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A review, w{th conclusisns and recommendations, was conducted of the US ' N

Military Health Services System. Specifically examined were the current joint
afforts in medical readiness, peacetime health services and quality assuranceq’- .
Simultaneously, ‘previous studies of the US military medical organizatioan and the "
current structures of selected Allied military medical organizations were
reviewed. As a result of the growth of interest in improving wartime and peace-
time effectiveness and effirfency, several organizational improvements have been
made to eliminrate unnecessary triplication of effort in the US military medical
system. Medical readiness has been improved in the areas of intelligence,
research and development. and logistics. While progress in readiness has
‘occurred in plans, operations and training, there is need for improvement.
Peacetime health services have also experienced the emphasis on joint opera-
tions. Regionalization, while holding great potential for sharing;.has fallen
short of original expectations and needs revitalization. The Joint Interservice
Resource Study Group process offers additional opportunities to review medical
functions and services. Quality assurance has benefited from the joint efforts
of the Tri-Service Committee on Quality Assurance and the Interservice Training
Review Organization. Common credentialing criteria, however, will require stan-
"*dardization of the professional training base which can only occur after joint
functional reviews of specialty training. The maior recommendation made by the
study was that Department ‘of Defense direct a sysiem-wide analysis ot medical
functions, requirements, programs and resources to determine the best military
medical organization for both wartime and peacetime.
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CHAPT®R 1
INTRODUCTION
B.: .KXGROUND

Within the United States, health care costs continue to escalate. (See

Figuré 1.1Y. In 1982, the $332.4 billion spent for health care in the United

States amounted to- 10.5 percent of the Gross National Prodﬁct_(GNP).l During 1982,

- medical costs for the Department‘of Defense (DoD) reached $7 billion.,2 Projected

DoD medical apptopriations for Fiscal Year (FY) 1986 approach $10 billion (See
Figure 1. 2)
The Military Health Services System (MHSS) is charged with‘two missihns:
Supportvmilitary operations, toth in peace and war, and .
Provide day-tc-day health services for eligible beneflciaties.4
It is the support of military operations, both in pe;ce and wa? that distin-
guishes military medicine from civiliag medicine. At_timeé these two missions
compete for scarce resources,

PURPOSE

i

Quality health services for the military ave vital for the sdrvival of the-

United Statos. Howév»r, serious deficiencies in medical 'eadiness were chara;-

terized as "war stoppets" by the Joint Chiefs of ‘Staff during a 1983 werldwide

wd

nnbilization exercise." ‘-so. the competing missions of providing peacetime and

wartime health services 1in a cons:rained resoutce environnent require closc

/
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Figure 1.1 National Health Expenditures: 1970 to 1982

Nationa! Health Expenaitures: 1970 to 1982

Billions of doflars Pml:: -
.m Health Expenditures as Percent of GNP'
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1 Gross national product.
Source: Chart prepared by U 5. Bureau of the Consus. For cu. 508 lables 144 and 145,

Source: US Department of Commerce, National Data Book and Guide to Source
Statistical Abstract of the United States, 104th Edition, p. 100.

'

Fiéure 1.2~ DOD Medical Appropriations FY 1986

DcD M ed'cnl Aopropnaaans FY 1286 .

'

Reserve Pers
0.5%

————
Wit Fers
7.3%

[:3 Non-Persont.al Costs

Source: Caspar Weinberger, Report of the Secretavz of Defense to the Congress on

the FY 1985 Budget, FY 1987 Authorization Request ard FY 1986~90 Defense Programs,
p. 286. o - ,
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‘cooperation aﬁong the Military Medical Departments. The purpose of this group
study project is to jescribe and discuss the current level of cooperation within

* the Military Health Services System (MHSS) and to identify areas where édditionai
cooperation may enhance military health care delivery.

INVESTIGATIVE PROCEDURES

fhe primary method used for investigation was personal interviéws with
Department of Defense melical officials. The subject of current cooperative
efforts was examined in the areas of medicalvreadiness, peacetime health services,
and quaiit& assurance, This study did not attempt to examine every cooperative
medical effort within the military. ?he authors made an extensive review of
litefature. and relied on their,ptofessional judgment and experience for selection

of interviews, literature search, and subsequent conclusions and recommendations.

ORGANIZATION OF THE PAPER

Thié paper is organized into five chapters which address thé cooperativev
refforts within the United States Military Health Services System (MHSS). Chapter I
proviées fhe background, purpose, investigative procedures andg evolution of MHSS.
Additionally. a sampling of the allied military medical oréanizatinns of Canada and
the Federal Republic of Germany were studied to gain insight into their coodperative
efforts, Medical feadiness‘is gddressed in Chapter II. Of particular interest .is
»thé éxamination of cooperative medical readiness in the United States European
Cohmand.’h Joint command, because thié command is forward.deployed, Feacetime
health qervices‘a:e discussed in Chapter III. . Chapter IV is concerned with quality
assurance which has significant impact,on all areas of health care delivery.

