

qual~t). accessible and cost-ciicstlve care. If the proposed enrollment program includes the 

Uniform HhlO Benefit, established in the CHAMPUS regulation, approval by Health Affairs 

also requires a determination, established by Congress, that government cost under the 

proposcd interim enrollment program are no greater that the costs that would otherwise be 

incurred to provide heal th  care to the beneficiaries who enroll (Pub.L. 103-160, see 731). 

Upon in~plernentation of the TRICARE Support contract, any existing health maintenance 



yp t"l organization program operated by the lead agent or designee must either be incorporated into 

. the regional TRICARE Support contract, on the basis of better cost-containment, or else be 

discontinued. 

Similarly, lead agents.or MTF commanders may choose to develop broad preferred 

provider networks prior to the initiation of regional TRICARE Support contracts. These 

programs must be consistent with provisions of the TRICARE program regulations 

(32 CFR 199.18), identified in the regional health services plan and approved by Health 

Affairs prior to implementation to offer the reduced cost shares provided by the TRICARE 

Extra benefit. Still another approach is the local implementation of the Participating Provider 

Program under DoD Instruction 6010.18, "CHAMPUS Health Care Finder and Participating 

Provider Program" (Nov 9, 1989). 

Thc usc of a preferred provider network or the standard CHAMPUS benefit package 

will nor require registration beyond that required of DEERS. Beneficiaries may use the 

prefcned provider organization on a point-of-service basis as a TRICARE Extra benefit. In 

addition. hied~care-eligible beneficiaries and active duty members will be registered in DEERS 

as they are now and the  local hlTF will be responsible for managing their-care. Eligible 

hc.nefiitanc\ who do not chtrjw one of these CHAMPUS-funded care options will continue to 

habe access to drrcct carc at thc military MTF on a space-available basis. 

L'tilization hlanagement and Quality Monitoring 

\ilhile utilization management and quality monitoring are not synonymous, their goals 

and thc nlechanisms frequently employed to attain them overlap. Utilization management is, 



Pi ideally, a function of a health care system that ensures eligible beneficiaries receive care 

necessary and appropriate to their clinical needs. Quality monitoring seeks to provide 

assurance that the care delivered is high quality and consistent with general clinical practices 

for the diagnosis and the patient. In most venues, the term quality monitoring, as opposed to 

quality assurance, also carries the implication that continuous quality improvement is 

incorporated into the program. Cost containment initiatives must not emphasize lower costs at 

the expense of the medical needs of the patient. 

Early experience with a broad utilization management program for beneficiaries in the 

Military Health Services System indicates that focus on patient need does not result in 

exorbitant costs or runaway utilization. The National Mental Health Utilization Management 

Program, initiated in  January 1990, is administered under a fixed cost contract, so that the 

contractor does not have a financial incentive to deny care. Clinical criteria for evaluating 

prcrruthonzation, concurrent review and waiver consideration requests have been evaluated and 

found to be consistent with good clinical practice. In three years experience, acute psychiatric 

and residential treatment center admissions were reduced by 12.1 percent, with a reduction in 

inpatient days of 32.8 percent. The cost per admission has gone down 12.2 percent. The 

Doll's present average length of stay for acute psychiatric inpatient care is twenty percent 

hclou the a\.cragc i n  a s u n q  conducted by the National Association of Psychiatric Healthcare 

Organ~z~itton~. Ovrrnll costs for this care began to slow early on and were actually slightly 

reduced In the third year of the program. 

The use of diagnosis related groups in determining lengths of stay in rnedical/surgical 

and obsrctrical admissions has already had an impact on bed days in those areas. Nonetheless, 

moving to a utilization management model that focuses on patient condition as an additional 



criterion in authorizing admissions and continued stay has the potential of further reducing bed 

days and assuring that care delivered is necessary and consistent with the needs of the patient. 

The decision to organize the MHSS along regional lines provided an opportunity to 

initiate a uniform set of guidelines regarding utilization management and quality monitoring 

across the entire system. The advantages of such an approach include: (1) a single standard of 

w e  regardless of w e  setting (i.e., direct or purchased and contracted care); (2) consistent 

and uniform clinical criteria determining setting and length of stay; (3) a basis for monitoring 

the system as to utilization patterns, quality of care, and adequacy of clinical decision-making 

process as reflected in documentation; (4) the means to examine and evaluate providers, both 

individual and institutional, as to the appropriateness and quality of the care provided to DoD 

beneficiaries; and (5) a vehicle for evaluating and comparing regions against themselves, one 

another and the system at large, as well as against national data for civilian populations. 

To ~rnplcment such a plan, it is necessary to develop a number of elements intrinsic to 

the dlscretc but related functions of utilization management and quality monitoring. As a 

pnnc~plc of any such undemklng, it is important to recognize the needs and functions peculiar 

to each cornponcnt of rhs sysrcm. These include the patient, the lead agent, the military MTF, 

thc ? ' K I ( ' . ~ K I :  S u p p m  contr.t;tor, and the network and non-network providers, as well as the 

Sen 1 . ~ 1  and l i u ! t h  A f t d ~ r ~ .  (51~ny of these functions involve the gathering and the analysis of 

d a b .  To promote greater effic~ency and consistency, the TRICARE Support contractor may 

be requested by the military hlTF to perform utilization management functions, such as 

pruuthorization, concurrent and retrospective reviews, and waiver considerations, for all types 

of care in all settings. Regardless of who actually performs these activities, they will be 

carricd out based on a uniforrn set of criteria determined by the DoD. At present, the criteria 



ki designated for use are the Interqual criteria for medical/surgical and obstetrics care, and Health 

Management System criteria for mental health care. As the MHSS gains more experience and 

sophistication in managed care, these criteria may be refined or changed but will remain 

consistent across the system. 

The quality monitoring program will consist of elements that collectively give 

reasonable assurance that care rendered was consistent with the needs of the patient, delivered 

by providers acting within the scope of their training and credentialling, and of a high quality. 

As an adjunct to these assurances, the quality monitoring program ascertains that care is 

adequately documented to provide the above assurances. Activities will include the 

retrospective review of a sample of cases to determine if they meet Department criteria; the 

monitoring of provider qualifications, such as, licensing, credentialling and adverse actions. 

The Dcpanment is currently working with the Joint Service Quality Management Committee 

and the Joint Commission on Accreditation of Healthcare Organizations to develop a 

ccntmlized credentialing process. The guidance for this activity will be found in the new 

Clinical Quality hlanagement Directive to be published in December 1993. 

Funhcr objec~ives of utilization management and quality monitoring programs are: 

Crut~ng a network of educators and acquiring software to facilitate statistical 

process control networks. 

Developing a process or system to capture outcomes, codify findings, and 
make them available to educate clinicians, change behaviors, and modify 
clinical practice guidelines to ensure that medically necessary services are not 
eroded by budgetary control mechanisms. 



Developing guidance on accreditation requirements for the various 

components of the regional managed care system including inpatient facilities 

(direct care and civilian) and managed care entities (TRICARE Support 
contractors, contracted health maintenance organizations, etc.) 

Continuing to work on the development of a common set of standards for 

utilization management and quality assurance which will apply to health care 

regardless of whether it is provided within the direct care system or through 

contractor provided support. The regions will be evaluated for quality of care 

using common standards that include measures from the Joint Commission for 

Accreditation of Healthcare Organizations, Healthy People 2000, and the 

National Committee for Quality Assurance. 

Smoothing the introduction of utilization management into military medical 

hfTF through well-organized provider education programs and through the use 

of commonly available programs if possible. 

Dr.\ eloping funher access criteria and integrating measures for these criteria 

Into thc utilization nlanrlgcment and quality assurance processes. 

f5nsuring the maxi rnum possible use is made of existing information systems 

In  ascsslng the prfc)rrn;lnce of the health plan as more refined systems are 

k i n g  dc\clopd 

I )L.\ t-io?:ng .i:. ~n:c;r.I:~d case management process and including these 

;pro\ r \ : c  )::\ 1:: :! c I K I (  ' 4  HE Support contract to ensure an effective case 

r?:dugcrncn: Ildirbr: twtucen direct care and contractor provided care. 

A comprehcnslvc pollc) on quality assurance and utilization management is currently 

undc: dC\ clopn~ent and H 111 be incorporated by reference into policy guidelines for the 

TKI('-IRE Program. 



Oversight of both utilization management and quality monitoring activities will be 

provided by the National Quality Monitoring Contract. As the lead agents implement the 

regional plans, the National Mental HealthtJtilization Management Contract and the Regional 

Review Centers will be phased out. 

Benefit Structure 

The benefit structure for TRICARE Prime is a function of the Uniform HMO Benefit, 
required by section 731 of the National Defense Authorization Act for Fiscal Year 1994. The 
Uniform HMO Benefit will be promulgated in the CHAMPUS regulation. As now being 
developed, there are two components of the benefit structure: 

Sco-pe of Covered Services 

There are currently differences in health care services between CHAMPUS and the 

direct care system. The services covered throughout the continental United States, including 

Hawail and Alaska, should bc as consistent as possible, so that all beneficiaries are treated 

uniformly. I t  is a principle objective of the TRICARE Program that beneficiaries assigned to a 

civilian primary care manager have the same benefit as those assigned to a military medical 

trmtmcnt facility primary care manager. CHAMPUS-eligible beneficiaries who do not have 

access to the TRICARE Prime or TRICARE Extra options will continue to have access to the 

basic CH Ah1 PUS program. known as TRICARE Standard. 

trndc.r thc TRICARE I'nme option, enrolled beneficiaries will be offered enhanced 

bcnr.:its ~nclud~ng f r t ~  ~n1munr7ations, periodic physical examinations, eye examinations 

(cxpclndcd to survivors, retirees and their dependents), health promotion programs, and case 

mmagcment. Otherwise, the basic CHAMPUS program (TRICARE Standard) will define the 

scopc of services available to those beneficiaries choosing the health maintenance organization, 

prcicrrcd provider organization, or basic options. The Department will determine the uniform 

sct of bcnefits that will be available to the various categories of beneficiaries eligible for care 

in  the h1HSS. The TRICARE Benefit Structure is described in the next section. 



2)' Cost Sharing 

The existing cost sharing requirements in the direct care system and in the standard 

CHAMPUS benefit package will continue to be in effect for military medical treatment facility 

care and basic CHAMPUS care, respectively. The cost sharing requirements for TRICARE 

Extra will be similar to basic CHAMPUS requirements, except that the beneficiary's 

co-insurance percentage will be reduced by five percentage points to serve as an inducement to 

beneficiaries to use network providers. TRICARE Prime will require an annual enrollment fee 

combined with nominal co-payments per unit of service. The cost sharing structure for the 

options available to CHAMPUS beneficiaries will reflect an incentive for beneficiaries to 

choose the most highly managed delivery option. For example, if the beneficiary chooses to 

enroll in  the health maintenance organization option arrangement, which limits choice of 

providers, the expected out-of-pocket expenditures would be less than under either TRICARE 

Extra or TRICARE Standard. The cost sharing requirements are calculated to be budget 

neutral on a national basis. No cost sharing differences will be allowed across regions. The 

Dcpnment will perform the economic analysis required by statute before implementing any 

regional managed care suppon program. 

Clir~ical I'rcvcr~tive Scrviccs!fIcalth Promotion 

Dcpanment of Defcnsrt beneficiaries and the health care providers who serve them have 

substantla! ~ntcrests in  activ~tles that prevent disease and promote health. Accomplishment of 

thew actit  tics u i l l  tk. fiicillt;i:cd through focused patient education about the availability and 

dcsl;;th~!:r> of' cjbtalning spr.iilicd clinical preventive services. The TRICARE Program goals 

for pre\ cnt1t.e scnices and health promotion embrace the recommendations of the Department 

of Health and Human Services Preventive Health Services Task Force. 

As an incentive for beneficiaries to enroll in TRICARE Prime, enhanced clinical and 

prcvcntive services selected on the basis of established scientific evidence, risk benefit and cost 

analysis of implementation, will be included. These services will be provided without an 



~ 2 1 "  expected co-paymen t. The establishment of clinical preventive services such as 

mammography, pap smears, eye exams, immunizations, serologic screening for hepatitis, 

rubella antibodies, non-fasting cholesterol levels, and screening blood lead levels, are 

considered part of the standard of care for primary w e  services within the DoD. 

An important aspect of compliance with practice guidelines for preventive clinical 

services is patient and provider education. Patients need to be informed about specific services 

they need. Providers need to know the age, gender and special risk group indications for the 

specific services that are needed by their beneficiary population. Lead agents and TRICARE 

Suppon contractors share the responsibility to inform beneficiaries about ways to promote 

wellncss and good health. 

Inforn~ntion Systems 

Key to the lcad agent's ability to identify managed care beneficiaries, assign them to 

primary care providers, and provide them quick access to health care is an effective 

information management system that integrates these various aspects of health care 

management tnro a %,ell-organircd database. Without timely access to information on network 

util173tlon. cost and quality. lcad agents will not be able to effectively manage regional health 

wn I C C ' ~ .  -1'0 suppn thr l a d  agents' information systems needs, the Department, with the 

suppn of the Services, has developed software to support enrollment, network development, 

and health care finder operations. Further, the Department is accelerating the fielding of the 

Cornpos~tt. Health Care System, an integrated clinical system, with this managed care software 

to assist Icad agents in their regional health care operations. 



Other information essential to managed care operations will be provided through 

contractor operated information systems, such as information relative to claims processing and 

utilization management. Planning for the integration af these systems with government- 

operated systems are key to providing lead agents the information required to make the daily 

management decisions necessary in a managed care environment. One of the requirements for 

information systems planning will be standard interoperability between the TRICARE Support 

contractors' systems and the systems developed by the government for the Military Health 

Services System. To fully achieve this requirement, standard data e l emen~~om~arab le  to 

those used by the civilian health care provider community must be integrated into the  direct 

care system. Health Affairs, working with the Military Departments, will take the lead in 

developing the required data standardization. 

14~1th Affairs has undertaken a number of initiatives to assist the military MTFs and 

thc Scn rccs In their hmlthcarc planning, . Among these is the recent inventory of information 

s stems avarlable to suppon TRICARE planning.' This inventory has been published and 

clrcul;itcd to thc Surgeons Gcneral and is also available from Health Affairs. Another 

Inllratrve currtntl! bclng pursued is the development of an electronic "bulletin board" on 

mcina~cd c;trc ~ssuc\ 7'hr\ m d ~ u m  will enhance communications and information sharing 

anlcrzg IL*.!~! . ig t -~i : \ .  1!!tS SL-n i ic . \ .  and Health Affairs. 

A number of lnformatron systems planning objectives was developed by the Services 

and cndorscd by Health Affairs. These objectives are as follows : 

OASD(HA) Memorandum d a t e d  November 4 ,  1993 ,  s u b j e c t :  'Systems 
I n v e n t o r y  f o r  T R I C A R E  S u p p o r t " .  



Developing regional information systems requirements to support lead agents' 

needs for managed care operations support, to include the completion of the 

development of the Composite Health Care System Divided Work Center to 

support lead agents' need to monitor and evaluate multiple military medical 
treatment facilities. 

Determining ambulatory data requirements and developing systems to 

support the collection and analysis of this data. 

Establishing minimum case-mix adjusted data requirements for inpatient and 

outpatient care and developing systems to support collection and analysis. 

Establishing standards for the interoperability of information systems between 

and within the Services, Health Affairs and TRICARE Support contractors, and 

providing required software as government furnished equipment if appropriate. 

This would necessitate the need to establish data flow parameters, integration 

support, and enhanced data quality to ensure lead agents have access to timely, 

accurate and complete data to measure and monitor regional costs, quality and 

access including unmet demand. 

