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the future of military health care

During 2007, | had the privilege of serving as the co-chair of a

congressionally mandated task force on the future of military

health care.

The task force was established by the FYoy
National Defense Authorization Act and directed
to make recommendations to Congress about a
broad range of measures, including those needed
to sustain the military healthcare services, the
appropriate cost-sharing structure between the
government and beneficiaries, wellness initia-
tives, health promotion and disease management
programs, alternative initiatives to manage
patient behavior and costs, the ability of the mili-
tary to account for true and accurate costs, and
the adequacy of the military healthcare procure-

ment system.

The task force comprised 14, individuals—seven
from inside the military and seven from outside
the military. It included such familiar names in
the world of health policy as Carolyn Clancy, MD,
director of the Agency for Healthcare Research
and Quality; Larry Lewin, founder of the Lewin
Group; and Robert Galvin, MD, director of global
health benefits for GE. Military members
included Lt. Gen. James Roudebush, the current
Air Force surgeon general; Rear Adm. John
Mateczun, formerly Navy deputy surgeon general
and now commander of the joint task force of the
national capital region; Gen. Richard Meyers, the
former chair of the Joint Chiefs of Staff; Shay
Assad, the head of procurement and my co-chair;
and Gen. John Corley, initially vice chief of staff of
the Air Force and currently commander of
Combat Air Command. The task force issued its
report to the Department of Defense just before
Christmas. The final report will be forwarded to
Congress no later than March 31, 2008.

Some Strengths of Military Health Care
Military health care is provided by a combination
of direct care, delivered at military treatment
facilities, and purchased care, obtained through a
network of three national contracts. As a system
of care, the direct care portion of military health
care has many of the advantages of other “systems
of care,” including the use of clinical guidelines
and protocols, increased focus on preventive
care, at least some use of electronic medical
records (currently available for portions of out-
patient care and in development for inpatient
and other types of care), and a broad range of

healthcare personnel providing care.

The use of direct care combined with purchased
care is a great strength of military health. It pro-
vides the military with substantial “surge” capa-
bility and with increased flexibility to respond to
changes in demand that result from geographic
shifts in its active duty and retiree populations.
This combination also allows the military to pro-
vide access to specialists who might otherwise be
hard to recruit or justify on a full-time basis.

Military health care has been responsible for a
variety of advances, particularly in aspects of sur-
gical care, largely reflecting the results of medical
breakthroughs during times of war. The military’s
active involvement in both undergraduate med-
ical education at Uniformed Services University
of the Health Sciences and graduate medical edu-
cation at some of its larger installations has also
helped keep military medicine at the forefront of

medical advances.

Because military health care is funded in large
part by direct appropriation, it has had to develop
within a fiscally constrained environment. By

most measures, the military has been able to
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provide good-quality care at what appears to be
“reasonable” or at least comparable rates of cost
increase compared with the private sector.
Satisfaction rates are regularly measured and
reported in the military and indicate general high
rates of satisfaction and the value of providing a
feedback system of information and rewards to

units based on their performance.

Challenges

Despite these substantial strengths, the military
healthcare system is facing a number of chal-
lenges. Some are primarily a reflection of the
challenges facing health care in the United States,
such as greater use of services, increasingly
expensive technology, and the aging of the retiree
population. Others relate primarily to military
health care. These reflect the dual mission of
military health and the substantial expansion of
benefits and users in a system that has otherwise
not been altered since TRICARE was introduced

in199s5.

The first mission of military health care is to
meet the military’s medical readiness needs. This
puts an obligation on the system in terms of
training and requires the medical system to be
ready to respond to any military challenges that
may arise. The need to meet the readiness mis-
sion influences how, where, and by whom care
may best be provided and may, in turn, distort
decisions about what would otherwise be the most
efficient way to provide care to active duty mem-

bers, their dependents, and retirees.

The use of direct care combined with purchased
care, while a great strength of military health
care, also raises challenges regarding the proper
integration between the two systems of care and
challenges in terms of aligning incentives that

optimize the best use of each type of care.

The current pressures from a sustained military
conflict in Iraq and Afghanistan have stressed the
medical personnel needs of the military and
emphasized the importance of finding ways to
introduce greater flexibility in responding to

future deployments with less disruption to

training programs and to the delivery of care of
active duty and dependents remaining in-coun-
try. These issues not only relate to traditional
concerns regarding recruitment and retention,
but also raise questions of undergraduate and
graduate training programs as well as the poten-
tial for the increased use of medical reserve

forces.

The most serious challenges are financial. The
growth in healthcare spending by the military is
hard to compare with private sector growth in
part because of the importance of the readiness
mission and in part because of different account-
ing systems used more generally by the
Department of Defense (DoD)—an issue that the
GAO has raised on a number occasions. One
thing is clear, however: The enrollment fees,
deductibles, copays, and other financial attrib-
utes of TRICARE have not been changed in more
than 12 years. The DoD therefore not only is
being challenged by the nation’s overall growth in
healthcare spending—the result of an increasing
number of people using an increasing number of
services as eligibility and benefits continue to
expand—but also is paying for an increasingly
larger share of the total spend.

Changing the military health benefit during an
election year while the country is at war is a politi-
cal challenge that Congress is unlikely to take on.
The financial issues, however, are not going away.
At some point soon, Congress will have to decide if
it is willing to fund an increasingly larger share of a
substantially growing military health budget and, if
not, what changes it is willing to consider. The task
force just concluded has given the Congress several
options to consider. Stay tuned ...®
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During 2007, Gail Wilensky co-chaired the Department of
Defense Task Force on the Future of Military Health Care and
served as a commissioner on the President’'s Commission on Care
for America’s Returning Wounded Warriors. From 2001to 2003,
she co-chaired the President’s Task Force to Improve Healthcare
Delivery for Our Nation's Veterans.

Reprinted from the February 2008 issue of Healthcare Financial Management.
Copyright 2008 by Healthcare Financial Management Association, Two Westbrook Corporate Center, Suite 700, Westchester, IL 60154.
For more information, call 1-800-252-HFMA or visit www.hfma.org.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.7
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages false
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'Brisque'] [Based on 'Brsique it'] [Based on '[High Quality Print]'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        36
        36
        36
        36
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 12
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