'Conclusioné'and.recommendations are related in Chapter V.
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EVOLUTION OF MILITARY HEALTH SERVICES SYSTEM

.Since Wdrid War 11, numerous organizational studies (See Figure 1.3) have
examined ways for improving medical readiness. insuring qualiiy care, mininizing
per;dnnei requireﬁents. eliminating duplicate faciliities, and'standardizing
tggining. 'The findings in these studies have been mixed; some stated that military
medicide should be unified, while others suggesfed closer coordinatidn and cecp-
e:ation.in order fo better utilize scarce resources. Opponents of unificatidn of

health services argue that unification would create loss of command and concrol of

military medical resources by the operational combat commander. Opponents of

sihply closer cooperation and coordination suggest that the component service

medical depurtﬁent will do no more than necessa;y. but maintain a parochial view,
thusvdecreasing ;he likelihood of an efficiant and effective Hilitarylﬂealth
Services.System (¥BSS). Unification has not occurred; howzver;.changes within the
Mﬂéé have evolved, #The Office of the Assistant Secretary of Defense (Health and
Medical) (which leter became Health Affairs) [ASD(HA)] was established in 195?.
The purpose of this office vds "to pian and direct the development of efficient
program# for t-e maintenance of high heaith stendards amdng personnel of the Armed
Forces and for the effective management'ef hoepitals and other medical

1ns;allations."6

In 1973, the concep: of tegionalization was approved by the Deputy Secre:ary

' of Defense. 7 Currently the regionalization plan requires military medical
'activities of each Service located uithin a designated area to meet quarterly in

torder to share dircussions on health-related matters. {Further discussion of

regiodalization will take place in Chapter III). In order to develop further
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cooperatioh among the Military Medical Departments, the Defense Health Council
(DHC) was established in 1976,8 and is chartered under DOD Directive 5136.8, dated
8 July 1982 (under revision).9> Curreﬁtly membership consists of the foliowing:
ASD(HA), chairman; Suréeon General from each Military Depértﬁeﬁt; representative
frqm Office of Joint Chiefs of Staff (0JCS); representative from the Uniformed
Services Universitf of the Health Sciences (USUMS). The Surgeon Generai, US Public
Health Service Qnd the Chief, Medical Director, Veterans Administration serve as
ex-officio members. There are two sub-councils of the DHC: the Dental Chiefs
Ccuncil and the Medical Readiness Pblicy Advisory Committee. The DHC serves "tc
advise the Assistant Secretary of Defense (Health Affairs) on DoD health matters by
providing a forum for consultation, discussiony and-advice on DoD health plans,'
policies, and related issues. and by facilitatiﬁg coordinatior among the .
organizations represented by the DHC members."lo
The Report for the Secretary of Defense On The Feasibility and Benefits to Be
Gained From Creating The Defense Health Ageney (the DHA study), dated 16 Augﬁst
1983. offered functional comparisons of the 6ffices of the Surgeons General, Army,
Navy, Air Force.vand a proposed DefeAse Health Agency (DHA) (See Figure 1;4). The
study proposed.the formation of a DHA which would be the single manager fdr all
fixed facilities while the Surgeohs General would focus dttenfion on mobilization

needs., Medical personnil'vould remain with their fespecfive medical component

'service.ll This DHA ﬁroposal has not been adopted. However, on 5 October 1985,

: Deputy Secretary of Defense, William H, Taft, IV, signed a new and expanded charter

for the Assistant Secretary of Defense (Hecalth Affairs) vﬁich states:

" Subject to thc‘dﬂrgction of the Secretary of Defense, ti..
ASD(Heaith Affair } shall exercise oversight of all DoD
health resources. : :
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The DoD Directive 5136.1 (See Appendix 1) desiénatea'the'ASDv(HAi the program
nanager for all DoD health and medical resources. nt, William Mayer, the current
ASD(HA) has established a Defense Medical Reeourcea AdViaorthoard.(DHRAB),
(Appendix 2) designed to serve as the forum for discuséion of major i1ssues
confronting the MHSS and to aid in the resolution of those issues that do not.
require the attention of :ﬁ~ Defense Resources Board-(Dés); the Deputy Secretary of
Defense, or the Secretary of Defense.13 |

'As of 1982, the MHSS was potentially responsible for nearlyAIO million
beneficiaries. There were 150,000 people, 18 najor centers, 143 other military .
hospitals. and 310 other fixed site medical faciiitieé of the Medical Departments
- of the Army, Navy, and Air Force. the Office of. the Assistant Secretary of Defensc
for Health Affairs (ASD(HA)), and the Office of Civilian Health and Medical

Program of the Uniformed Services (OCKAMPUS). wld

‘However, these figures are not
all inclusive, since they only show resources in.fixed medical facilities, not
operational (field) medical units. _

The current organization of medical actiﬁitiea within DoD are depicted in
Figure 1.5. The organization charts of the Department of Defense and Offite of the
Secretary of Defense are located in Appendices 3 and 4 respectively. At this time
each Hilitary Medical Department is organized differently (Se* Tigure l.q) e
Army Medical Department is o'ganired functionally. In 1973. the U.s. Army health o
Services Command wvas created to operate fixed medical facilitiea in the COhLih@ﬂ’&l
United States. Alaeka. Hawaii. and Panama.l§ Army conb't organizations aiso have
medical units organic to them. Air Force medical services are an integral part of

all field actiﬁitiesvof the Air Force. Recently‘the-ﬂavy has reorpanized functionr

ally by‘forming the Office of the Director‘of Navai_ﬂedicine and Office of The

E B o



DoD Medical Activities

~Figure 1.5
B SEC DEF

U SFC ASD(HA) c/s c/s CNO
(R&E) * ARMY AIR FORCE NAVY

r : _

}

L

TSG TSG TSG
. ARMY AIR FORCE AIR FORCE

DoD - Department of Defense

SEC DEF -~ Secretary of Defense
U SEC (R&E) - Under Secretary (Research. and Engineering)
ASD(HA) - Assistant Secretary of Defense (Health Affairs)

_C/S - Chief of Staff

CNO -~ Chief of Naval Operations

TSG - The Surgeon General
Direct Control

affairs.