Developing training support for the proper use and analysis of data derived 

from information systems. 

Esubl~shing information systems requirements which support medical 

rudlncss plann~ng . 

Establishing a means to determine whether it is more cost-effective to develop 

our own systems to support future regional information needs or contract for 

this support. 



a Developing an information system to support the collection of essential 

clinical performance and accreditation data, including the Health Plan 

Employees Data Information System, the Joint Commission on the 

Accreditation of Healthcare Organizations, and the Indicator Monitoring 

System. 

It is the policy of the DoD to acquire open systems information support, based on 

common terms and tri-Service business practices. To that end, many standard information 

capabilities exist. When standard capabilities exist, such as clinical support, they will be used 

unless a more cost-effective alternative can be identified and approved by the Office of the 

Assistant Secretary of Defense for Health Affairs. 

3larActing 'Education 

Slarkcting and education are necessary to develop and maintain an enrollment base for 

the health care plan. hlarketing may also be required to generate the necessary interest from 

pm\.~dcrs to c n w c  a s u f f i c ~ c n t l ~  large panel of providers to care for the anticipated number of 

cnro:lt.t\ l h c  suff of the drrcct care facilities must also be fully educated on the aspects of 

rhc managed ca:c plan IJl.inr,lng for this range of marketing and education activities requires 

Intcn\:tc c!!rr:I %!.i:i~-!i!:g. :!. ;l.lnicular, is an activity which will benefit from contractor 

S U ~ h ' ?  

To ensure  unlformlry of bcnefit and consistency of perception of the benefit structure, 

t ic~!!h A f t a ~ r s  u ~ l l  ~ o r k  ulth thc Services in the development of TRICARE marketing 

marcr~cil~ The materrrrls dc\cloped will allow for local and regional supplementation. 



p(li Evaluation Plan 

The TRICARE Program fundamentally shifts the orientation of the managed health care 

portion of the MHSS, away from a focus on performance of facilities to a focus on managing 

the health care needs of people. Lead agents and MTF commanders will make decisions 

regarding: (1) the volume of health services used by their health service region's population; 

(2) the referral of that region's patients between direct care and civilian alternatives; and 

(3) the patterns of clinical treatment inside the MTF. 

. . 
The quality of decisions made by the lead agents and the MTF commanders can be 

described by the beneficiaries' access to health care, the quality of their health care outcomes, 

and the cost of achieving those outcomes. Thus, the DoD health care evaluation strategy will 

look at differences in the cost, quality and accessibility of health care across regions and 

catchrncnt arms. Health Affairs identified several global indicators that serve as proxies for 

cost. For example, total admissions per 1,000 active-duty family members living in a region 

(adjusted for that population's age and sex) indicate the relative cost of providing health 

sen.iccs to a population; and inpatient lengths of stay (adjusted for patients' age, sex, and 

diagnosi5) indicate the re1atit.e cost of treating patients within a military MTF. A DoD Tn- 

Scn~cc  5lcdlcal Outcomes IVorking Group is developing indicators for quality and access, 

~ h ~ i h  shall bc consistent with standards developed for utilization management and quality 

Thc DOD's current health care information systems leave gaps in the Department's 

ability to evaluate quality and access. Hence, Health Affairs, in coordination with the 

Services, is developing an annual standardized survey to each region covering access, health 



Ti care satisfaction, utilization and health status. Specific items will address waiting times for 

appointments, access to preventive care, satisfaction with specific clinic services, perceived 

quality of care, use of military and civilian providers, and physical, emotional and social 

health. Reports will be compiled by catchment area or region by Service, and for the 

Department of Defense as a whole. Current plans are for mailing out the survey during the 

Spring of 1994 with results available in late Summer. 

Health Affairs plans to refine the indicators of cost, quality, and access relative to a set 

of common health issues that reflect the way consumers receive health care. When consumers 

experience the health care system, they think about their health care needs in terms such as 

"having a baby," "living with heart disease," or "preventing depression." These common 

heal th  Issues also reflect the way a health care system manages the "production" of health. By 

organiz~ng the evaluation strategy around such common health issues, or product lines, such 

il) evaluntions will help providers judge and improve the care they give. Obstetrics care has been 

~dcn:rt?cd as the first product line, largely because of its high volume and relatively specialized 

rtyurremcnts for staff and capacity. Health Affairs is developing specific indicators that relate 

to the volume of obstetrical health services, such as, the rate of Cesarean-section per 1,000 

dcl~\crtcs as a proxy for cost and percent low weight babies as a proxy for quality, and to 

pattcm\ o f  cl~n~crll rrcatmcnt. I 'hc DoD Medical Outcomes Working Group will develop 

subwc;u~-::~ prcduct Irne~ 

The TRICARE Program evaluation strategy lends itself to a two-tiered structure of 

iniplcnicntation. First. Health Affairs has the responsibility for evaluating performance among 

the various regions. Lead agents are responsible for monitoring performance within their 

regions. I t  is critical that Health Affairs and the lead agents use the same conceptual 



i 
i constructs, measures, and data sources. Lead agents may add new indicators, as long as they 

maintain consistency with the core evaluation strategy. Health Affairs will work with the lead 

agents on methodological issues and facilitate the lead agents' participation in developing 

measures through the Tri-Service Outcomes Work Gro~ip. Lead agents will then administer 

the evaluation plan within the region. 

The evaluation strategy will assist Health Affairs develop report cards to assess cost, 

quality and access across regional and, as required, in site-specific MHSS health delivery 

systems. Managers and policy makers will be asked to interpret indicators in these report 

cards to assess the appropriateness of care and how effectively "best clinical practices" are 

being provided. To meet consumer needs, report cards will inform enrollees about how well 

the TRICARE Program delivers care. They will borrow certain data elements, such as 

immunization and cholesterol screening rates, from the Health Plan Employer Data and 

Informat~on Set. The Fiscal Year 1990, MHSS Outcomes Report serves as a useful guide on 

conduct~ng such evaluations. A copy of this report can be obtained from the Program Review 

and E~*alu;ltion Directorate under the Deputy Assistant Secretary of Defense for Health 

Budgets and Programs, Office of the Assistant Secretary of Defense (Health Affairs). 

For certain high technology or high cost procedures, Health Affairs will establish STS 

on a multi-regional or national level. These centers may be designated military or civilian 

facilit~cs. The designation of an STS will be based on readiness, access, quality and cost 

considerations. Lead agents may, pursuant to a DoD Instruction to be issued this Spring, 

designate regional STS' as a component of their Regional Health Services Plan. Using 



p! provisions of the CHAMPUS regulation and in accordance with its procedures, an MTF 

commander can withhold a non-availability statement based on the availability of care at 

designated STS facilities. Should a beneficiary choose not to use a specialized service when 

one is designated and available, the beneficiary will be responsible for the full cost of the care. 

Waivers may be granted in consideration of medical appropriateness or personal hardship. 

However, for all other beneficiary services, the 40-mile catchment area rule remains in effect, 

even in overlapping catchment areas. 

Additional costs may arise from access to specialized treatment programs, such as the 

costs of transportation and lodging for non-medical attendants. These costs and others 

associated with this program will be incorporated in the computed cost of the STS Diagnosis 

Kclattd Group in  accordance with policy derived from the recommendation of a Tri-Service 

N'orL Group on Transfer Payments. To attenuate the need for excessive transfer payments on 

an ~ntra-rcglonal basis. lead agents may choose to develop local ground transportation, such as 

shu!:lr buwc.s, u,ithin the region ro support the regional referral patterns that are developed. 

Graduate 5lcdical Educiltion (GME) 

ti~..1!1!1 ~!f!.l:r\ u I ] !  , ~wperate closely with the Services to forecast future specialty 

l~rt.d, t h ~ :  w I;! dctcrn~~nc 651 I .  requirements. Health Affairs and the Services will develop a 

plan tor thc 1996 GhlE requ~rcments. The plan will incorporate the following principles: 

Adjust the size of individual programs (within accreditation constraints) to 

recognize the decline in required numbers of interns, residents, and fellows. 



Base the types and numbers of graduate medical education programs on the 

Services' readiness needs for medical specialists and sub specialists (phasing out 

programs where the need is not clearly demonstrated). 

Eliminate all duplicative residency programs in close geographical proximity 

(except primary care) unless both (a) the patient population clearly supports 

multiple programs and the Services can demonstrate requirements for the tyys  

and numbers of specialists to be trained. 

Disallow civilian interns, residents, and fellows unless under exceptional 

circumstances. 

Staff combined graduate medical education programs with Tri-Service 

personnel. 



m ,: TRICARE PROGRAM BENEFITS AND BENEFICIARY PAYMENTS 

(PROPOSED) 

TRICARE PRIME 

Outpatient Services (See Note 1) 

Sundard CHAMPUS Benefits Beneficiary Cost Sharing-'- 1 
- i 

Type of Service ~l 
1'1 II'SICIAK SERVTCES Dependents of E-4 and below - $5 copay 1 
0ffi:c visits; ourparicnt office-based per visit I 
rnc41;aI and surgical a r c ;  consultation, Dependents of E-5 and above - $10 copay I ; 
d l ~ ~ n o s ~ s  and trc~rncnt by a per visit . 1 
s p l a l l s ( ;  sllcrgy rests and trcaunents; Retirees and others - $15 copay per visit i 
O ~ I C ,  y13fl11; manipulation; rncdiwl supplies - 
u s J  wlthln rhc offict including casts, 

I 
1 

ENROLLMENT FEE TRICARE Prime 

Applies to all outpatient services Dependents of E-4 and below - $0 
Dependents of E-5 and above - $35 
Retirees and others - $50 
(double above amounts for family 
enrollment) 

- 

1.Al~OUAI~OR~~ AX11 X-RAI' Dependents of E-4 and below - $5 copay ! 

S1:R I'ICF-! per visit ! 
(St\ cc~;u>rr~cnf I! i n ~ l u l l d  111 prc~vider's Dependents of E-5 and above - $10 copay 
01li.c \ A \ I I  I per visit I 

- -- - - - - -- -- - 
Retirees and others - $10 copay per visit 

1 

:\3fl\t 'l.A\(.i: S1;Ul'lCF-S Dependents of E-4 and below - $5 per 1 : 
~ ' I K I ~  r x r c l f ~ ~ ~ l l )  I I L . ~ C S ~ ~  aS dcfined by occurrence i. 
I!)C c'Ii/lhII'\1S 1 ' o I i q .  hianual and the Dependents of E-5 and above - $10 per j .  
~ r b  I.C 1 5  3 COVCICJ t ~ n c f l t .  occurrence I I '  

Retirees and others - $15 per occurrence i 



: 

- 

I 

Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

AMBULATORY SURGERY Dependents of E-4 and below - $15 copay 
(SAME DAY) Dependents of E-5 and above - $25 copay 
Authorized hospital-based or free-standing Retirees and others - $75 copay 
ambulatory surgical center that is 
CHAMPUS certified (not performed in a 
physician's office). 

IMMUNIZATIONS Dependents of E4 and below - No cost 
Immunizations required for active duty Dependents of E-5 and above - No cast 
family members whose sponsors have 
permanent change of station orders to 
overseas locations. 

EhfERGENCY SERVICES Dependents of E-4 and below -. $35'per ER 
Emergency and urgently needed care visit 
obtained on an outpatient basis, both Dependents of E-5 and above - $50 per ER 
network and non-network and in and out of visit 
senricc area. Retirees and others - $60 per ER visit 

. 

DURABLE AIEDICAL EQUIPMENT, Dependents of E-4 and below - 10% 
I'ItOS'Tl IIITIC DEVICES, AND Dependents of E-5 and above - 15% 
hl1)I)ICAL SUPI'LIES PRESCRIBED Retirees and others - 20% 
Ilj' Ah. ,\UTIIORIZED PROVIDER (of the negotiated reimbursement rate) 
\YIiICII ARE COVERED SERVICES 
If dispcnscd for use ourside of the office or 
after thc tlc~nic visit. 

I l O J l I ~ ~  I II<tlI~Tl i CAItI: Dependents of E-4 and below - $5 copay 
Pan-t~n~t .  skilled ntirsing care, physical, per visit 
sjwcc!i 3rd occup31ion;iI 11ier3p. when Dependents of E-5 and above - $10 copay 
nicd1:311! nccc\c;in nriJ u .h ic l~  arc covered per visit 
txnct~t\ Retirees and others - $10 copay per visit 

FA3fI1,\' li1-X1,'I'II SERVICES Dependents of E-4 and below - $5 copay 
I ' an~ i l  plrtming and well baby care (up to per visit 
24 rnolitl~\ of age). Thc exclusions in the Dependents of E-5 and above - $10 copay 
CIIAXII'IIS I'olicy Manual will apply. per visit 

Retirees and others - $15 copay per visit 

I'JtI.~SCl<I IyI'IOS 1)ItUGS Dependents of E-4 and below - $4 per Rx 
Dependents of E-5 and above - $4 per Rx 
Rctirees and others - $8 per Rx 
(up !o 30 day supply) - 



Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

OUTPATIENT MENTAL HEALTH Individual Vuits: 
One hour of therapy no more than two Dependents of E 4  and below - $10 q a y  
times per week when medically necessary. per visit 

Dependents of E-5 and above - $20 copay 
PARTIAL HOSPITALIZATION FOR per visit 
ALCOHOLISM TREATMENT Retirees and others - $25 copay per visit 
Up to 21 days for rehabilitation on a Group Vi: 
limited hour per day basis. Does not count Dependents of E-4 and below - $5 copay 
toward the limits for days of mental health per visit 
inpatient care. Dependents of E-5 and above - $10 copay 

per visit 
Retirees and others - $10 copay per v%it 



, Inpatient Services (See Note 2) 

p' 
Standard CHAMPUS Benefits Beneficiary Cost Sharing - 

Type. of Service 

HOSPITALIZATION Dependents of active duty - $9.30 per clay 
Semiprivate mom (and when medically or $25 (whichever is more) 
necessary, special care units), general Retirees and others - $125 per day or 25% 
nursing, and hospital service. Includes of the hospital's billed charges (whichever 
inpatient physician and their surgical is less) with a loday cap on inpatient cost 
services; meals including special diets; sharing per episode, plus 20% of separately 
drugs and medications while an inpatient; billed professional charges 
operating and recovery room; anesthesia; 
laboratory tests; x-rays and other radiology 
services; necessary medical supplies and 
appliances; blood and blood products - - 
services. Unlimited services with 
authorization, as medically necessary. 

hIATERNITY 
Hospital and professional services (prenatal 
and post mtal). Unlimited services with 
au~horintion, as niedically necessary. 

SKIL1,EI) NURSblG FACILITY CARE 
Semiprivate room; regular nursing services; 
meals includin~ special diets; physical, 
occup3t1oml an3 spcech therapy; drugs 
furnished by thc facility; necessary medical 
suppl~cs. and appl~anccs.  Unlimircd 
scnicc\ \\ 1111 3t!:1lori;r43tior~,-as nlcdically 
nccc\\.in 

-- 

L 



PARTIAL HOSPITALIZATIOK FOR 
hfEhTAL HEALTH 
With authorization, up to 60 days per fiscal 
ycar or per admission. 

Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

MENTAL ILLNESS Dependents of active duty - $9.30 per day 
With authorization, up to 30 days per fscal or $25 (whichever is more) 
year for adults (age 19 +); up to 45 days Retirees and others - $100 per day copay 
per fiscal year for children under age 19. or 20% cost share of:total charges (based 
For Residential Treatment Facilities (RTC) on the negotiated rate), whichever is less, 
care, up to the 150 day limit per year. for institutional services plus 15% copay or 
(See CHAMPUS policy manual for further cost share on professional charges 
restrictions.) 