+=e=-m==-- Statuatory responsibility for overall supervision of DoD health

* Responsible for functicnal area of increasing the effectiveness and
perfiormance of people as int:gral parts of weapons and protecting people

from hazards of the combat and natural environment (DoD Directive 5136.1,
Subj. "Assistant Secretary of Defense (Health Affaits).”
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. tary only, except in isolated areas where family members also receive medical’

_weakened The Surgeon General's control over medical assets because

e e .‘ ' .. » ‘. Ty " " : e " " _.’..“ .‘. o F e .—.‘;.'.‘....-..--‘.,-'.....'0’ “ . ‘-‘ J" ‘.. .-’, .‘_ N -.,‘.-...‘ ..........
L A K . . R ) .

Surgeon General and the Naval Medical Command. The Naval Medical Command provides
medical and dental services through the formation of geographic and mission.
specific commands.16 Fleet medical services remain under the direct contrél of
fleet naval forces, but receive prbfessional and technical medical and dental
services from Naval Medical Command. Additionally, Navy medical authorities.are
responsible for assuring health services for the Marine Corps.

ALLIED MILITARY MEDICAL SERVICES

Military medical organizations  should refleci the national strategy of tﬁe
nation. Therefore, military medical services of foreign armed forces are organized
in a variety of ways to meet special national needs. The allied armed forces of
Canada and the Federal Republic of Germany (FRG); give the reader imsight into
different organizat£9n31 approaches which seek cooperation and intergration within
their respective military medical systems[

Canadian Forces Medical Services

In 1959, the Canadian Forces Medical Services (CFMS) were unified in order to
"provide the most flexible efficient and economical medical service for the Arﬁed
forces"l? which was approximately 280,000 strong. Tod#y, the Canadian Armed Forces

has approximétely 80,000 scrvicemembers who receive medical services from 380-400

physicians and an equal number of nurses. Care is provided for active duty mili-

car‘e.18 Medical regionalization did not take plgée until 1963 because .operational.

19

commanders were reluctant to give up their medical pers¢nnel and units. In_ the

late 1960‘s.lthe éntire Cenadian Armed Forces was unified. 'ThisAuniilcatidn




functional/regional commanders again assumed responsibility for médicai services.20
ﬁowever, in past emergency situaticns, the Surgeon General has-teairected the
personnel resources of the CFMS, At other times the.SQfgeon Generél must mitigate
his use of CFMS resources who, for the most part, come under control of the
non-medical, functional/regiona} commanders.zl In Julv 1985 the Canadian Armed
Forces will again wear distinct Army, Navy,vana Alr Force Uniforms.zz The large
size of the United States military, (2 138,000 active duty; 1,096, 000 Reserve

23 the enormous popul=tion cared for by the US MHSS, forward

Components as of 1984),
deployment of military, the capability of power projection, and the existence of
'separate Army, Navy, and Air Force Departments make comparitons Sf United States
military medical efforts with the Canadian Lnification process wrought with danger.
ggg@gﬁggh;_ﬁgﬁipg}_ggﬁ_ﬁgplth Services
Since the formaticn of the Bundeswehr in 1956, in he Federal Republic of

Germany (FRG), the Surgeon General, Federal Armed Forces has had equal status with
the Chiefs of Staffs of the Army, Navy, and Ait Forces, t(See Appendix 5). He
reports directly to the Minister of Defens; and four state‘éecretaries. The
Surgeon,General's mission 'is to provide effective and‘efficient operatidn of all
h;alth services of the Bundeswehr (See Append;x‘G). He ha;-ove:all technical

' responsibility for field medical services in the three»éervices (See Appendix_?).za
Thert are 3000 medlcql offtpers'(ZOOO’aré‘physiciané: 1ﬁ60.arejpharmacists vho nust .

- take care of allvmediaal supplies)., Théte are no;nnrsés in the nctiie military,
but 1n>t1mes of war will come from the reserves and c;vil;an community. Medical _.:

_officers vear the uniform of the service with which they are associated, Twelve

Bundeswehr station hospital are jointly staffed. The Federal Armed Forces

12
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Medical Office continuéllf controls the station hospital, medical laboratories,
medical training for medical officers and advanced medical training for
non-commissioned officers.25 The Field Medical Service is integrated into the unit
commands o” the Army, Aif Force, and Navy.26 There is the potential for conflict
bétﬁeen The Surgeon General's techuical sﬁperﬁision‘and the operational commander's
direct control gf these medical units. In some vayé,‘the organization of the
Bundeswehr Medical and Heaith Services is similar to the proposed United States
Defense Health Agency. (DHA)., The military missions of the United Statés and
Federal Republi; of Germany differ. Therefore, one must be careful when comparing
medical‘military organizations, For example FRG's military are not forward:
deployed{ they must defend their homeland on their own turf, and they aré smaller

. in size than the U.S. 'Maintaining liﬁes of communication, establighing evacuation
policies, and re-supplying'hospitals and other medical units may have different

solutions for different countries.
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CHAPTER 1II
MEDICAL READINESS

The art of war teaches us to rely not on the likelihood

of the enemy not coming but on our own readiness to .

receive him; not on the chance of him not attacking but -

rather on the fact that we have made our position unassailable.
- Sun Tzu 500 BC

BACKGROUND

One cannot help but have been made aware lately of the perceived reduced

level of readiness of the Military Health Services System (MHSS). Hardly a week

goes by without being, once again, reminde? of our inability to provide'optimal

‘care for the expected thousands of casualties our armed forces would suffer in
some yet-to-~be-fought, distant large-scale war. One needs to be aware, though,

of where on the spectrum of conflict and under what circumstances these defi-

ciencies are most apparent (see Figures 2.1 and 2.2).

As distances lengthen and warning times shorten the ability to provide 1;;

optimal medical care is dcgraded. The leadership of the Department of Defense

(DoD) a&d the three Military Depattmenfs'are aware of ;his shortfall and are
working to remedy it.l1 They are not only increasing the budget spent on .medical
readiness but also at;emptipg to éet more out of what they are allocated by =
?educing.the waéte of triﬁl'caéidn of time, effort aﬁd éesourcés spent to solve
a common problem. ». .

There is no question that future wars will involve all the Services of the
DoD. Even aé uncon;éntiona war will see soldiers, sailors, airﬁen and marines,
on,foreign soi1, vith‘resu1 ant battle and nén&baﬁtlc ihjury ot disease. What
constitutes readiness to provide ﬁeaicallcare for these servicemembers? 'Iﬁ s
8 February 1982 memorandum from the Direcéot'of the Joint Staff, .ce of the
Joint Chiefs ofIStaff, readiness was defihed as "the abiiity of forces, units,
weapons systems or cquipﬁent to deliver the outputs for uﬁich they wére

16
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designed, including the ability to deploy and employ without dnac:eptable'
bdelays." ‘More specifically, in the Fiscal Yeae 1986 Annual‘Report to the
Congress medica} readiness meant :

the ability :5 treat casualties and return them to duty

as soon as possible; to provide life saving care, including

surgery, to US casualties in the event of war or terrorist

attack, within the first few hours of injury; and to

evacuate casualties requiring more definitive medical care.?
ASD(HA) has, siece.1979; had a deputy and steff specifically charged with
forming medical teadinees policy and informing the ASD(HA) on the status of
medical readiness (Fig. 2.3). in'eddi;ion, ac the DoD level, the Defense Health
Council has its|owp subvceuncil to identif§ readiness issues and recommend solu-
tioﬁs to problems in medical readiness, nbi}ization deployment and crisis
management . Thik Medical Readiness Poiicy Advisory Committee is'chaired‘bf the
Deputy AssistantASecreLary of Defense for ﬂedical keadiness who also advises the
ASD(HA). |

"Historically, the Army has beeﬁlmoat dependent on smooth~running joint

operations. The;A;my, unlike other’Services, cannot get to the battle site,, be
reinforced or sueplied without the other Services' planee or ships. lThere is
increasing aeareneee.that the next Qaf may be lost unless the operations‘of Us '
forces are skillfully s}nchrdnized. With pereistent cohgressional and taxpayer
concern about the product produced for the billions of dolla;s spent annually
- for defense, all the Services are payxng Joxnt operations far more attention.
General Haxwe‘l Thurman, the Atny Vice Chief of Staff, stated éerxng a lecture,' ’
7 February l985, ‘at theAArmy~War.College. that auong the nine Army.thruats, fer
Fiscal Year 86 and beyond, the lixih'thrus: Qal'to “enhance joint Service

cooperation.”

This thrust might have been motiQated in part by the realization
that in allow inteneity conflic:,_one most likely to occur, the burden of
'fighling may tenﬁora?ily‘shift to a single Service and ehose,noi engaged wili be
required to proyide'suppo?t."lﬁ such a confiictuAt@y and/er Hariqe element;_

19,
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would sustain a disproportionate number of casualéies{coﬁpared to the Navy and
Air Fofce. It is, therefore; conceivable tnat underutilized assets gould be
called upon to provide backup or surge support in significant quantities.
Suppor; might consist‘of entire medical units or perhaps only compatible, stan-
dardizea equipment and crosstrained personnel familiatlvith the medical opera-
tions of the other Services. 1In.a discuss%on at the Army War College on
27.quembe? 1984, LTG Bernhard T. Mittemeyer, the then Army Surgeon General,
stressed the need for consolidation, cooperation and crosstraining among the
Hedicél Services.

There has been a noticeable shift in sentiment .in favor of joint operations
effected by tﬂe complex interaciion of congreésional and militaty-medical
leadership.

This chapter will systematicaily examine joint efforts in those areas wﬁich
directly affect the.ability of the Medical Services to produce the output for
which they were designed -- the conservation of‘the fighting strength.
Specifically, medical personnel ani training, intelligence, operations and
planning, research and development, and logistics will be addressed.

'MEDICAL PERSONNEL AND TRAINING

Each Medical Service manages its recruiting indepexdently; the Army Medical
Corps through the US Arny Medical Departﬁent Personnél Support Agency, the Navy
aﬁd,Air'Fbrce fhrouéh their Recruiting  Commands. There is Qhar;ng of infor=
:'naiion at a semi-annual jbiht‘recruiﬁing confereuce.l The S;rvices claim that

their programs,. assignment policies and needs are'l§'dissiﬁi1ar,as to warrant
three separate fecruiting efforts. They are looking for qualifiéd pétsonnel to
£ill both their peacetime and virtime needs.‘ Wartime requirements are based on }
force structure and cpsualty estimations compiled by LhQ'Se;viéel',per;onnelr
sections. Unfortunately, the Service; do. not use standardized methods to.esti-"
‘n§te ci;ualtien }n'aiﬁu:ually shared orén such at\chohmunicatihns'Zone‘ndr do
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they use standardized methods to determiﬁe wartime requirements for medical per-
sonnel. This deficiency is dtiviné development of standardized models for force
structure of units deployed overseas, thus creating a basis on which to estimate
what common effcct an enemy threat will cause.3 '

__About 60 percent of the Army and Air Force medical wartime requirements

will be_me; by their Reserve Cbmponentc.4 The Navy/Marines rely less on

' Réserves than their sister Services do. As a result of a study conducted By the

Strategic Studies Institute,‘US Army War College, in 1979 each Service was urged
to implement policies which would enhance higher levels of Reserve Component
accessibility upon mobilization. By 1983, some improvement was made but there

still existed a significant shortfall.> (Table 2.1) ‘ .