AI.COliOLISh1 
\tTirh authoriwtion, 7 days for 
dctoxificstion and 21 days for rehabilitation 
pcr 365 days hlaximum of one 
rc1ut)illution program per ycar and three 
per Ilfctirric. 1)ctoxification and 
rchrlt~illirlrion d3ys count rowrtrd limit for 
n~cn !~ l  11calUi bcncfits. 



i a TRICARE EXTRA *; 
Outpatient Services 

II ANNUAL DEDUCTIBLE TRICARE Extra II 
Applies to all outpatient services Standard CHAMPUS deductibles apply as 

defined by the CHAMPUS Policy Manual. 

- -  

I 
, Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

PIiYSICIAN SERVICES Dependents of active duty members - 15% 
Office visits; outpatient office-based Retirees and others - 20% 
medical and surgical care; consultation, (of the negotiated reimbursement rate)- 

.- I diagnosis and treatment by a - 
1 speci~list; allergy tests and treatments; I 

osrcopathic manipulation; medical supplies 
used wlittlin the office including casts, 
drcssirlgs and splints. 

Ah1 I!I!I.ILYCE SERVICES 
li't~cn nlcdically necessary as defined by 
thc CIIAhII'US Policy Manual and the 
scnicc is 3 covcred benefit. 

J,:\l I . : I < C ; I ~ : S ( ~ l '  SJ<J<\'ICKS 
Iir~lcrl*tnc! and ur!!cntly nccdcd a r e  
ot )~ ; i~~ l t 'd  4 311 outp~ricnt basis, t x ~ h  
i l c r u .  ):I. ;in.l r , ~ ~ ~ \ . ~ ~ e ! w u r k  and in and out of 
scn'li'c arc3 

l<OlTISE: PAP SMEARS 
1:rcqucnq. to dcpcnd on physician 
rcioll~r~lcnJnrions based on the published 
gu~dcl~rlcs of tllc American Collegc of 
Olwrctric.\ and Gynecology. 



' 

: 
' 

, 
. 
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Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

DURABLE MEDICAL EQUIPMENT, Dependents of active duty members - 15% 
PROSTHETIC DEVICES, AND Retirees and others - 20% 
MEDICAL SUPPLIES PRESCRIBED (of the negotiated reimbursement rate) 
BY AN AUTHORIZED PROVTDER 
WHICH ARE COVERED SERVICES 
If dispensed for use outside of the office or 
after the home visit. ' 

HOME HEALTH CARE 
Part-time skilled nursing care, physical, 
speech and occupational therapy, when 
mcdiwlly necessary and which are covered 
benefits. - - 

FA31 11,)' liI.:AI.TII SERVICES 
Famll) plsnnlng and wcll baby care (up to 
24 mondn of arc). The exclusions in the 1 CfIASIIIUS Poltcy Manual will apply. 

I 
I B I ! l I  I 0  1)IZIJGS 

! (I)cllu,~~t>lcs arc wrl~vcd whcn nclwork 
1 
; pIi~rni~. lc\  arc used ) - - 
+ 
! E1.t- l~SA!t1IX,.l~I'IOXS 15% of the negotiated reimbursement rate 
a Or;? routIr;c c ~ ~ : ~ i ~ r u t t o r ~  per y c ~ r  covered 
, for t~:nll! nicnl!~rs of aztivc dun 
; sp~rL\4)f> 
I 

l f ! t l t  \ I / .  1-1 lo\\ 
I:!i::i .:;...-I!I 1:; :, ,:.,if,..! * A .  t i  % .  ~!UY 
ld::tl l* f::.-:l*'*:: k!, * % .  \ ; * ) t i  .!:. 1*&!\c 
pc11:l ~rx-n! r h~:1::. ( I !  \ t a l l  jr l  clrdtr. to 
O \ C ! V . l \  I l ~ ~ l l ~ ) r l ,  

* 

A31ill 1.t1.l O R I  SI'K(;f:HI' Dependents of active duty members - $25 
( S 1 \ 1 t  I);l)*j copay per visit 
Aufh 8rlrr.d 11 b\pt~~l-t~.ikcJ o r  lrcc-sr~nding Retirees and others - 20% of the negotiated 
a~nt)u i .~ t&)r> > u r ~ * ~ a I  cc~i[cr 111.1t I \  rate per visit 
('1 l;lf\ l l ' l  IS ccrt~ficd ( ~ i o t  pcrfonl~cd in a 

, 

[)!lJ ' , I .  1.111'~ O ! f l ~ ~ )  



Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

OUTPATIENT MENTAL HEALTH Dependents of active'duty members - 15% 
One hour of therapy no more than two cost share 
times per week when medically necessary. Retirees and others - 20% cost share 

(of the negotiated reimbursement rate) 
PARTIAL HOSPITALIZATION FOR 
ALCOHOLISM TREATMENT 
Up to 21 days for rehabilitation on a 
limited hour per day basis. Does not count 
to&d the limits for days of mental health 
inpatient care. 

- -- -- 



Inpatient Services 
(. ' 

- 

Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Type of Service 

HOSPITALIZATION Dependents of active duty - $9.30 per day 
Semiprivate room (and when medically or $25 (whichever is more) 
necessary, special care units), general 
nursing, and hospital service. Includes Retirees and others - $200 per day or 25% 
inpatient physician and their surgical of the hospital's billed charges (whichever 
services; meals including special diets; is less), plus 20% cost share of separately 
drugs and medications while an inpatient; billed professional charges (of the 
operating and recovery room; anesthesia; negotiated rate) 
laboratory tests; x-rays and other radiology 
services; necessary medical supplies and (See Notes 1 and 2) 
appliances; blood and blood products - - 
services. Unlimited services with 
authorization, as medically necessary. 

hlATERh'ITY 
I i o s p i ~ l  and profcssioml services (prenatal 
and post mtal). Unlimited services with 
autllor17~1ion. as nlcdically necessary. 

SKII.1.EI) NUILSLYG FACILITY CARE 
Scmlprivatc rtxlm; regular nursing services; 
mcclls ~ncludlng special diets; physical, 
occupstiorul an3 spech therapy; drugs 
furnlshcd by tht facil~ty; necessary medical 
suppl~ss. and 3ppl1anccs Unlimrtcd 
scml;c\ u I I ~ I  3~1hor1z~;tc)n. as mcdtcally 
ncccsun --- L 

- 



Standard CHAMPUS Benefits Beneficiary Cost Sharing 

Dpe of Service 

MENTAL ILLNESS Dependents of active duty - $9.30 per day 
With authorization, up to 30 days per fiscal or $25 (whichever is more) 
year for adults (age 19 +); up to 45 days 
per fucal year for children under age 19. Retirees and others - 20% cost share of 
For Residential Treatment Facilities (RTC) total charges (based on the negotiated rate) 
care, up to the 150 day limit per year. for institutional services, plus 20% cost 
(See CHAMPUS policy manual for further share on separately billed professional 
restrictions.) charges (based on the negotiated rate) 

PARTIAL HOSPITALIZATION FOR 
MENTAL HEALTH 
With authorization, up to 60 days per fiscal 
year or  per admission. - - 
ALCOIIOLEM 
With authorization, 7 days for 
detoxification and 21 days for rehabilitation 
per 365 days. hlaxirnum of one 
rehbilimion program per year and three 
pcr lifctin~c. Dctoxification and 
rehabilit3tion days count toward limit for 
menu1 hcalth kncfits. 

NOTES - 

1.  Ttlc bcncficiary copayrncnts (i.c., beneficiary payments expressed as a specified amount) 
in this chsn arc cffcctivc for I'Y 1993 and will be updated for inflation each fiscal year 

rll: ristion~l (:i'l-\l mcdical irldex (the medical component of the Urban Consumer 
I'r~cc Index ) tlcncfician cost s h r e s  (i.e., beneficiary payments as expressed as a 
~ ) c ' ~ ~ c I ~ I ~ J ! c  0: 111: prov~dcrs' ~CC'S)  will not be similarly updated. CHAMPUS annual 
d c d ~ ~ t l h l c s  under s ~ n d a r d  CIjAMPUS will not be similarly updated. The beneficiary is 
r t sp~r~\ ih lc  lor tltc ful l  cost of noncovered services and nonemergency services obtained 
outcrJc tflc nctwork without prior authorization. 

2. '1'31~ t)cricficiar?. cost sharing for inpatient care for active duty dependents will be adjusted 
~ ~ l l ( h i 1 ~ 3 1 1 ! '  to rcllcct tllc cost of an inpatient stay in an MTF. 



ENHANCED BENEFITS 
qp 

There is no preauthorization required for the following services. The following 
services are expected of good comprehemive clinical practice. There is no co-payment 
expected nor is the provider expected to unbundle the services for an additional fee o r  
inconvenience the patient by rescheduling these services unnecessarily. 

Routine history and physical examinations are no longer recommended for health 
promotion disease prevention in individuals who are not being monitored as a part of a 
therapeutic plan for chronic disease. In counterdistinc tion, the Preventive Services Task 
Force recommends that a variety of age and sex specific services be combined into periodic - 
health promotion disease prevention surveillance examinations. These services are reflected 
below. 

I 

I 

SERVICES FREQUENCY OR AGE INTERVAL 

Lsh, X-ray, hlarnmography - - 
1 Scrcenins blood lead level Once age 12 months - 6 years 
1 
I 
I 
I 

IZutxllla antibodies Females, once age 12-18 

Xort-f3srrng roul blood cholesterol Every five years over age 18 

I 
I . c . a l  ozcult blood tcsring Annually age 50 and over 

hlnrnn~ly!ram Baseline age 40; every two years age 40- 
1.- 

50; annually age 50 and over 

i * .~p  S I I I ~ * . I ~ ~  Annually over age 18, or younger if 

---- --- sexually active 
L 



Eye Exams/Refractions 

Red reflex, corneal light reflex, Newborn - 3 months 
'inspection (by primary care 
provider) 

Red reflex, corneal light reflex, 6-12 months 
inspection, differential occlusion, 
frxed and follow with each eye (by 
primary care provider) 

Baseline optometric examination for Age 3-4 years 
amblyopia andlor strabismus 

Annual eye exams age 5-17; every three 
years over age 18 

.- 

Immunizations 

I 2 months; 4 months; 6 months 

I DTaP (acellular) 15-18 months; once age 4-6 years 

OPV 

I 

2 months; 4 months; 15-18 months; once 
age 4-6 years 

Age 15 months; once age 4-6 or 1 1-12 
years; once after age 19 unless evidence of 
immunity 

Td Once age 14-16; every 10 years thereafter 

Persons at increased risk due to other 
medical condition 

11113 Age 2, 4, 6, and 15 months 

12 months; after close contact with person 
with suspected TB 

Ilepatitis 13 See schedule below for infants; once age 
11-19 years if not immunized as an infant 

Y - 



ll Blood pressure During above exanis II 

Periodic Health Promotion Disease One evaluation and follow up during 
Prevention Exams Over Age 24 Months following age intervals: 2-4; 5-11; 12-17; 

18-39; 40-64 

II Clinical breast exam Annually age 40 and above 

C 

Clinical testicular exam Annually age 18 and over 

Rectal prostate exam Annually age 18 and over 

Blood Pressure Every two years age 18 and over 

I l i m i n g  Screening 

I Orawusric emissions (OAE) Infant (before leaving hospital); once age 2- 
k-rccning 5; once age 6-10; once age 12-17;-once age 

40-59; once age 60-65 

Si~rnoidoccop!. or Colonoscopy Once every 3-5 years over age 50 

Scrologii Scrcrning of All I'rcgrlant Infants born to HBsAg-negative mothers 
11 urrwl~ fur t l  1lsAg (Ilcpntitis 11 Surface receive HBG vaccine before discharge; 
Ar:t igcn I second dose at 1-2 months; third dose at 6- 

18 months 

Infants born to HBsAg-positive mothers 
immunize with HBIG preferably within 12 
hours of birth; second and third doses at 1 
and 6 months. Serologic status should be 
checked at 9 months and fourth dose 
administered to infants who are HBsAg- 
negative with titers of anti-HBs < 10 
mIU/rnL. Re-test one month later for anti- 
HBs. Up to two additional doses may be 
considered for those who fail to respond. 



I Patient and Parent Education and These services are expected components of 
CounseIing gooa clinical practice that are integrated 

into the office visit at no additional charge. 
Dietary assessment and nutrition 
PhysicaI activity and exercise 
Cancer surveiilance 
Sexual practices 
Substance abuse 
Injury prevention 
Promoting dental health 
Stress and bereavement 6 

. . 









MINUTES OF THE 
MILITARY TREATMENT FACILITIES 

AND GRADUATE MEDICAL EDUCATION 
BRAC 95 JOINT CROSS SERVICE GROIJP 

MEETING OF FEBRUARY 24, 1994 

iu *: 1.. 
The fifth meeting of the Military Treatment Facilities and 

Graduate Medical Education (MTF/GME) BRAC 95 Joint Cross Service 
Group convened at 1400 hrs on February 24, 1994. The meeting was 
chaired by Dr. Edward D. Martin, Acting Assistant Secretary of 
Defense, Health Affairs. 

After calling the meeting to order, the Chairman asked each 
of the members to review the minutes from the previous meeting (a 
copy of the minutes was passed around the table). 

Each member of the group was then provided a copy of the 
updated TRICARE policy guidelines. The Chairman remarked that the 
guidelines will give the members an idea of the system for which 
the group is trying to develop criteria. 

At this point the Chairman asked the members if they had 
reviewed the interim force structure plan. The Chairman asked 
that copies be provided for those members that had not yet 
reviewed the plan. 

The Chairman then reviewed ongoing actions regarding 
consolidation of biomedical laboratories, training, and data 
centers. 

The next item on the agenda was an overview of the Region 
Population Realignment or Lead Agent Initiative. This initiative 
establishes twelve Defense Health Regions with designated Service 
Medical Centers as Lead Agents. The Lead Agents will oversee 
direct care and CHAMPUS services for all beneficiaries within 
their respective regions. The objectives of the initiative are 
to: 

o Control cost growth through expansion of managed care and 
greater accountability for performance at the regional . 

level. 

o Assure beneficiaries of accessible health care. 

o Maintaining and improving the quality of care. 

o Assure consistency with the National Health Care Reform 
efforts. 

o Improve efficiency of the direct care system. 

The group was then briefed on the " 7 3 3 "  study, a 
comprehensive study of the military medical care system. The 
study attempts to answer two basic questions: what are our 
wartime medical requirements and what are the cost effective 
additions for peacetime care? Three of the points briefed that 
most directly relate to the group's BRAC analysis were: 

o On average, direct expensive than 
CHAMPUS. 



o The Bottom-Up Review's scenario of two concurrent major 
regional conflicts will result in excess medical 
capacity. 

r: 
- f i z z  

P 
o For non-active duty beneficiaries, the preservation of 

PI ' 2  
some excess capacity should be considered if direct care 

. &LL 
&-Cur does prove to be less costly than CHAMPUS (This depends 

-F5 
c -3 a?* on DoD's ability to control the demand for care). 

==Gk 

The report is due to Congress in late March/early April. 

The Chairman reported that the GME study is going to the Flag 
Group this week, the Surgeons General the following week, and will 
be presented to the group the week after that. 

The next item on the agenda was a review of the previously 
agreed upon measures of merit (MOMS). The Chairman emphasized 
that the Services must ensure that all life safety projects are 
identified and programmed in the Future Years Defense Plan 
(Facilities MOM (F.2) Cost of MILCON) . 

A proposed methodology to measure Cost Effectiveness will be 
presented at the next meeting. 