_Table 2.1

X Medical Personnel Accessible on Mobilization Day

Physicians . Nurses Oral Surgeons
Selected Ready Reserve o 88% 85% 892
Individual Ready Reserve 80% 79% 82%

Retirees ‘ 62% 65% 60%

<In eddition to the Selected eﬁd IndividuallReedylkeserves end Retirees,
there exist Standby Reserves. Standby Reserves include peféonnel who once were
acttve duty or ready reserve but heve subsequently dropped thexr affxlxatxon.
Untzl ‘recently there vas consxderable dxfference among the Servxces on the
nanegement of the Standby Reserve, The Army was alone ir not cOuntxng on them
in tioe of wvar because of very doubt ful avazlabxlzty. vhereas the Navy and Alf
Force included over 5000 Standby Reserve physicians in their nva:labilxty
figures, -81nce the MAXIMUS Study on vartime uvaxlabalit? vas released in April

1984, the Navy snd Air Force have ejao removed physicienu'from their Standby

0
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The Services also have different policies relating to mobilization of phy-
sicians enrolled in civilian graduate medical education.’ ASD(HA), in January
1983, atteﬁpted to standardize training policy among the Services by issuing
DoD Directive 1215.4, MedlcallTraining in Reserve Components. The programs
covered in this directivé have been implemented vﬁoleheartedly by the Ha#y, to a
lesser degrée by the Atmy and even lesé by the Air Férce.s

The Army's Aéade;y of HealthVSciences (AHS) sponsors the Combat Casualty
Care Course (C#) which has both a Tri-Service student_body and faculty. fhis
two-yeek long co;.-e'gives didactic and hands-on training to physicians, nurses
and dentists which will enable them fo treat a wide vafiety of cﬁmbat injuriest
This course accounts for mosi of tﬁe non-Army officgrs attending the AHS.
Reports indicate this program'is weil-run and well-rgceived.9 A more detqiled
analysis of.joint medical training will be done in ChapterAIV.

The Directorate of Combat Developments (DCD) at the AHS is also jointly
staffed. The.DCD is standardizing the boD Medical Data Base. It is asgessing
the effects of inc;easeé Qobility, tactics, distribution of wounds, acquisition
of patients, distance to pick up ﬁoints and casuélty rates for all the Services.

. The DCD is determining in fine detail the personnel, equipment and time require-

ments to treat 309 patient conditions. This analysis will lead to a common
understgnding of wartime medical‘resoprce requitemeﬁis. Upon thi; found;tion
mutually acceptable gtandardized medicai equipment will bé config;red to meet
the requirement;.lo.‘ | |

It is apparent that nucﬁ'is being done to improve jpin; operations.»_Ser
additional areas to be explored in recrui;men; wight be coordinating of,Eoﬁ*
ﬁihing advertising campaigns. Officer training such as the C“is laudablg.'

Should a similar program be instituted for jbint medical opefations?

3 -
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MEDICAL INTELLIGENCE

This area probably demonstrates ihe most succeéssful joint medical readiness
effort presently in existence. The Armed Forces Medical Intelligence Center
(AFMEC), Ft. Detrick, Maryland, is a DoD asset, jointly staffed, ;ith access
through the Defense Intelligence Agency to all systems of collection. This
information is put oﬁt to all Services, the Center for Disease Control and the
State Department yié a weekly wire. Th; Tri-Service intelligence analysts track
disease occurrence and military and civilian medical deployments outside the
Unit;d Stapes. In addition, they can rapidly pfovide answers to medical
questions throuéh the "Quick Response" prcgram. Of 283 requésts for information
in 1984, half came from the Army. The AFMIC staff of 64 consists of 13 Army, 2
Navy and 2 Air Force servicemembers. The Director, though pleased with the.
joint'effort, would like to see‘greatef participation and a?ereness of the bene-
fits by the Navy and Air Force.ll

OPERATIONS AND PLANNING

One of the difficulties of cocrdinating and }mpleﬁeﬁting jo}nt medical
readiness planni.g seems to be the fundamental difference'in organization of the
three Medical Services. For example, there is no sihgle commander of alllAir
Force medical facilities. Command and contro! passes through the Air Force
Command which the.nedical facility is tasked to lhpportr. The Navy had, until
fecently. & similar érrangeﬁent, but ﬁow (see Chaﬁtgr 1) has a systeh somewhag
agin to the Army's Health;Serviges Cownandr(HSC). ~In CONUS, Hawaii, Alaskﬁ and
Plnan;, HSC acts as the comnand and conirol element for the rggion;l medical’
centers vhich in tﬁrn'have certain responsibilities for Army Medical Depirtment
activities within their region.