A discussion of the measurement of utilization ensued. The 
following points summarize the discussion: 

o Patient care is moving from inpatient to ambulatory. 

o Bed days per 1000 active duty members dropped by 
approximately 20% since FY 89. 

oo Not as many patients are being admitted. 
oo The average length of stay has been reduced. 
oo Technology advances have helped reduce the number of 

admissions/length of stay. 

o The overall number of outpatient visits has remained 
constant. 

o We can reduce the bed days ratio below the current 513 
per 1000 active duty beneficiaries. 

oo We can use the data in the "733" study to develop the 
methodology. 

At the next meeting the group will review the draft report to 
the BRAC 95 Review Group and the proposed data elements and 
definitions. 

The meeting adjourned at 1520 hrs. The next meeting is 
scheduled for March 4, 1994 at 1000 hrs. 

w Approved 
Edward D. Martin, MD 

Attachments 



BRAC 95 
JOINT CROSS SERVICE GROUP 

FOR MILITARY TREATMENT FACILITIES AND 
GRADUATE MEDICAL EDUCATION 

NAME PHONE# ATTENDING 24 FEB 94 

CHAIR AASD (HA) 

ASD (HA) (Designate) 

DASD (EWBRAC) 

Dr. Martin 703-697-2114 

Dr. Joseph 703-697-2111 

TEAM LEADER RADM Koenig 703-697-8973 

ARMY BG Zajtchuk 703-756-5680 

NAVY 

NAVY 

CAPT Golembieski 703-681-0461 

CDR DiLorenzo 703-68 1-0452 

111, AIR FORCE 

AIR FORCE 

MG Buethe 

BG Hoffman 202-767-1894 

X 

- (COL Lyohs) 

X 

JCS COL Moore 703-697-4346 

OASD (P&R) 

COMPT 

Ms. St. Clair 703-696-8710 

Ms. IIiller 703-697-3101 

Mr. Dickens 703-697-8050 

ODASD (EWBRAC) Mr. Miglionico 703-697-8050 

DOD IG Mr. Tomlin 804-766-3816 

ODASD (Ii.4) Mr. Maddy 703-697-8979 

w ODASD (HA) Dr. ~ a z z u c h i  703-695-71 16 

- (Mr. Monteleone)- 



OTHER ATTENDEES 

SERVICEIAGENCY 

qp ,. 
OASD (HA) 

ATTENDING 24 FEB 94 &WE PHONE # 

Ms. Watson 

Ms. Giese 

Col Garner 

CDR Bally 

LTC Ponatoski 

LTC McClinton 

LTC Guerin 

Ms. Spurlin 

COL Burkhalter 

OASD (HA) 

OASD (IiA) 

OASD (HA) 

OASD (HA) 

OASD OiA) 

OASD (IIA) 

OASD (HA) 

OASD (HA) 

ARMY 

ARMY 

ARMY 

ARMY 

ARMY 

ARMY 

ARMY 

COL Barton 703-756-8319 

COL Wilcox 703-756-5681 

LTC Powell 703-697-3887 

LTC McGaha 703-697-6388 

MAJ Dudevoir 703-756-0286 

MAJ Parker 703-756-8036 

COL Lyons 

* NAVY CAPT Buzzell 703-681-0475 

Ms. Davis 703-602-2252 

CDR DiLorenzo 703-681-0452 

NAVY 

NAVY 

AIR FORCE 

AIR FORCE 

AIR FORCE 

AIR FORCE 

LtCol Silvernail 202-767-5550 

LtCol Bannick 202-767-5066 

Maj Costa 202-767-5066 

Maj Pantaleo 202-767-5046 

LMI 

LMI 

Mr. Neve 301-320-7287 

Ms. Dahut 301-320-7408 

LtCol Ferguson 703-697-4421 

COMP 

COMP 

Ms. Kopperman 703-697-4517 

Mr. Smith 703-697-4133 

QV OASDLP Mr. Monteleone 703-696-8710 



BRAC 95 JOINT CROSS SERVICE GROUP 
FOR MILITARY TREATMENT FACILITIES AND 

GRADUATE MEDICAL EDUCATION 

FEBRUARY 24,1994 
Room 4E327,2:00 PM 

Reviewlapprove minutes from previous meeting 

TRICARE Policy Guidelines (Handout) 

Interim Force Structure Plan (verification) 

Consolidation of Services' Health Data Centers 

Inclusion of Medical Labs and Medical 
Training Facilities in BRAC 95 

e Region Population Realignment 

Overview of 733 study 

Measures of Merit (Mom) Issues 

Action items for next meeting 

Administrative Issues 

NEXT MEETING MARCH 3, 2:00 PM 

PENTAGON 4E327 

Dr. Martin 

Dr. Martin . 

Dr. Martin 
RADM Koenig 

Dr. Martin 

RADM Koenig 

Mr. Dickens 

RADM Koenig 
LTC Ponatoski 

LTC Ponatoski 

Dr. Martin 

Adjournment 



BRAC 95 JOINT CROSS-SERVICE GROUP 
FOR MTFs AND GME 

Revised Action Plan & Timeline (thru 3/31/94) 

> Agree on Statement of Principles 
> Define role of Group & Services 

Develop Analysis Assumptions 2/11 
Determine Categories for Study 
Determine General Analytical Approach 

(I, Review interim force structure plan 2/25 
> Submit list of irreconcilable differences, 2/28 

if necessary, to USD (A&T) 
Define Measures of Merit & Data Sources 314 
Determine weights for Measures of Merit 3/11 
Complete Data Definitions 
Establish Data Internal Control Plan 

ne- 
Draft report to Joint Group for review 3/17 

items Final report to Steering Group 3/31 



PROPOSED MEASURES OF MERIT 

PI. Number of Active Duty Family Members 

Al. Civilian Primary Care Physician Ratio 

A2. Availability of Civilian and other Federal Inpatient Acute 
Care Resources in the Catchment Area 

Fl .  Condition Code 

F2. Age of Facility 

F3. Cost of MILCON 

Cn. Costs of Direct Care System Versus CHAMPUS 



PROPOSED MEASURES OF MERIT AND DEFINITIONS 

POPULATION 

Factors that will help identify the level of medical services required in 
a particular area (BRAC CRITERION #1) 

PI. Number of Active Duty and Active Duty Family Members. Contains two data sets; 
1 )  eligible population as defiled by catchmertt area or region; and 
2)populatiort as defined by wlto uses the facility. 

CLINICS 

1. Defined as the number of active duty personnel and their families within a defined 
catchment area. The catchment area is defined as sets of zip codes emanating from the 
center of the MTF with a radius of 40 miles. 

2. Defined as the number of active duty personnel and their families using a military 
treatment facility within the last six months. Possible source is the DoD Health Care 
User Survey. Results due March 31, 1994. 

HOSPITALS 

1. Defined as the number of active duty personnel and their families within a defined 
catchment area. The catchment area is defined as sets of zip codes emanating from the 
center of the MTF with a radius of 40 miles. 

2. Defined as the number of active duty personnel and their families using a military 
treatment facility within the last six months. Possible source is the DoD Health Care 
User Survey. Results due March 31, 1994. 

GFWDUATE MEDICAL EDUCATION CENTERS 

1. Defined as the number of active duty personnel and their families residing within the 
Lead Agent Region as defined by the July 93 Health Affairs Policy Guidance. 

2. Defined as the number of active duty personnel and their families using a military 
treatment facility within the last six months. Possible source is the DoD Health Care 
User Survey. Results due March 31, 1994. 

ra(iona1e: A facfor flzaf helps ciefen?zirze ifa rreatmetltJacilify is necessary in a given area. Looking at 
excess capacity. 



ACCESS 

Factors that will measure the availability and capability of the private sector 
healthcare system to meet the needs of the MHSS beneficiary population (BRAC 
Criterion #7). 

CLINICS, HOSPITALS, AND GME CENTERS: 

Al. Civilian Primary Care Physician Ratio: ratio = 113500 

The mapping of civilian physicians and population to catchment area based on the 
January 1993 Catchment Area Directory (CAD) using ratios defined in the HHS Federal 
Register, Sept, 1991. Primary care physicians are defined as general practice, family 
practice, internal medicine, obstetrics, gynecology, and pediatric general and 
subspecialty physicians. 

rationale: An indicator of the availability of primary cwe physicians to provide services to the 
beneficiary poprclation. 

a A2. Availability of Civilian and Department of Veterans Affairs Inpatient Acute 
Care Resources in the Catchment Area: 

1. The ability of local community acute care facilities to provide comprehensive health 
services to the eligible beneficiary population. Availability, capacity, and capability 
are based on DoD projected health care demand compared to available community 
healthcare resources (ie bed availability). Due to competition issues, this measure is 
viable only if there is more than one local community hospital. 

rationale: A fictor that measures inpatienf capacity, capability and availability. 



FACILITIES 

Factors that ~ v i l l  estimate condition of the physical plant and facilitate decisions 
regarding retention/closure of a facility (BRAC Criteria # 2,4). 

CLINICS, HOSPITALS, AND GME CENTERS: 

F1. CONDITION CODE: 

1. Based on the DoD Real Property Inventory System. Normally rated on a 1-3 scale 
and performed by the installation engineer. 

rationale: The condition code is an indication of plant condifion; low score is an indication of high 
maintenance and renovation costs and may require significant resoltrees to correct deficiencies. - 

F2. AGE OF FACILITY: 

1. Weighted age based on size of facility and age. 

rationale: Provides an indication ofthe design efficiency of the physicalplant. 

.l(sl 

F3. COST OF MILCON: 

1. MTF total programmed MILCON plus total programmed Major Repair and Minor 
Construction Resources spanning the Future Years Defense Program. 

2. Life Safety Scores from the most recent Joint Commission on Accreditation of 
Healthcare Organizations. 

rationale: A n  indicator that the physical plant is in a deteriorating state and reqrtires renovation or 
major constr~tction to operate within acceptable maintenance standards. This factor also helps 
determine the adeqrracjf and appropriateness of the size of the facility. 



COSTS 

Factors that measure the costs of providing services in the direct care system and 
compare those to the costs of buying the services from the private sector (BRAC 
Criterion # 4). 

CLINICS, HOSPITALS, AND GME CENTERS 

AASD(HA) is coordinating the methodology with the Surgeons General. 



STRAWMAN ANALYTICAL STRUCTURE 

MILITARY VALUE 

Criterion 1 - Missiorz/Impact on Readiness 

1. (PI) Size of active duty and dependents of active duty population. 

Criterion 2 - AvailabilitylCondition of Facilities 

1. (Fl) Condition codes of facilities based on DoD Real Property Inventory 
System. 

2. (F2) Age of facilities at existing site 

Criterion 3 - Co~ztingencylMobilization 
Criterion 4 - CostlMaripower Implications 

1. Costing mechanism with SGs. 

2. (F3) Total programmed MILCON plus total programmed Major Repair 
and Minor Construction. 

RETURN ON INVESTMENT 

Criterion 5 - ROI 

1. Results from the COBRA analysis 

IMPACTS 

Criterion 6 - Ecorzomic Impact on Comntunities 

Criterion 7 - Community Infrastructure 

1. (Al) Civilian Primary Care Physician Ratio (113500 ratio). 

2. (A2) Availability of Civilian and other Federal Inpatient Acute Care 
Resources in the Catchment Area (capacity and capability). 

Criterion 8 - Envirortmerltal Impact 



O V E R V I E W  OF L E A D  AGENT I N I T I A T I V E  

Designated Serv i ce  Medical  Centers Ac t  as Lead Agent f o r  Twelve New Defense H e a l t h  
Regions 

MHSS Funding A l l o c a t e d  on C a p i t a t e d  Bas is  t o  t h e  Serv i ces '  Medica l  Department 

Lead Agents Oversee D i r e c t  Care Serv i ces  and CHAMPUS Serv ices ;  Local Commanders 
Have A c t i v e  Role i n  Des ign ing  P a t i e n t  Rout ing  and R e f e r r a l  P r i o r i t i e s ,  Resource 
Shar ing C o n f i g u r a t i o n s ,  and Managed Care Responsi b i  1 i t i e s  

C i v i l i a n  A t - R i s k  Con t rac to r  Procured f o r  Each Region t o  P rov ide  Managed Care 
Serv ices  f o r  CHAMPUS, w i t h  Lead Agent-Designated C o n t r a c t i n g  O f f i c e r ' s  
Representa t ive  (COR) Overseeing C o n t r a c t o r  

CHAMPUS B e n e f i t s  D i s t i n g u i s h  Between Leve ls  of Managed Care, Wi th  Reduced Cost  
Shar ing  f o r  B e n e f i c i a r i e s  Choosing Program w i t h  more Managed Care Elements 



OBJECTIVES OF THE LEAD AGENT I N I T I A T I V E  

C o n t r o l l i n g  Cost Growth th rough Expansion of Managed Care and Greater  
A c c o u n t a b i l i t y  f o r  Performance a t  t h e  Region Level 

Assu r ing  B e n e f i c i a r i e s  o f  Access ib le  H e a l t h  Care 

M a i n t a i n i n g  and Improv ing t h e  Q u a l i t y  of Care 

Assu r ing  Consis tency w i t h  t h e  N a t i o n a l  Hea l thca re  Reform E f f o r t s  

Improv ing  t h e  E f f i c i e n c y  of t h e  D i r e c t  Care System 



REGIONAL LEAD AGENTS AND SUPPORTED POPULATIONS1 

MEDICAL TREATMENT FACILITIES 
LEAD AGENT POPULATION ARMY NAVY AIRFORCE TOTAL 

National Capital2 1,093,918 5 6 4 15 

Portsmouth 872,011 3 3 2 8 

Eisenhower 1,063,770 4 4 5 13 

Keesler 595,024 3 2 5 10 

Wright-Patterson 653,328 2 1 3 6 

Wiford Hall 949,778 4 1 9 14 

William Beaumont 323,058 2 0 5 7 

Fitzsimons 

uQ) 
San Diego 

David Grant 382,590 1 2 4 7 

Tripler 151,750 1 0 0 1 

TOTAL 7.951.503 a 22 s4 107 

Population numbers are estimates based on FY 93 DMIS data. 

2The National Capital Region will functionally cany out this policy through a tri- 
Service board with annual rotation of the chair person. The contract responsibility 
for the board will be carried out by Walter Reed Army Medical Center. 

Alaska will be a free-standing entity and will develop referral patterns with 
appropriate medical centers. 

22 FEB 1994 



TRICARE LEAD AGENTS AND 
HEALTH SERVICE REGIONS 
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Military Hospitals Under Proposed DoD Regionalizatlon 

Region 1 - TRlSERVE Lead Agent 

ARMY (MTF's - 6) 

Kimbrough AH - Ft Meado 
Walter Reed AMC 
Keller AH - West Point 
Cutler AH - Ft Dcvens (10ls3) 
P a n e m  AH - Ft Monmou(h 
Dewitt AH - Ft B e W  

NAVY (MTFL - 4) 

NH Bethesdr 
NH Patuxen1 River 
NH &don 
NH Newport 

cw Sam 

NH Phlkdelphlr (10191) 

AIR FORCE (MTFL - 6) OTHER (MTF's - 4) 

Malcdm Grow USAF Medical Center - Andrews AFB USTF Baltimore 
42nd Strategk Hospbl  - Lorlng AFB (1194) USTF Boston 
380th Strategk Hospltrl. Plattsburgh AFB (BRAC Ill) USTF Staten Island 
416th Strategk Hospttal .Grlmss AFB (BRAC Ill) USTF Portland 
USAF Hospital - Dover AFB 
438th Medical Grwp - McGuire AFB 

Closed Site8 

509th Strategic Hospttal - Pease AFB (W90) 

Region 2 - NRMC Portsmouth Lead Agent 

ARMY (MTF's - 3) NAVY ( M T k  - 3) AIR FORCE (MTF'. - 2) OTHER (MTF's - 0) 
~ekner  AH - Ft Lm NRMC Poc(rmouth 1st Mdicd Group - LMgky AFB 
McDonald AH - Ft Euslk NH Cherry Pdnt 4th Medical Group - Seymwr Johnson AFB 
Womack AH - Ft Bragg NH Camp Lejeune 

Region 3 - Eisenhower AMC Lead Agent 
i 

ARMY (MTFt - 4) N A W  (MTF's - 4) 

Moncrief AH - Ft Jackson NH Charfaston 
Eisenhower AMC - Ft Gordon NH Beaufort 
Winn AH - Ft Stewart NH Jacksonville 
Martin AH - Ft Benning NH Orlando (BRAC Ill) 

AIR FORCE (MTF's - 5) OTHER (MTFf - 0) 
363rd Medical Group - Shaw AFB 
USAF Hospital - Robins AFB 
347th Medical Group - Moody AFB 
56th Medical Group - MacDill AFB 
USAF Hospital - Patrick AFB 

Closed Sites 

31st Medlcal Group - Homestead AFB (8192) 
354th Medlcrl Group -Myrtle Beach AFB (IMZ) 

( ) lndlcates Hospital Closure DatelBRAC conslderatlon 

P r o d u d  by: Defense Medical lnformation8yrtem (DMIS) Verrbn 3.0 10 August 1993 





Mflltary Hospitals Under Proposed DoD Reglonalfzatfon 
(Continued) 

i 

' . .  Region 7 -Willlam Beaumont AMC Lead Agent 

ARMY (MTF's - 2) NAW ( M T k  - 0) 

William Beaumont AMC - Ft Bliss 
Bliss AH - Ft Huachou 

AIR FORCE (MTFh - 5) OTHER (MTF's - 0) 
833d Medlcel G w p  - Hdloman AFB 
27th Medical Group - C m  AFB 
USAF Hospital - W n d  AFB 
836th Medical Group - Davis Monthan AFB 
832nd Medical G m p  - Luke AFB 

CM sit- 

USAF Hosplt.I- Wlllhms AFB (7/92) * 

Region 8 - Fitzsimons AMC Lead Agent 

ARMY (MTFt - 5) NAVY (MTFL - 0) AIR FORCE (MTFb - 9) OTHER (MTF's - 0) 
Wood AH - Ft Lbonard Wood 351 st Strategic Hwpltal - Whiteman AFB 
Munson AH - Ft Leavanwocth USAF Acadmy Hospilal 
lmin AH- Ft Riley Ehtling Berqulst R e g W  Hospital - Oflutt AFB 
Evans AH - Ft C a m  USAF Hospital - HIU AFB 
Fitzsimons AMC 90th Strategic HospHel - F E Warren AFB 

44th Strategic Hospii - Ellsworth AFB 
321sl Strategic Hosprlsl - Grand Folks AFB 
91st Strategic Hospilal- Mino( AFB 
366th Medical Group - Mountain Home AFB 
554th Medical Group - Nellis AFB 

Region 9 - NH San Diego Lead Agent 

ARMY (MTF's - 1) NAW (MTF's - 4) 

Weed AH - Ft Irwin BRH Twenty Nine Palms 
NH Camp Pendleton 
NH San Diego 
NH Long Ekach (lZls3) 

AIR FORCE (MTF's - 4) OTHER (MTF's - 0) 

22nd Strategic Hospnal - March AFB (BRAC Ill) 
USAF Hospital- E h d s  AFB 
1st Strategic Hospital - Vandenberg AFB 

Closed siss 

.- ' ( ) Indicates Hosphl Closure DalelBRAC conslderatlon 831st Medlcal Group -George AFB (7/92) 

Pmduced b ~ :  Defense Medical Informatbn System (DMIS) Vanbn 3.0 10 1993 



Military Hospitals Under Proposed DoD Regionalization 
(Concluded) 

Region 10 - David Grant USAF Hospital Lead Agent 

ARMY (MTF's - 2) NAW (MTF's - 2) AIR FORCE (MTF's - 4) OTHER (MTF's - 0) 

Hays AH - Ft Ord (9193) NH Oakland (BRAC Ill) ' David Grant USAF Hospital - Travis AFB 
LeHerman AMC Presldlo (9/93) NH Lemoore 9th Strategic Hospital - Beale AFB 

USAF Hospital - McCielhn AFB 
93rd Strategic Hospltal - Castle AFB (9195) ' 

- 
Region 11 - Madigan AMC Lead Agent 

ARMY (MTF's - 1) N A W  (MTF's - 2) 

Madigan AMC - Ft Lewis NH Brernerton 
NH Oak Harbor 

AIR FORCE (MTF's - 1) OTHER (MTF's - 1) 

92nd Strategic Hospital - Fairchild AFB USTF Seattle 

Region 12 - Tripler AMC Lead Agent 
b 

ARMY (MTF's - 1) 

Tripler AMC 

NAW (MTFk - 0) 

( ) Indlcates Hospttal Closure DatelBRAC conslderatlon 

AIR FORCE (MTFk - 0) OTHER (MTF's - 0) 

Produced bv: Defense Medical Information System (DMIS) Verdon 3.0 10 August 1993 



e 
FY 93 PO, .\TION DATA 

CONUS Medical Centers 

25th PERCENTILE = 9.482 
MEDIAN = 15,158 

75th PERCENTILE = 24,040 

DMlS 
ID Facility 

0004 502nd hlEDICAL GROUP 
0047 EISENHOWER AMC 
00 14 DAVID GRANT 
003 1 FITZSIhlONS AhlC 
0095 WRIGHT-PATTERSON 
0055 USAF hlED CTR SCOTT 
0066 hIALC0Lh.I GROW 
0 108 WILLIAhl BEAUMONT 
0037 WALTER REED AhIC 
0073 KEESLER 
0109 BROOKE MIC 
01 17 U'ILFORD HALL 
0027 NHOAKLAND 
0125 hIADIGAN AMC 
0067 NNhlC BETHESDA 
0052 TRlPLER AMC 
0029 NH SAN DIEGO 
0124 NH PORTSMOUTH 

SOURCE: DMlS 

40 mile Catchment Area Region less Catchment Area 
Active FM of All 

Duty AD Others Total 
5.857 10,885 20.127 36,869 
8,168 15,239 26,997 50,404 
8,224 15.425 29,482 53,131 
8,719 12,650 40,371 61J40 
9,463 18,656 27,959 56,078 
9,540 19,798 30,687 60,025 

14,270 19,709 29,398 63,377 
14,333 20,877 30,465 65,675 
14,919 9,683 22,953 47,555 
15,397 17.510 22,215 55,122 
15.645 25.555 56,643 97,843 
21,945 22,841 45,397 90,183 
23,276 26,800 45,789 95,865 
24.294 39.162 58,160 121,616 
24,515 21,875 39,554 85.944 
5 1,563 64.338 30,527 146,428 
86.867 94.091 104,257 285,215 
95.865 136,495 80,377 312.737 

Active FM of All 
Duty AD Others Total 
92,771 146,989 318,395 558,l 55 

190,990 272,632 549,744 1,013,366 
54,044 92,356 183,059 329,459 

140,253 21 1,054 3 19,774 671,081 
98,672 158,410 340,168 597,250 
98,595 157,268 337,440 593,303 

182,286 291,065 557,190 1,030,541 
38,834 71.037 147,512 257,383 

18 1,637 30 1.09 1 563.635 1,046,363 
83,23 1 140,364 3 16,307 539.902 

146.381 230,925 474,629 85 1,935 
140,081 233,639 485,875 859395 
38,992 80,981 166,752 286,725 
29,703 60.064 139,056 228,823 

172,041 288.899 547,034 1,007,974 
556 715 4.05 1 5,322 

94.675 132,450 198,121 425,246 ' 

127,796 202.098 229,380 559,274 

Active FM of All 
Duty AD Others Total 
98,628 157,874 338,522 595.024 

199.158 287,871 576,741 1,063,770 
62.268 107,781 212.541 382,590 

148.972 223,704 360,145 732,821 
108.135 177,066 368,127 653,328 
108,135 177,066 368,127 653,328 
196.556 310,774 586,588 1,093,918 
53,167 91,914 177.977 323,058 

196,556 3 10,774 586.588 1,093,918 

98,628 157,874 338,522 595.024 
162,026 256.480 53 1.272 949.778 
162,026 256,480 531.272 949.778 
62,268 107,781 212,541 382.590 
53.997 99.226 197,216 350,439 

196.556 310.774 586,588 1,093,918 
52,119 65,053 34,578 151.750 

181,542 226.541 302,378 710.461 
223.661 338.593 309,757 872.01 1 

Region 
4 
3 
10 
8 
5 
5 
1 
7 
1 
4 
6 
6 
10 
11 
I 
12 
9 
2 



FY 93 POPULATION DATA 

CONUS Communitv Hos~itals 

SOURCE: DMlS 

DMlS 

ID Facility 

01 14 47th MEDICAL SQUADRON 

01 11  64th hIEDICAL SQUADRON 

0074 14th hlEDICAL SQUADRON 

0087 380th AIEDICAL GROUP 

0001 FOXXCH 

0072 410th AIEDICAL GROUP 

0097 97th AIEDICAL GROUP 

0018 30th hIEDICALGROUP 

0068 NH PXTLlXENT RIVER 

0053 366th hlEDICAL GROUP 

00 I5 9th hIEDICAL GROUP 

0046 45th AlEDICALGROUP 

0 129 90th h1EDICAL GROUP 

0076 35 1 st MEDICAL GROUP 

0017 93rd hlEDICAL GROUP 

0050 347th hlEDICAL GROUP 

0 11 8 NII CORPUS CHRISTI 

005 1 653rd MEDICAL GROUP 

0019 650th AIEDICAL GROUP 

0128 92nd MEDICAL GROUP 

0088 4 16th hi.EDICALGROUP 

0250 652nd AlEDlCAL GROUP 

0093 3 19th hlEDICAL GROUP 

0036 436th MEDICAL GROUP 

0021 22nd MEDICAL GROUP 

0094 5th MEDICAL GROUP 

0028 NH LEhfOORE 

0090 4th MEDICAL GROUP 

0131 WEEDACH 

0112 96th MEDICAL GROUP 

Page 1 

r 

40 mile Catchment Area 
Active FM of All 

Duty AD Others Total 

1.228 1,796 2,135 5,159 

1,333 2.91 1 5,025 9,269 

1,528 2.745 4,933 9,206 

2,376 3,807 3.754 9,937 

2,709 7,001 20.932 30,642 

2,940 5,223 2,995 11,158 

3,117 4.895 3,557 11.569 

3.283 6,371 9,554 19,208 

3,378 5.443 5,995 14,816 

3,472 6,096 4,670 14.238 

3,554 5.232 10.430 19.216 

3.577 7.949 30,703 42.229 

3,722 5.92 1 5,3 14 14.957 

3.830 5.405 5.1 12 14,347 

3,995 8,060 12,347 24.402 

4.018 6,492 7,220 17,730 

4,301 7,878 11.590 23,769 

4.475 8,848 16,556 29,879 

4,552 7,519 7,683 19,764 

4,573 8.773 15,432 28,778 

4,605 7,506 8,909 21,020 

4.736 10,295 46.728 61,759 

4,822 7,852 2,723 15.397 

4.883 8.234 14.108 27,225 

4.952 14.160 45,048 64,160 

5,030 7,128 2,185 14.343 

5,037 9,423 10,193 24,653 

5,085 9.503 13,518 28,106 

5,210 6,906 2.156 14,272 

5.213 8,836 8,121 22,170 

Region less Catchment Area 
Active FM of All 

Duty AD Others Total 

160,798 254.684 529,137 944,619 

160,693 253,569 526,247 940.509 

97,100 155,129 333,589 585,818 

194,180 306.967 582,834 1,083.981 

95,919 150,873 317.590 564.382 

105,195 171,843 365,132 642.170 

158,909 251.585 527,715 938,209 

178,259 220,170 292,824 691,253 

193,178 305.331 580.593 1.079.102 

145,500 217.608 355,475 71 8.583 

58,714 102.549 202.1 1 1 363,374 

195.581 279,922 546,038 1,021,541 

145,250 2 17,783 354,83 1 717,864 

145.142 218.299 355.033 718,474 

58,273 99.721 200.194 358,188 

195,140 281,379 569,521 1,046,040 

157,725 248.602 519,682 926,009 

194.683 279.023 560,185 1,033,891 

176,990 219.012 294,695 690,697 

49,424 90,453 181,784 321,661 

191,951 303,268 577.679 1,072,898 

57,532 97,486 165,813 320,83 1 

144,150 215.852 357.422 717,424 

191,673 302.540 572.480 1,066,693 

176,590 212.381 257,330 646,301 

143.942 216,576 357,960 71 8,478 

57,231 98,358 202,348 357,937 

218,576 329,090 296,239 843.905 

176,332 219.635 300,222 696.1 89 

156,813 247.644 523,151 927,608 

Active FM of All 

Duty AD Others Totel 

162.026 256.480 531,272 949.778 

162,026 256,480 531,272 949,778 

98.628 157,874 338,522 595,024 

196,556 310,774 586,588 1,093,918 

98,628 157.874 338,522 595,024 

108,135 177,066 368.127 653,328 

162,026 256.480 531,272 949,778 

181,542 226,541 302,378 710,461 

196.556 3 10,774 586.588 1,093,918 

148.972 223,704 360,145 732,821 

62.268 107,781 212.541 382,590 

199,158 287,871 576,741 1,063,770 

148,972 223.704 360,145 732.821 

148.972 223,704 360,145 732.821 

62,268 107,781 212,541 382,590 

199.158 287,871 576,741 1,063,770 

162.026 256.480 531.272 949.778 

199,158 287,871 576.741 1,063,770 

181,542 226.541 302,378 710,461 

53,997 99,226 197.216 350.439 

196,556 310,774 586.588 1,093,918 

62,268 107,781 2 12.54 1 382.590 

148,972 223.704 360.145 732,821 

196.556 310.774 586.588 1,093,918 

181,542 226 ,541 302 f 78 710,461 

148.972 223,704 360.145 732,821 

62.268 107.78 1 212.541 382,590 

223,661 338,593 309,757 872.011 

181,542 226.541 302.378 710.461 

162,026 256,480 531.272 949,778 . 