In order to ease the transition to war. and iuprov; the effecfiveness of
m'edilcal u;\iu, the Army is connid.ering reducing its reliance on ;h§ Professional
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Filler System (PROFIS) and adopting a mobilization plan similar to that in the
Air Force in which entire wartime medical units are formed from the staff of a
single peacetime facility. The PROFIS plan had fixed facility personnel indivi-
dually scattering to deploying.ﬁedicgl units and therefore the only time the
members of the unit worked fogéther was during exercises. .The Air Force plan
emphasizes cohesion, mutual trust and reliable capabilities assessment, within '
the unit even befo;e it deploys. This ;oncept wﬁs’successfully tested in
REFORGER 1984 by deploying half the staff of a 500 bed contingency hospital from
Wilford Hall Air Fotﬁe Medical Centervin Texas to the Royal Air Force Base in
Little Rissington, UnitedFKingdom. "As the staff vacates the‘CDNUS-faqility and
forward deploys a reserve unit backfills into the obenings. Little Rissington
" was a Communications Zong Hospital and a turn-key operation in a pre-positioned
fixed facility (a World War II,Ai;;Forée hanger).. Army and Navy/Marine hospi-
tals face differen; requirements since tﬁey can be depipyed as far forward as
Division rear boundaries, require extensive work tc set up in the field and must
be tactically mobile.l2
In 1980, DoD established the’éivilian Militﬁfy Contingency Hospital System
to provide backup to Dob'and VA medical facilities for na:ional securit&-
emergencies. By 1984, 61,000 staffed hospltal beds in 770 partlcxpatxng cxvx-
.lian general hospxtals were Ldentzfxed The Military Medical Services will
jointly provide lpgisticél‘sppport for patient regﬁlatioﬁ, patient novem;ntvand
patient administration. This system has been incorporated into a larger
Nagional Di#aste; Hedifal_System yhich will be comprised 05-100.060 beds in 71,'
netropolitdn-aregs tolreib;nd to both ;iviliunAan? milita;y euergencies.l3'
Perhaps on§'of the Bést e*amﬁléi af-a autcésaful joini Qedical_plinning
effort producing improved rea&iness exista in Eurdpe, 'The,three Hedichl
Services have formed a Us European Command (EUCOM) Hedical Coordxnatxng
Counxttee (UHCC) w;th sub—commtttees dealing with joint nedxcal plnnnxng.
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Particularly noteworthy are efforts at coordinating rapid medical responses to
terrorist and other &isaste; situations; evacuation by ground, air and sea; and
ﬁedical materiel support. Ad§iticnally,lthe Medical Services of the US Army,
Air Force and Navy,-that is the UMCC, meet with the single military medical
agency of the armed forces of the Federal Republic of Germany at the. Combat
Logi;;ibs Support System éonference. Headquarters, EUCOM, is the executive
agent for wart?me host nation support agreements. To facilitate the implemen- -3
tation of the EUCOM medical information and reporting system, an effort is being
made to create a common medical communication.system. The EUCOM Surgeon's
Office is a regional joint operation. Theoretically, for peacetime planning and
operations the three Service components of EUCOM should réceive guidance and
coofdinating instructions frcm t;is office. But,'unfortunafely,*the position of

- EUCOM Surgeon is an "extra hat" that the senior medical serficg commander wears.
1t appears unlikely that an organizational relationship conducive tc effectiv;,
mandated cooperation will be establishedbin the near future. At present, naval
input into the UMCC is not significant, Although naval.commitments range from
Norwav to Sqe;, the total naval medical strength in EUCOM is not great.la

The most recent real world joint operation was, of course, Operation URGENT

FURY in Grenada. Army, Navy and Air Force akteraction reports were.reQiewed and
correlated by the authors. While many poéitive results were demonstrated, there
were also some fundamental problems. It seems that effective jo?nt.medical
operations is a concept that unless one is constantly striving to im#lement it

, somehow; in the rusﬁ of preparatiodé, gets overlookeﬂ. klmilitéry'fo:Ce wili do
well in var what it doey'yg11 iﬁ peace. The major sedical faiiure; in Operation
URCENT FURY vere lack of a cléé} cﬁt.nedigal command and cquirol compounded by

inability to communicate due to lack of organic, secure equipment and unfamil-

“iarity with sarvice-unique reports and procedures.ls
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Figure 2.4 URGENT FURY Medical Organization
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|
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l SURGEONI I SURGEONI v l SURGEON[

JOINT/COMBINED
TASK FORCE USS GUAM
SURGEON | NOT DESIGNATED

] .
| ALLIED FORCES | | US ARMY FORCES | | NAVAL/MARINE FORCES | | AIR FORCES | .

.. SURGEON ] — | SURGEON] T SURGEON |

GRENADA " GRENADA Uss GUAﬁ/GRENADA ' ﬁARBADOS/GRENADA

This schematic indicates the way the medical force was organized for the

. operation. With no Joint/Combined Task Force Surgeon desigﬁatéd there was no

focal point, either from above or from below, for'planqing or resource alloca-
tion. Ingenuity, inn§vatioﬁ and improvisation paid off again. Beginning four
days after thé operation started, the KVIiI Airborne Corﬁs Surgeon assumed the
role of Joint/Combined Task ?o;ce Surgeon. As was :ecommended in one of the
afteraction reports it is evident that the inténsity and freﬁuency of joint
training must be increased with more involvement §£ the Navy.and Marine medical
operators.l® | |

‘It'is clearllha; some progress E;Efgggﬁumadelin’jofnt planning of medical
operations, éspecially in EUCOM. However, to avoid tying success ﬁf'tﬁeseq
programs éo the personal motivation and inclinatioﬁ of the piriicip&nts. some

orginizational changes need to be made to make the regional, joint operation

work predictably and consistently both in CONUS and overseas. One possible

recommendatxon is to’ create a full time, joint regzonal ned;cnl director who
outranks the ‘component medical commanders.
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RESEARCH AND DEVELOPMENT

In the Army, the combat concepts and organization developer is AHS, while
the medical materiel developer is the Army Medical Research’and Development

Command. ' To provide oversight to the R&D 2fforts of the three Medical Servicés,

the-Armed Services Biomedical Research Evaluation and Management Committee

(ASBREM) was formed. This committee was a direct result of congressional

pressure to consolidate all medical research and development activities under 'a
single organization administered at the 0SD iavel. N -

The ASBREM concept provides that the participant members

are the senior research managers of the Military Departments.
They are supported by Joint Technology Coordinating Groups
composed of key personnel in each major biomedical thrust
area from each Service. These working groups address
management issues and make recommendations to the ASBREM.