- 
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FY 93 Pot . -ATION DATA 

CONUS Community Hospitals (continued) 

SOURCE: DMlS 

DMlS 

ID Facility 

0085 27th AIEDICAL GROUP 

0083 542nd MEDICAL GROUP 

0106 28th hlEDlCAL GROUP 

008 1 PATTERSON ACH 

0010 355th hlEDlCAL GROUP 

0002 NOBLE ACH 

00 13 3 14th hlEDICAL GROLrP 

0084 49th AIEDICAL GROUP 

0003 LYSTER ACH 

0100 NH NEWPORT 

0043 325th hlEDICALGROUP 

0008 BLISS ACH 

0062 2nd hlEDlCAL GROUP 

01 13 396th h4EDICAL GROUP 

0 1 19 649th hlEDlCAL GROUP 

0101 363rd hlEDICAL GROUP 

0009 58th hIEDICAL GROUP 

0045 56th hlEDlCAL GROUP 

0086 KELLER ACH 

0 I22 KENNER ACH 

0079 554th MEDICAL GROW 

0 127 NH OAK HARBOR 

0107 NH hIILLlNGTON 

0 1 2 1 h4CDONALD ACH 

0023 HAYS ACH 

0058 h4UNSON ACH 

0092 NH CHERRY POINT 

0035 NH GROTON 

0096 654th MEDICAL GROUP 

0030 NH TWENTYNINE PALMS 

Page 2 

40 mile Catchment Area 
Active FM of All 

Duty AD Others Total 

5.217 7,938 3,465 16,620 

5,236 10,522 23.711 39,469 

5,364 10,255 5.745 21,364 

5,408 7,36 1 16,356 29,125 

5.517 11,645 26,452 43,614 

5,520 6,888 13,540 25,948 

5,603 10,909 20,604 37,116 

5,633 9,893 6,075 21,601 

5,704 11,578 16,239 33,521 

5,772 9,660 17,575 33,007 

5,783 10,809 14.924 3 1,516 

5,819 8.192 10.241 24,252 

5,906 10,537 17.033 33,476 

6.217 7,291 8,774 22,282 

6,262 11,777 18.996 37,035 

6329 11,063 10,751 28,143 

6,429 14,009 46,412 66,850 

6,485 15,873 71,653 94,011 

6,633 7.699 15,663 29,995 

6,969 9,348 21,927 38,244 

7,293 14.333 34,986 56.612 

8,041 11,428 8,224 27,693 

8,254 11,912 20,611 40,777 

8,688 20.222 17,99 1 46.901 

8.7% 22.283 17.595 48.674 

9.1 I8 11,604 20,754 41.476 

9,199 13,269 9,226 31.694 

9,225 14,450 15,773 39,448 

9,246 16,790 28,410 54,446 

9,253 7,971 2,948 20,172 

Region less Catchment Area 
Active FM of All 

Duty AD Others Total 

47,950 83,976 174.512 306.438 

47,931 81,392 154,266 283.589 

143,608 213,449 354,400 71 1,457 

191,148 303,413 570.232 1,064,793 

47,650 80,269 151,525 279,444 

93,108 150,986 324,982 569,076 

156,423 245,571 510,668 912,662 

47,534 82,021 171,902 301,457 

92,924 146,296 322,283 561.503 

190,784 301.1 14 569,013 1.060,911 

92,845 147,065 323.598 563.508 

47,348 83,722 167.736 298,806 

156.120 245,943 514.239 916,302 

155,809 249,189 522.498 927,496 

142.710 21 1,927 341.149 695,786 

192,829 276,808 565,990 1,035.627 

46,738 77,905 131.565 256,208 

192,673 271,998 505.088 969,759 

189.923 303,075 570,925 1,063,923 

216,692 329,245 287,830 833,767 

181,542 226,541 302,378 710,461 

45,956 87,798 188.992 322,746 

90.374 145,962 317,911 554,247 

214.973 3 18,371 291,766 825.1 10 

53,472 85,498 194,946 333.916 

139,854 212,100 339,391 691.345 

214,462 325 f 24 300J31' 840,317 

187,331 296,324 570,815 1,054,470 

152,780 239,690 502,862 895,332 

172,289 218 370 299,430 690.289 

Active FM of All 

Duty AD Others Total 

53,167 91.914 177,977 323,058 

53,167 91,914 177,977 323,058 

148,972 223,704 360.145 732,821 

196,556 3 10,774 586,588 1,093,918 

53,167 91.914 177,977 323.058 

98,628 157,874 338,522 595,024 

162,026 256.480 531,272 949,778 

53.167 91.914 177,977 323,058 

98,628 157,874 338,522 595,024 

196,556 310.774 586,588 1,093,918 

98.628 157,874 338.522 595.024 

53.1 67 91.91 4 177.977 323,058 

162,026 256,480 53 1,272 949.778 

162.026 256,480 531,272 949,778 

148,972 223,704 360,145 732,821 

199,158 287,871 576,741 1,063,770 

53,167 91,914 177.977 323.058 

1 99.158 287,871 576.741 1,063,770 

196,556 310,774 586,588 1,093,918 

223,661 338.593 309,757 872,011 

188,835 240.874 337,364 767,073 

53,997 99,226 197.2 16 350,439 

98,628 157,874 338,522 595,024 

223,661 338,593 309.757 872,011 

62,268 107,781 212,541 382,590 

148,972 223.704 360.145 732,821 

223.661 338393 309.757 872,011 

196,556 310,774 586,588 1.093.918 

162,026 256,480 531,272 949,778 

181,542 226,541 302,378 710.461 
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FY 93 POPL-+ TION DATA 

REGION 1 

Community Hospitals 
1 , I DMlS 

- - -  

40 mile Catchment I Region less Catchment Pop 1 Region 
Active F M  of All 1 Active F M  of All 1 Active FM of All I 

ID Name 1 Duty AD Others Total I Duty AD Others Total 
65 42nd MEDICAL GROUP 1 1,728 3,487 1.774 6.9891 194.828 307.287 584.814 1.086.929 

MEDIAN = 5,772 

87 380th MEDICAL GROUP 
68 NH PATUXENT RIVER 
88 41 6th MEDICAL GROUP 
36 436th MEDICAL GROUP 
81 PATTERSON ACH 

100 NH NEWPORT 
86 KELLER ACH 
70 CUTLER ACH 
35 N H  GROTON 

326 438th MEDICAL GROUP 
123 D E W l l 7  ACH 
69 KIMBROUGH ACH 

Duty AD Others Total 
196,556 310,774 586,588 1,093,918 

2,376 
3,378 
4,605 
4,883 
5,408 
5,772 
6,633 
7,481 
9,225 

13,004 
13,225 
14,609 

Medical Centers 
40 mile Catchment 1 Region less Catchment Pop I Region 

DMlS Active F M  of All I Active F M  of All 1 Active FM of All 

MEDIAN = 14,919 

ID Name 
66 MALCOLM GROW 
37 WALTER REED AMC 

SOURCE: DMlS Page 1 

Duty AD Others Total 
14,270 19,709 29,398 63,377 
14,919 9,683. 22,953 47,555 

196,556 310,774 586,588 1,093,918d 67 NNMC BETHESDA 

Duty AD Others Total 
182,286 291,065 557,190 1,030,541 
181,637 301,091 563.635 1,046,363 

DuW AD Others Total 
196,556 310,774 586,588 1.093.91 8 
196,556 310,774 586,588 1,093,918 

24,515 21,875 39,554 85,944 172,041 288,899 547,034 1,007,974 



FY 93 POk .TION DATA 

REGION I (continued) 

Non Catchment Areas 

Duty AD Others Total 
196.556 310,774 586,588 1,093,918 

DMIS 
ID Name 
940 RHODE ISLAND 
908 DELAWARE 
946 VERMONT 
907 CONNECTICUT 
995 NORTHERN VIRGINIA 
921 MARYLAND 
922 MASSACHUSETrS 
931 NEW JERSEY 
930 NEW HAMPSHIRE 
920 MAINE 
939 PENNSYLVANIA 
933 NEW YORK 

Non Catchment Area 1 Region less Non Catchment Area I Region 
Active FM of All ( Active FM of All 1 Active FM of All 

SOURCE: DMlS 

Duty AD Others Total 
0 775 118 893 

10 636 1,589 2,235 
482 1,042 5,525 7,049 
603 1.416 6,646 8,665 

1,241 1,315 7,943 10.499 
1,359 2,349 5,886 9,594 
2,430 4,742 14.946 22,118 
2,544 2,254 5,954 10,752 
3,922 1,569 11,914 17,405 
5,198 8,258 23.767 37,223 
6,876 14,635 70,651 92.1 62 

20,520 29,162 52,362 102,044 

MEDIAN = 1,895 

USTF 

Page 2 

Duty AD Others Total 
196,556 309,999 586,470 1,093,025 
196,546 310,138 584,999 1,091,683 
196,074 309,732 58 1,063 1,086,869 
195,953 309,358 579,942 1,085,253 
195,315 309,459 578.645 1,083,419 
195,197 308,425 580,702 1,084,324 
194.1 26 306,032 571,642 1,071,800 
194.01 2 308,520 580,634 1,083,166 
192,634 309,205 574,674 1,076,513 
191,358 302,516 562,821 1,056,695 
189,680 296,139 51 5,937 1,001,756 
176,036 281 -61 2 534,226 991,874 

DMlS 
ID Name 

190 WYMAN PARK Baltimore 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 

5.340 9,731 17,418 32,489 

Region less 40 mile 
Active FM of All 

Duty AD Others Total 

191.21 6 301.043 569,170 1,061,429 

Region 
Active FM of All 

Duty AD Others Total 

196,556 310,774 586,588 1,093,918 



FY 93 POI- .TION DATA 

REGION 2 

DMlS 

MEDIAN - 9,199 

40 mile Catchment I Region less Catchment Pop 1 Region 
Active FM of . All 1 Active FM of All I Active FM of All 

ID Name 
0090 4th MEDICAL GROUP 

0 I22 KENNER ACH 

0 12 1 MCDONALD ACH 

0092 NH CHERRY POINT 

0 120 1st MEDICAL GROUP 

009 1 NH CAMP LEJEUNE 

0089 WOMACK AMC 

Medical Centers .- - 

40 mile Catchment I Region less Catchment Pop 1 Region 
DMlS Active FM of All 1 Active FM of All I Active FM of All I 

Duty AD Others Total 
5,085 9,503 13,518 28,106 

6,969 9,348 21,927 38,244 

8,688 20,222 17,991 46,901 

9,199 13,269 9.226 31,694 

9.714 24,588 21,556 55,858 

36,331 41,129 15,478 92,938 

45,887 70.107 44,384 160,378 

Duty AD Others Total 

218,576 329,090 296,239 843,905 

216,692 329,245 287,830 833,767 

214,973 318,371 291,766 825,110 

214,462 325,324 300,531 840,317 

213,947 314,005 288,201 816.153 

187,330 297,464 294,279 779.073 

177,774 268,486 265.373 711,633 

ID Name I Duty AD Others Total I Duty AD Others Total 

0 124 NH PORTSMOUTH ( 95,865 136,495 80377 312,7371 127,796 202,098 229,380 559,274 

MEDIAN = 2,962 

Duty AD Others Total 

223,661 338,593 309,757 872,011 

223,661 338,593 309,757 872,011 

223,661 338.593 309.757 872,011 

223,661 338,593 309.757 872,OI 1 

223,661 338,593 309,757 872,011 

223,661 338,593 309,757 872,011 

223,661 338,593 309.757 872,011 

Dutv AD Others Total 

223,661 338,593 309.757 872,011 

Non Catchment Areas 

SOURCE: DMlS 

I 

DMlS 
ID Name 

0996 SOUTHERN VIRGINIA 

0934 NORTH CAROLINA 

Non Catchment Area 
Active FM of All 
Duty AD Others Total 

1,894 3,185 22.373 27.452 

4,029 10,747 62,927 77,703 

Region less Non Catchment Area 
Active FM of All 
Duty AD Others Total 

221,767 335,408 287,384 844,559 

219,632 327,846 246,830 794,308 

Region 
Active FM of All 

Duty AD Others Total 

223,661 338,593 309,757 872,011 

223,661 338.593 309.757 872,011 



FY 93 POPL,~\TION DATA 

REGION 2 

Community Hospitals 

MEDIAN - 9,199 

DMlS 
ID Name 

0090 4th MEDICAL GROUP 

0 122 KENNER ACH 

0 12 1 MC DONALD ACH 

0092 NH CHERRY POINT 

0 120 1st MEDICAL GROUP 

0091 NH CAMP LWEUNE 

0089 WOMACK AMC 

Medical Centers 

40 mile Catchment I Region less Catchment Pop 1 Region 
Active FM of All I Active FM of All I Active FM of All 

40 mile C a t c h m e n t  I Region less Catchment Pop 1 Region 
DMlS Active FM of All 1 Active FM of All I Active FM of All 

Duty AD Others Total 

5,085 9,503 13,518 28,106 

6,969 9,348 21,927 38,244 

8,688 20,222 17,991 46,901 

9,199 13,269 9,226 31,694 

9,714 24,588 21.556 55,858 

36,331 41,129 15,478 92,938 

45,887 70,107 44,384 160,378 

ID Name I Duty AD Others Total I Duty AD Others Total I Duty AD Others Total 

0124 NH PORTSMOUTH 1 95,865 136,495 80,377 312,737 ( 127,796 202,098 229,380 559,274 1 223,661 338,593 309.757 872,011 

Non Catchment Areas 

Duty AD Others Total 

218,576 329,090 296.239 843,905 

216,692 329,245 287,830 833,767 

214,973 318,371 291.766 825,110 

214,462 325,324 300,531 840,317 

213,947 314,005 288.201 816.153 

187,330 297.464 294,279 779,073 

177,774 268,486 265,373 711.633 

DUW AD Others Total 

223.661 338,593 309,757 872.011 

223,661 338,593 309.757 872,011 

223,661 338,593 309,757 872,011 

223,661 338.593 309.757 872,011 

223,661 338.593 309,757 872,011 

223.661 338,593 309,757 872.011 

223.661 338,593 309,757 872,011 

MEDIAN = 2.962 

DMlS 
ID Neme 

0996 SOUTHERN VIRGINIA 

0934 NORTH CAROLINA 

SOURCE: DMlS 

Non Catchment Area 
Active FM of All 
Duty AD Others Total 

1,894 3,185 22.373 27,452 

4,029 10,747 62,927 77,703 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others Total 

221,767 335.408 287,384 844,559 

219,632 327,846 246,830 794,308 

Region 
Active FM of All 

Duty AD Others Total 

223,661 338,593 309,757 872,011 

223.661 338,593 309,757 872,011 



FY 93 POPULATION DATA 

REGION 3 

Communitv Hos~itals -. - - 

40 mile Catchment 1 Region less Catchment Pop 1 Region 
DMlS Active FM of All 1 Active FM of All 1 Active FM of All 

ID Name 
0046 45th MEDICAL GROUP 

0050 347th MEDICAL GROUP 

005 l 653rd MEDICAL GROUP 

0101 363rd MEDICAL GROUP 

0045 56th MEDICAL GROUP 

0104 NH BEAUFORT 

0040 NHORLANW 

0105 MONCRIEF ACH 

0049 WlNN ACH 

0048 MARTIN ACH 

0 103 NH CHARLESTON 

0039 NH JACKSONVILLE 

MEDIAN = 15,496 

Medical Centers 

Duty AD Others Total 
3,577 7,949 30,703 42,229 

4,018 6,492 7,220 17,730 

4,475 8,848 16,556 29,879 

6,329 11,063 10,751 28,143 

6,485 15,873 71,653 94,011 

13,910 10.158 ' 7.726 3 1,794 

17,082 11,164 51,568 79.814 

18,426 11,467 25,190 55,083 

19,391 27,949 15.1 17 62,457 

23,184 28,208 28,091 79,483 

23,285 40,431 33.192 96.908 

26,981 48,057 55,127 130,165 

Non Catchment Areas 

Duty AD Others Total 
195,581 279,922 546,038 1,021,541 

195.140 281,379 569,521 1,046,040 

194,683 279,023 560,185 1,033,891 

192,829 276,808 565,990 1,035,627 

192,673 271,998 505.088 969,759 

185,248 277,713 569,015 1.03 1,976 

182,076 276.707 525.173 983,956 

180,732 276,404 551,551 1,008,687 

179,767 259,922 561,624 1,001,3 13 

175,974 259,663 548,650 984,287 

175,873 247,440 543,549 966,862 

172,177 239,814 521,614 933,605 

I 

Duty AD Others Total 
199,158 287,871 576,741 1,063,770 

199,158 287,871 576,741 1,063,770 

199,158 287.871 576,741 1,063,770 

199,158 287,871 576,741 1.063.770 

199.1 58 287,871 576,741 1,063,770 

199,158 287,871 576.741 1,063,770 

199.158 287,871 576,741 1,063,770 

199,158 287.871 576.741 1,063,770 

199.158 287,871 576,741 1,063,770 

199,158 287,871 576,741 1,063,770 

199,158 287,871 576,741 1,063.770 

199,158 287,871 576,741 1,063,770 

DMlS 
ID Name 
0047 EISENHOWER AMC 

MEDIAN = 9,171 

SOURCE: DMlS 

I 

DMlS 
ID Name 
0941 SOUTH CAROLINA 

0987 EASTERN FLORIDA 

091 1 GEORGIA 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 
8,168 15,239 26,997 50,404 