If either the working group or the ASBREM cannot resolve
issuer, the Research and Advanced Technology Division of ‘
the Office of the Undersecretary of Defense for Developpent, . . B
Research and Engineering settles them. In addition to its own : .
internal program development, ASBREM is required to have formal : B
approval from the Department of Health and Human Services of its

activities to avoid research duplxcatxon of that Deprr-ment's

activities.l7

Review of the proceedings of the seven Joint Technology Coordinating Groups pro-
"vides evidence that a high level of cooperation exists and duplication of effort
has been kept to a minimum. Synchronization of financial and milxtaty effort

requires resources to be allacated at the critical poznt thereby resu1t1ng in '

o

-g

economy ‘of effort in other areas. This necessitates nutu;litrust, mission
oricntation and willingness to sacrifice Service self-glorification for the bet- -
terment of the whole.

LOGISTICS

Several joint agencies and pfojects which'iupéct oﬁ medical readiaeas'ate
operativc in medical logisties, While TRILOG (see Chapter 1I1) prznarily
develops medical logistics functxons and systems in support of a health care
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delivery. envirvonment in fixed facilities, the Defense Medical Standardization
Board (DMSB) focuses on the field medical environment. This board, chartered in
June 1984, replaced the Defense Medical Materiel Board and the DoD Deployable

Medical Systems Board. As stated previously, the Directorate for Combat

Developments, a joint directorate, through their analysis nf 309 patient diag-

noses,.is determining the requifement in personnel, materiel and time to care :5;;:
for these combat medical conditions; then a list of deployable, standardized . ;::;
items and assemblages is compiied by the DMSﬁ'and approved by the ASD(HA). In f%jf
Lﬁe development of deployable medical systems, maximum use of standardized DoD L%}’

materiel available from various commodity managers will be stressed. The
product of this ongoing process is a "shopping list" from vhich the Medical

Services will be required to'purchase materiel, equipment and assemblages to fit

their needs. This results in maximizing standardization and efficiency and

PN

minimizing costs. The DMSB consists of medical and dental officers from each -
Service with observers fron ASD(HA) and the Defense Logistiés Agency. An ini-
~tial field test of this assemblage was completed in late 1984 and minor modifi-
cations were ;éde.ls

The Military Blood Program Office has been in existence since 1962. This X
joint office concerns itself with the collention, possessing, distfibution and
use of Qhole blood and its fractions by mili;ar} hospitals on Q regional basis.
It ensures that plans are maintained for providzng blood support to the Armed
Forces. worldwide, in peace or war. : ' ' - ~ |

In wart;me, the Armed Services Whole Blood Processing Laboratory, located
‘at Hécuiré AFB collects blood froﬁ all ma jor treatment faciliiiet, thena c;;cks,
repackc and d;stributes it secording to requests fron the overseas command -
surgeon. The Blood Ptogram Off:ce answers to DASD(MR) but teceiven administra-
tive support fron the Atmy. While each Serv;ce maiutaxnn its own blood program
manager, they meet moathly ‘to share data and coord‘nate activities.19
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Other logistics areas that involve joint efforts include the optical fabri-
cation of all eye glasses for the Armed Forces. The Army also provides medicai
maintenénce and logistic support for all military induction'processing.. In
EUCOM ﬁhe Air Force and Navy ﬁave asked for provisibq, in peace aﬂa wér, of
medical supply sﬁpport‘to US Air Force Europe (USAFE), US Navy Euroze (NAVEUR)
Sy the USAREUR medical depot system. In'addition; discussisn was held con-
cé;ning the developﬁent of a regional medical materiel support capability
wherein one component would. be réspons bie for supporting the others in a par-
ticular ggographic sub-rzgion.20  Extensive work is also being done in ZUCOM to
share logistizal trgininé, personnel dand ideas with the German Defense Medical
Agency. This is accomﬁlished through the previcuely mertioned US-German Medical
Coordinating Committee for Combat Logistics Support Systems. However, in a
Febtﬁaty 1985 meeting of the Committee, the Germans sent seven area experts,
.while the USVArmy sent seQen and the US Air Force sgent five. Surely as the

Medical Services develop a more confident, knowledgeable corps of joint medical

planners and operators, such duplication of time and effort villldecrease.
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CHAPTER III
PEACETIME HEALTH SERVICES

BACKGROUND

The examination of cooperative efforts included in this chapter is pre-
sented as an overview of peacetime health services within the Military Health
Services System. The intent is not to provide an 'exhaustive listing of all
existing cooéerative efforts.

"The discussion is divided into the categories of:

© Health Services Delivery

0 Self-Generated Cooperative Actions

° Externally-Directed Cooperative Actions
o Seiected Joint Medical Organizations

DELIVERY OF HEALTH SERVICES

Basic guidance for cooperation and sharing among the three Hilitary'HeAical
Departments is found in Department of Defense (DoD) Directive 6015.5, Joine:Use
of Military Health and Medical Facilities and Services dated february 5, 1581.
Policy direction calls foe the Department of: Defense to plan fqr and. practice
joint use of»militafy health and medical services to attain ahe'most effieieet'
and "economical operation of the Hilitafy Departnengs; This Directive also pro-
vides the guidance thaﬁ‘optimum joiﬁt use eha;i be'qade‘of dental facflities'and:
services, me&idai‘luboratory services .5¢ pre;entive medieine and veterinery
lervices; |