Non Catchment Area 
Active F M  of All 
Duty AD Others Total 

898 5,092 31,205 37.195 

9,171 14,591 89,219 112,981 

13,778 25,290 76,426 115,494 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 
190,990 272,632 549,744 1,013.366 

Region 
Active FM of All 

Duty AD Others Total 
199,158 287,871 576,741 1,063,770 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others Total 
198,260 282,779 545,536 1,026,575 

189,987 273,280 487,522' 950,789 

185,380 262,581 500,315 948,276 

Region 
Active FM of All 
Duty AD Others Totel 
199,158 287,871 576,741 1,063,770 

199,158 287.871 576,741 1,063,770 

199,158 287.871 576,741 1,063,770 



REGION 4 

Communitv Hosoitals 

DMlS 
ID Name 

0074 14th MEDICAL SQUADRON 

0001 FOX ACH 

0002 NOBLE ACH 

0003 LY STER ACH 

0043 325th MEDICAL GROUP 

0 107 NH MILLINGTON 

0038 NH PENSACOLA 

0042 646th MEDICAL GROUP 

, - -.- 
40 mile Catchment I Region less Catchment Pop I Region 1 

-- - 
Active FM of All 1 Active FM of All 1 Active F M  of All 1 

MEDIAN a 5,744 

Duty AD Others Total 
1,528 2,745 4,933 9,206 

2,709 7,001 20.932 30,642 

5,520 6,888 13,540 25,948 

5.704 11,578 16,239 33,521 

5,783 10,809 14,924 31.516 

8.254 11.912 20,611 40,777 

10,300 18.767 36.360 65,427 

, 15.012 26,843 32,068 73,923 

Duty AD Others Total 
97,100 155,129 333,589 585,818 

95,919 150.873 317,590 564,382 

93,108 150,986 324,982 569.076 

92,924 146,296 322.283 561,503 

92,845 147,065 323,598 563,508 

90,374 145.962 317,911 554,247 

88,328 139,107 302,162 529397 

83,616 131,031 306,454 521,101 

Medical Centers 

MEDIAN = 10,627 

Duty AD Others Total 
98,628 157,874 338,522 595,024 

98,628 157,874 338,522 595.024 

98,628 157,874 338.522 595,024 

98,628 157,874 338,522 595.024 

98,628 157.874 338,522 595,024 

98.628 157,874 338,522 595,024 

98,628 157.874 338.522 595.024 

98,628 157.874 338,522 595,024 

DMlS 
ID Name 

0004 502nd MEDICAL GROUP 

0073 KEESLER MED CTR 

40 mile Catchment 1 Region less Catchment Pop 1 Region 
Active F M  of All I Active FM of All I Active F M  of All 

MEDIAN = 5,212 

Duty AD Others Total 
5.857 10,885 20,127 36,869 

15.397 17,510 22.215 55,122 

Non Catchment Areas 

SOURCE: DMlS 

DMIS 
ID Name 

0988 WESTERN FLORIDA 

0925 MISSISSIPPI 

0943 TENNESSEE 

0901 ALABAMA 

0989 EASTERN LOUISIANA 

Duty AD Others Total 
92,771 146,989 318,395 558,155 

83,231 140,364 316,307 539,902 

Duty AD Others Total 

98,628 157.874 338.522 595,024 

98,628 157,874 338,522 595,024 

Non Catchment Area 
Active F M  of All 
Duty AD Others Total 

256 951 7,013 8,220 

4,458 6,978 24,499 35,935 

5,212 6,389 52,100 63,701 

5,461 7,414 30,669 43,544 

7,177 11,204 22,292 40,673 

Region less Non Catchment Area 
Active F M  of All 

Duty AD Others Total 

98,372 156,923 331,509 586,804 

94,170 150,896 314,023 559,089 

93,416 151,485 286.422 531 ,3 23 

93,167 150,460 307.853 551,480 

91,451 146,670 316,230 554,351 

Region 
Active F M  of All 

Duty AD Others Total 

98,628 157,874 338,522 595,024 

98,628 157,874 338,522 595.024 

98,628 157,874 338,522 595,024 

98,628 157,874 338,522 595,024 

98,628 157,874 338,522 595,024 



a 
FY 93 POI .,+TION DATA 

REGION 5 

MEDIAN - 17,370 

Community Hospitals 

Medical Centers 

DMlS 
ID Name 

0072 410th MEDICAL GROUP 

006 1 IRELAND ACH 

0060 BLANCHFIELD ACH 

0056 NH GREAT LAKES 

I 40 mile Catchment 1 Region less Catchment Pop Region 
Active FM of All I Active FM of All 1 Active FM of All 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 

2,940 5,223 2,995 11.1 58 

15,543 19,820 25,146 60,509 

19,197 31,051 18,446 68,694 

25.771 19,121 23,658 68,550 

MEDIAN = 9,502 

ID Name 
0095 WRIGHT-PATTERSON 

0055 S C O T  - 

Non Catchment Areas 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 

105,195 171,843 365,132 642,170 

92,592 157,246 342,981 592,819 

88,938 146,015 349,681 584.634 

82,364 157,945 344,469 584.778 

Non Catchment Area Region less Non Catchment Area I Region 
DMlS Active FM of All ( Active FM of All 1 Active FM of All 1 

Region 
Active FM of All 
Duty AD Others Total 

108,135 177,066 368,127 653,328 

108,135 177,066 368,127 653.328 

108.135 177,066 368,127 653,328 

108,135 177,066 368,127 653,328 

Duty AD Others Total 
9,463 18,656 27,959 56,078 

9,540 19.798 30,687 60,025 

MEDIAN = 4,232 

Duty AD Others Total 
98,672 158,410 340,168 597.250 

98,595 157,268 337,440 593,303 

ID Neme 

09 18 KENTUCKY 

0949 WEST VIRGINIA 

09 14 ILLINOIS 

0950 WISCONSIN 

0936 OHIO 

0923 MICHIGAN 

0915 INDIANA 

SOURCE: DMlS 

Duty AD Others Total 
108,135 177,066 368.127 653,328 

108,135 177,066 368,127 653.328 

Duty AD Others Total 
1,345 4,103 23,533 28,981 

1,611 3,618 18,933 24.162 

2,173 8.781 31.1 11 42,065 

4,232 5.757 26,683 36,672 

4,812 12,862 53.057 70,731 

5,192 14,264 44,719 64,175 

6,316 14,012 41,200 61,528 

Duty AD Others Total 
106,790 172,963 344,594 624,347 

106,524 173,448 349,194 629,166 

105,962 168,285 337,016 61 1,263 

103,903 171,309 341,444 616,656 

103,323 164,204 315,070 582,597 

102,943 162,802 323,408 589.153 

101,819 163,054 326,927 591,800 

Duty AD Others Total 

108,135 177.066 368,127 653,328 

108.135 177,066 368,127 653,328 

108,135 177,066 368.127 653.328 

108,135 177,066 368,127 653,328 

,108,135 177,066 368,127 653,328 

108,135 177.066 368.127 653,328 

108,135 177,066 368,127 653,328 



FY 93 PO~ULATION DATA 

REGION 6 

Communitv Hos~i ta ls  

DMlS 
ID Name 

0 1 14 47th MEDICAL SQUADRON 

0 1 1 1 64th MEDICAL SQUADRON 

0097 97th MEDICAL GROUP 

0 1 18 NH CORPUS CHRISTI 

0 1 I2 96th MEDICAL GROUP 

00 13 3 14th MEDICAL GROUP 

0062 2nd MEDICAL GROUP 

0 1 13 396th MEDICAL GROUP 

0096 654th MEDICAL GROUP 

0064 BAYNE-JONES ACH 

0098 REYNOLDS ACH 

0 I 10 DARNALL ACH 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 

1,228 1,796 2,135 5,159 

1,333 2,911 5,025 9,269 

3.1 17 4,895 3,557 11,569 

4,301 7,878 11,590 23,769 

5.213 8.836 8,121 22,170 

5,603 10.909 20,604 37,116 

5,906 10,537 17,033 33,476 

6,217 7,291 8,774 22,282 

9.246 16,790 28,410 54,446 

14,057 15,352 7.829 37.238 

, 17.428 24.190 17,719 59,337 

- m- 

Region less Catchment Pop 1 Region I 
Active FM of All 
Duty AD Others Total 
160,798 254,684 529,137 944,619 

160,693 253,569 526,247 940,509 

158,909 251,585 527,715 938.209 

157,725 248,602 5 19,682 926,009 

156,813 247,644 523.1 5 1 927,608 

156,423 245,571 510,668 912,662 

156,120 245,943 514,239 916,302 

155,809 249.1 89 522,498 927,496 

152,780 239,690 502,862 895,332 

147.969 241,128 523,443 912,540 

144,598 232,290 513.553 . 890.441 

127,439 209,880 497,439 834,758 

Active FM of All 
Duty AD Others Total 
162,026 256,480 53 1,272 949,778 

162,026 256,480 531.272 949,778 

162,026 256,480 531,272 949,778 

162,026 256,480 53 1.272 949,778 

162,026 256.480 53 1.272 949.778 

162,026 256.480 531,272 949.778 

162,026 256,480 531,272 949,778 

162,026 256,480 53 1,272 949.778 

162,026 256,480 531.272 949.778 

162,026 256,480 531.272 949.778 

162.026 256.480 531,272 949,778 

162,026 256.480 53 1,272 949,778 

MEDIAN- 5,755 

Medical Centers 
40 mile Catchment I Region less Catchment Pop I Region 

DMlS Active F M  of All 1 Active FM of All I Active FM of All I 
ID Name I Duty AD Others Total I Duty AD Others Total I Duty AD Others Total 
0 109 BROOKE AMC 1 15,645 25,555 56,643 97,843 ( 146,381 230,925 474,629 851,935 1 162,026 256.480 531,272 949.778 

0 1 17 WILFORD HALL 21.945 22,841 45,397 90,183 140,081 233,639 485,875 - 859,595 162,026 256,480 531.272 949,778 

MEDIAN = 18,795 

SOURCE: DMlS Page 1 



FY 93 POP~,ATION DATA 

REGION 6 (continued) 

Non Catchment Areas ~. - - -  

Non Catchment Area 1 Region less Non Catchment Area 1 Region 
DMlS Active FM of All 1 Active FM of All 1 Active FM of All 

MEDIAN = 1,810 

USTF 

ID Name 

0990 WESTERN LOUISIANA 

0904 ARKANSAS 

0937 OKLAHOMA 

0993 EASTERN TEXAS 

1 D Name I Duty AD Others Total I Duty AD Others Totel 1 Duty AD Others Total 
0 192 ST JOHNS -NASSAU BAY 1 1,809 5,794 23.917 31,5201 160,217 250,686 507,355 918,2581 162.026 256,480 531,272 949,778 

- - - .  

r 

SOURCE: DMlS 

Duty AD Others Total 
894 4,496 18,099 23,489 

1,286 4,524 30,973 36,783 

2,334 5,034 25.697 33,065 

9,877 30,251 165,916 206,044 

DMlS 

Page 2 

- 
40 mile Catchment I Region less Catchment Pop 1 Region 

Active FM of All ( Active FM of All 1 Active FM of All 

Duty AD Others Total 

161,132 251,984 5 13,173 926,289 

160,740 251,956 500.299 912,995 

159,692 251,446 505.575 916,713 

152,149 226,229 365,356 743,734 

. . 
Duty AD Others Total 
162,026 256,480 531,272 949,778 

162.026 256,480 531,272 949,778 

162,026 256,480 531,272 949,778 

162,026 256,480 531,272 949,778 



a 
FY 93 POI-, -,+TION DATA 

REGION 7 

Communitv Hos~ita ls  - .  - -  ~- 

40 mile Catchment I Region less Catchment Pop 1 Region 
DMlS Active FM of All 1 Active FM of All I Active FM of All  

MEDIAN = 5,575 

ID Name 

0085 27th MEDICAL GROUP 

0083 542nd MEDICAL GROUP 

00 10 355th MEDICAL GROUP 

0084 49th MEDICAL GROUP 

0008 BLISS ACH 

0009 58th MEDICAL GROUP 

Medical Centers 

Duty AD Others Total 

5,217 7,938 3,465 16,620 

5,236 10,522 23,711 39,469 

5,s 17 11,645 26,452 43,614 

5,633 9,893 6,075 21,601 

5,819 8,192 10,241 24,252 

6,429 14,009 46,412 66,850 

DMlS 

Duty AD Others Total 

47,950 83.976 174,5 12 306,438 

47,931 81,392 154,266 283,589 

47,650 80,269 15 1,525 279,444 

47,534 82,021 171,902 301,457 

47,348 83,722 167,736 298,806 

46,738 77,905 13 1,565 256,208 

40 mile Catchment 1 Region less Catchment Pop 1 Region 
Active FM of All I Active FM of All 1 Active FM of All 1 

ID Name I Duty AD Others Total I Duty AD Others Total 
01 08 WILLIAM BEAUMONT 1 14,333 20,877 30,465 65,675 1 38,834 71,037 147,512 257,383 

MEDIAN = 384 

. ... 
Duty AD Others Total 

53,167 91.9 14 177,977 323,058 

53,167 91,914 177,977 323.058 

53.167 91.914 177,977 323,058 

53,167 91,914 177.977 323,058 

53.167 91,914 177,977 323,058 

53,167 91,914 177,977 323,058 

Duty AD Others Total 

53,167 91,914 177,977 323,058 

Non Catchment Areas 

SOURCE: DMlS 

DMlS 
ID Name 

0994 WESTERN TEXAS 

0932 NEW MEXICO 

0903 ARIZONA 

Non Catchment Area 
Active FM of All 
Duty AD Others Total 

16 3 1 215 262 

384 1,986 11,595 13,965 

4,583 6,821 19,346 30,750 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others Totat 

53,151 91.883 177,762 322,796 

52.783 89,928 166,382 309,093 

48,584 85,093 158,631 292.308 

Region 
Active FM of All 

Duty AD Others Total 

. 53.167 91,914 177,977 323,058 

53,167 91,914 177,977 323,058 

53,167 91,914 177.977 323,058 



FY 93 POP~LATION DATA 

REGION 8 

0 129 90th MEDICAL GROUP 

0076 35 1st MEDICAL GROUP 

0093 3 19th MEDICAL GROUP 

0094 5th MEDlCAL GROUP 

0106 28th MEDICAL GROUP 

0 1 19 649th MEDICAL GROUP 

0079 554th MEDICAL GROUP 

0058 MUNSON ACH 

0078 EHRLING BERQUIST 

0075 L WOOD ACH 

0033 USAF ACADEMY 

0057 lRWIN ACH 

0032 EVANS ACH 

Community Hospitals 

MEDIAN = 6,778 

DMlS 
ID Name 

0053 366th MEDICAL GROUP 

Medical Centers 
1 I 40 mile Catchment I Region less Catchment Pop 1 Region I 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 

3,472 6,096 4,670 14,238 

SOURCE: DMlS 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 
154,215 234,550 402,371 791,136 

DMlS 
ID Name 

003 1 FITZSIMONS 

Page 1 

Region 
Active F M  of All 

Duty AD Others Total 

157,687 240,646 407,041 805,374 

Active FM of All 
Duty AD Others Total 

8.719 12.650 40.371 61.740 

Active FM of All 
Duty AD Others Total 

148.968 227.996 366.670 743.634 

Active FM of All 
Duty AD Others Total 

157.687 240.646 407.041 805.374 



FY 93 POP~LATION DATA 

REGION 8 (continued) 

Non Catchment Areas 

MEDIAN = 1,422 

DMlS 
ID Name 

0951 WYOMING 

0906 COLORADO 

0942 SOUTH DAKOTA 

0928 NEBRASKA 

0935 NORTH DAKOTA 

0945 UTAH 

0929 NEVADA 

0913 IDAHO 

0924 MINNESOTA 

0917 KANSAS 

0926 MISSOURI 

0927 MONTANA 

0916 IOWA 

SOURCE: DMIS Page 2 

Non Catchment Area 
Active FM of All 
Duty AD Others Total 

246 770 3,697 4,713 

489 1,199 9,958 11,646 

617 1,507 4,859 6,983 

646 1,437 7,788 9,871 

661 1.128 3,161 4,950 

1,061 1,778 6,176 9,015 

1,422 2,609 11,910 15,941 

2,379 3,868 15,122 21,369 

2,762 5,465 26,766 34,993 

4,439 12,678 22,810 39,927 

4.450 5,288 32,641 42,379 

5,247 8,852 13,823 27,922 

7,208 4,112 16.592 27,912 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others Total 

157,441 239,876 403,344 800,661 

157,198 239,447 397,083 793,728 

157,070 239,139 402,182 798,391 

157,041 239,209 399,253 795.503 

137,026 239,518 403,880 800,424 

156,626 238,868 400,865 796,359 

156,265 238,037 395,131 789.433 

155,308 236,778 391,919 784,005 

154,925 235,181 380,275 770.381 

153,248 227,968 384.231 765,447 

153,237 235,358 374,400 762,995 

152,440 231,794 393,218 777,452 

150,479 236,534 390,449 777.462 

Region 
Active FM of All 

Duty AD Others Total 
157,687 240,646 407,041 805,374 

157,687 240,646 407.041 805,374 

157,687 240,646 407,041 805,374 

157,687 240,646 407,041 805,374 

157.687 240,646 407,041 805,374 

157,687 240,646 407.041 805,374 

157,687 240,646 407.041 805,374 

157,687 240,646 407.041 805.374 

157,687 240,646 407,041 805,374 

157,687 240,646 407.041 805,374 

157,687 240,646 407,041 805,374 

157,687 240,646 407,041 805,374 

157,687 240,646 407,041 805,374 



FY 93 P O P ~ L ~ ~ T I O N  DATA 

REGION 9 

Community Hospitals 

DMlS 
40 mile Catchment I Region less Catchment Pop 

Active FM of All 1 Active FM of All 
Region 

Active FM of All 
ID Name 

001 8 30th MED GROUP 

00 19 650th MED GROUP 

0021 22nd MED GROUP 

0131 WEEDACH 

0030 TWENTYNlNE PALMS 

0025 NH LONG BEACH 

0024 CAMP PENDLETON 

Duty AD Others Total 
181,542 226.541 302,378 710,461 

181,542 226.541 302,378 710.461 

MEDIAN = 5,2 10 

Duty AD Others Total 
3,283 6,371 9,554 19,208 

4,552 7,529 7.683 19,764 

4,952 14,160 45,048 64.160 

5.210 6,906 2,156 14,272 

9,253 7,971 2.948 20.172 

23,181 35,998 67.345 126,524 

35,852 40,936 29,741 106.529 

Duty AD Others Total 
178,259 220,170 292,824 691,253 

176,990 219,012 294,695 690,697 

176,590 212,381 257,330 646,301 

176,332 219,635 300,222 696,189 

172,289 218,570 299,430 690,289 

158,361 190.543 235,033 583,937 

145,690 185,605 272,637 603,932 

Medical Centers 

ID Name I Duty AD Others Total 1 Duty AD Others Total 1 Duty . AD Others Total 

0986 SOUTHERN CALIF 1 8,392 12.579 33.646 54,617) 173,150 213,962 268,732 655,8441 181,542 226,541 302.378 710,461 

DMIS 
, ID Name 

0029 NH SAN DIEGO 

Non Catchment Areas 

SOURCE: DMlS 

DMlS 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 
86,867 94,091 104,257 285,215 

Non Catchment Area I Region less Non Catchment Area I Region 
Active FM of All ( Active FM of All ( Active FM of All 

Region less Catchment Pop . 

Active FM of All 
Duty AD Others Total 
94,675 132,450 198,121 425,246 

Region 
Active FM of All 

Duty AD Others Total 
181,542 226,541 302,378 710,461 



FY 93 POPL,. * TION DATA 

REGION 10 

00 15 9th MEDICAL GROUP I 3,554 5.232 10,430 19,216 58.714 102,549 202,111 363,374 62,268 107,781 212,541 382,590 

00 17 93rd MEDICAL GROUP 3,995 8,060 12,347 24,402 1 58,273 99,721 200,194 358,188 I 62,268 107.781 212,541 382.590 I 

Community Hospitals 

( 0250 652nd MEDICAL GROUP ) 4,736 10,295 46,728 61,759) 57,532 97,486 165.813 320,831) 62,268 107,781 212,541 382,590) 

DMlS 
ID Name 

0021 LETTERMAN 

1 0028 NHLEMOORE 1 5,037 9,423 10,193 24,653 1 57,231 98,358 202,348 357,937 ) 62,268 107,781 212,541 382,590 1 
1 0023 HAYSACH 1 8.796 22.283 17,595 48,674 1 53,472 85,498 194,946 333.916 1 62.268 107.781 212,541 382.590 

40 mile Catchment 
Active FM of All 
Duty AD Others Totel 

2,435 6,869 20,463 29,767 

MEDIAN- 4,366 

Medical Centers 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 

59,833 100,912 192,078 352,823 

Region 
Active FM of All 

Duty AD Others Total 

62.268 107.781 212,541 382,590 

( 0027 N H  OAKLAND ( 23,276 26.800 45,789 95,865 1 38,992 80,981 166,752 286,725 1 62,268 107.781 212,541 382.590 

DMlS 
ID Name 

00 14 DAVID GRANT 

SOURCE: DMlS 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 

8,224 15.425 29,482 53,131 

MEDIAN = 15,750 

Non Catchment Areas 

DMIS 
ID Name 

0985 NORTHERN CALIFORNIA 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 

54.044 92,356 183,059 329,459 

Region 
Active FM of All 

Duty AD Others Total 

62.268 107.781 212,541 382.590 

Non Catchment Area 
Active FM of All 
Duty AD Others Total 

2,215 3,394 19.5 14 25,123 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others Total 

60,053 104,387 193.027 357,467 

Region 
Active FM of All 

Duty AD Others Total . 
62,268 107,781 212,541 382,590 



FY 93 POI - -ATION DATA 

REGION 11 

Community Hospitals 
40 mile Catchment 1 Region less Catchment Pop I Region 

Active FM of All ( Active FM of All ( Active FM of All 

MEDIAN- 8,041 

ID Name 

0128 92nd MEDICAL GROUP 

0 127 NH OAK HARBOR 

0 126 NH BREMERTON 

Medical Centers 

Duty AD Others Total 

4,573 8,773 15.432 28,778 

8,041 11.428 8,224 27,693 

9,690 23,286 19,560 52,536 

Non Catchment Areas 

DMlS 
ID Name 

0125 MADIGAN 

Duty AD Others Total 

49,424 90,453 18 1,784 32 1.66 1 

45,956 87,798 188,992 322,746 

44,307 75,940 177,656 297,903 

MEDIAN = 2,201 

USTF 

Duty AD Others Total 

53,997 99,226 197.2 16 350,439 

53,997 99,226 197,216 350,439 

53,997 99,226 197,216 350,439 

40 mile Catchment 
Active FM of All 
Dtit y AD Others Total 

24.294 39,162 58,160 12 1,616 

DMlS 
ID Name 

0948 WASHINGTON 

0938 OREGON 

SOURCE: DMlS 

Region less Catchment Pop 
Active FM of All 
Duty AD Others Total 

29,703 60,064 139,056 228,823 

Non Catchment Area 
Active F M  of All 
Duty AD Others Totel 

1.325 4,000 25.127 30.452 

3,077 6,256 41,384 50,717 

DMlS 
ID Name 

0194 PACIFIC MEDICAL 

--  

Region 
Active FM of All 

Duty AD Others Total 

53,997 99.226 197.2 16 350,439 

Region less Non Catchment Area 
Active FM of All 

Duty AD Others . Total 

52.672 95,226 172,089 319,987 

50.920 92,970 155,832 299,722 

40 mile Catchment 
Active FM of All 
Duty AD Others Totel 

2,997 6,321 29.329 38,647 

Region 
Active FM of All 

Duty AD Others Total 

53,997 99,226 197,216 350.439 

53,997 99.226 197,216 350,439 

Region less 40 mile 
Active FM of All 
Duty AD Others Total 

51,000 92.905 167,887 31 1,792 

Region 
Active FM of All 

Duty AD Others Total 

53,997 99,226 197,216 350,439 



FY 93 POP~JLATION DATA 

REGION 12 

Non Catchment Areas 

Medical Centers 

- - - - -  ~ ~ - ~ - ~  - . - - -  

Non Catchment Area 1 Region less Non Catchment Area 1 Region 
DMlS Active FM of All 1 Active FM of All ( Active FM of All I 

DMlS 
ID Name 

0052 TRIPLER AMC 

ID Name 1 Duty AD Others Total I Duty AD Others Total 1 Duty AD Others Total 
0912 HAWAII I 556 715 4,051 5,322 1 51,563 64,338 30.527 146,428 1 52,119 65,053 34,578 151.750 

SOURCE: DMIS 

40 mile Catchment 
Active FM of All 
Duty AD Others Total 
51,563 64,338 30.527 146,428 

Region less Catchment Pop 
Active FM of All 

Duty AD Others Total 

556 715 4,051 5,322 

Region 
Active F M  of All 

Duty AD Others Tote1 . 
52,119 65,053 34,578 15 1,750 



Bed Days11 000 for Active Duty and Their Family Members 
1 1989 1990 1991 1992 1993 

ACDU 
ACDU Family Direct Care 
ACDU Family CHAMPUS 

ACDU & ACDU Family Direct Care 1 1089 1080 980 908 799 
I 

730 734 669 594 513 
359 346 312 314 286 
423 443 418 329 279 

ACDU Family Total 782 788 730 643 565 

Bed Requirements/10,000 ACDU Using Dispersion 
Factor of 0.8 

ACDU & ACDU Family Total 1512 1523 1398 1237 1078 

ACDU 25 25 23 20 18 

ACDU Family Direct Care 

ACDU Family CHAMPUS 

12 12 11 11 10 

14 15 14 11 10 

ACDU Family Total 27 27 25 22 19 

ACDU & ACDU Family Direct Care 

ACDU & ACDU Family Total 

37 37 34 31 27 

52 52 48 42 37 
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SOURCES: DMIS BIOMEIRlCS DATA, RCMAS WIRAL, HB and P ELIGIBLE POPULATION PROGRAM 
Y r  , '  JUNSEP W 3  Navy Inpatient workload data was estimated using .- s i z e d  forecasting. 
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. . THE'ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON. D. C. 20301-1200 

HEALTH A F F A I R S  

- FEB 2 2 1994 

MEMORANDUM FOR ASSISTANT SECRETARY OF THE ARMY (M&RA) 
ASSISTANT SECRETARY OF THE NAVY (M&RA) 
ASSISTANT SECRETARY OF THE AIR FORCE (MbU&E) 

SUBJECT: Updated TRICARE Policy Guidelines 

This memorandum transmits TRICARE guidance for the Lead Agents and Medical 
Treatment Facility (MTF) commanders. The guidelines are for their use in the development of 
their TRICARE plan and program. Although major changes are not anticipated, the document 
wili continue to be refined to reflect our experiences and "lessons learned" as we progress in the 
implementation of managed care. 

The point of contact for this action is my TRICARE Coordinator, Colonel Susan 
hlchfarlin, AN, USA. (703) 697-8979. 

Edward D. Martin, M.D. 
Acting Assistant Secretary of Defense 

Attachment 
AS stat ~d 

C C 

Surgcon (icncral of she h y  
Surgeon General of the Navy 
Surgeon General of the Air Force 



H E A L 7  U A F F A I R S  

T H E  ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON. D. C. 20301-1 200 

FEB 2 2 1994 

MEMORANDUM FOR TRICARE LEAD AGENTS 
THROUGH: SURGEONS GENERAL 

SUBJECT: Updated TRICARE Policy Guidelines 

This memorandum transmits TRICARE guidance for Lead Agents and Medical Treatment 
Facility (MTF) commanders. We are working on the necessary regulations and instructions to 
hlly implement the various aspects of the TRICARE Managed Care Program. As soon as these 
documents are finalized they will also be provided to you. 

The ~uidelines are for your use in the development of your TRICARE plan and ultimately, 
your program Although major changes are not anticipated, we will continue to refine the 
documenr to reflect our experiences and "lessons learned" as we progress in the implementation 
of managed care The Consress strongly supports our approach, and efforts should be made to 
address planning and implementing activities and programs reflecting the major areas covered in 
rhc pill~c! guidelines 

An  area that tvill requlre additional clarification concerns systems interoperability. An 
tnf;~rrnatinn s~ >tern annex is currently being prepared to supplement the guidelines. We expect 
our T K I C ' . A K ~ ~  suppon contractors to have systems interoperability with the Lead Agents and 
>IT!- 5 t\ hcn thcsc systems are a\.ailable to contractors. Enrollment, appointments, referrals, 
e\ctisngc of demograph~c ~nformation, and third party billing will need to be easily accessed by ail 
pn~ctpants  \\'e have tdentrficd as a priority, the work necessary to assure seamless automated 
~ n f i ~ r n ~ c l t ~ ~ j n  s \ s i rn l \  and d ~ i a  compatibility. 

(3, .  h . 3 ~ ~  3\ht-d C;UL'\IIOR\ regarding expectations prior to the implementation of a regional 
1 I U 1 ;  . i t  A 1  this time, you should be in the process of developing your 
rcsi,~ru! f - !~n ,  t o  rn i IuJ~ tntorm3tion about referrals and other MTF relationships. An important 
clement o f  the regronal plan IS the development ofthe specialized treatment services system and 
the approprtrtre referral mechanism. When these plans are developed, authority can be provided 
to the rcglon through the hiTFs and the fiscal intermediary to initiate the requirement for non- 
a\ 3\1~t\tl11y statements in much broader geographic areas to support regional specialized treatment 
sen lies 

As you are aware, the basic financial foundation for transition into managed care is 
capltat~on This approach is a major change from the way we once obtained resources and will 
rcqulrc a philosophical change in the attitude of many of our health care providers. The military 



MTF commanders are now accountable for all resources used within their catchment areas to 
provide services for their beneficiaries. This method of financing will encourage more effective 
utilization management and delivery of appropriate and cost-effective, medical care. 

. Other activities will require considerable effort prior to the award of regional contracts. 
These include the implementation of improved utilization management strategies, MTF systems 
and information exchange, assessment of improved purchase of services through CHAMPUS 
recapture efforts and the development of requirements for network provider systems. 

The point of contact for this action is my TRICARE Coordinator, Colonel Susan 
McMarlin, AN, USA. (703) 697-8979. 

Edward D. Martin, M.D. 
Acting Assistant Secretary of Defense 

Attachment 
As stated 