As of September 1984, the military direct care system for hospitaiiiaeion
coneieted of 19,044 operating beds--of which 8,160 were in Army facilities,
4,846 xn Navy facilities and 6,038 Air Force factlttxen.l The military medxcel

treatment fecxlxtnee provxde care for active duty military pereonnel regardless
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.shows the number of beds occupied on a daily basis in military facilities to be

of Service; and on a space avaiiable basis for dependénts of active duty person-
nel, retirees and their depeqdents and survivors of deceased sponsors.
Additionally, non-active duty personnel areveligible for medical care through a
fa:illel system, the Civilian Heélth and Medical Pfogram of the Uniformed
Services (CHAMPUS). The CHAMPUS system is managed by a field office (OCHAMPUS)
of the Assistan£ Secretary of Defense (Health Affairs). If a military treatment
facility cannot provide the needed care (or if the patient prefers civilian
medical care for ambulatory services), non-active duty patieﬁts may use civilian
providers and CHAMPUS pays for the care on a cost-shariﬂg basls.2

béurrent inpatient and outpatient workload statistics téqeal that thé
Military Medical Departments are providing medical care to all categories of

beneficiaries regardless of the Service affiliation of the patient. Table 3.1

15,267 during the calendar quarter ending September 1984, Approximately 7,000
of those beds were occupied in Army facilities, Over 27 percent of the Army
facility beds were occupied by patients not affiliated with the Army.

Percentages for Navy and Air Force facilities are also shown.

Table 5.2 shows the number of hospital admissions in military medical
facilities worldwide to be 245,733 during the calendar quarter endiqg'id

September 1984. Over 23 percent of the admissions during this period in Air
Force facilities were fpr'eligib;e beneficiaries not affiliated with the Air

Force. Rates of admission at Army and Navy medical facilities are also shown.

Table 3 3 shows the number of‘éutputient visits at miiitary medical facili-
txel to be 12 ,062,611 during the calendar quarter ending in September 1984.
Over 3& percent of these outpatxent v;sxts in Army medical facxlxtien were by

el;g;blt beneficiaries other than active duty Army or dependents of active duty

Army pctcoﬁnel. Rates of outpatient visits at Navy and Air Force facilities are

also shown.3
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Another major area of cooperative effort includes the deiivery of veteri-
nary services. As specified iﬁ DoD DirectiQe 6015.5, the Army's veterinary ser-
vices are used by all the Military Services.: As the exécutive agent for Dob
-veterinary services, the Army provides:

O control of diseaser common to man and animals

~ O veterinary care for government-owned énim&ls

O provision of military veterinarians for re;earcﬁ Qnd

development when required

O subsistence inspection

The Air Force's cessation of veterinary serviées was a relativély recent
occurrence. Over the periocd Octobef 1979 through September 1983 the Army
absorbed the Air Force veterinary mission: Na§y requiréments for veterinary
services are also exclusively met by the Army, "As Air Force fboé.inspection and
animal care missions were transferred, personhel;authorizatiohs were also
shiftgd from the Air Force to the Army. Howevef; in the animal car? mission
area, only 85 suthorizations were transferred to;the Army even though records
indicated over 200 man years were being_expended iqnually'by the Air Force on

that mission.%

In the area of,ned;cal logistical support, one‘iuportanl cooperaﬁive effort .
occurs in_éptical £abricntion; .ih 1978, the Army, Navy and Air Force Surgeons
'General signed an sgreement which defineé;the o;ticai fab?ication servicé to be
rendered. Army and Navy cptical laboratories were required ﬁé prévide eyevear
fabricazion service to all military medical trgntaeni facilities vithin ;heir.
assigned geographicai support area.’ ‘In the Continental United States (CONUS),

for example, the Army basically has renpoﬁnibilitylfér optical fubrication vest

of the Mississippi River and the'Nayy for fabrication'required east of the
38
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Mississippi River. fhe two optical fabrication systems, Army and Navy, appear
to be completeiy-separate operatiohs which have divided up geographic
responsibilities.

Ancther legiétical area of cooperation occurs in the acquisition of medical
supplies. The Defense Personnel Support Center (DPSC), an element qf the
Defense Logistics Agency, buys and manages food, clothing and medical suppliesv
for the-atme§ forces. The Military Medical Departments determine their own
requirements, establish their own priorities.and aetempt to purchase as many
items as‘possiple tﬁrough.DPSC. This integrated supply system takes advantage
of efficiencies such as Sulk purchasing and standardization. Each Military
- Department has orgenized a medical element under its Surgeon General to provide
user~interest input at the wholesale level to the Defense Logistics Agency. ‘The
user-interesi,organizations'are the US Army Medical Materjel Agency and the Aif‘
Force Medical Logis(ics Office located at Fort Detrick, Maryland; and the Naval
Medical Materiel Support Command located in Philadelphia, Pennsylvania. The
joint iocation of'Armyvand Air Force elements at Fort Detrick facilftates
cooperation and inforhationlsharing. Iﬁdica;ions are that the Navy plans to
reiocate its medical logistical elemeut to Fort Detrick.®

Ano;her notable logistical cooperative effort is occ;rring in the attempt‘
Lo;develob and field an automated information syste; to seppbrt hesltﬁ service
lbgistics operetiona in militify nmedical treatment fatilities. The'automated
system is knoun as the Composite Health Care System-Logxstxcs (CHCS-LOG)
Functional dx;ectzon and developmene priorities are prpvxded by the Tri-Service
Med{:al Logistics (TRILOG)'Develqpment Groué comprised of senior medical
logisticiani‘ef the Military Departments. Polxcy guxdance and operat:onal
dxreetxon for the systen development is provxded by the Trz-Service Medical -
Information Systems (TRIHIS) Program Offiee-uhich vil; be discussed later in
this cﬁapter. |
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The last loéistical coobetative effort described here is the consideration
of & new pfogram fqr.ccnfralized/consolidated.medical equipment acquisition.
Thé preseﬁt proéuremeqt systém requires‘wholesale-level'autﬁorization for pro-
curement of_medical equipmenf costing $3000 or more. While some of this equip;
nent_}s obtained through centralized procutement, most is purchased in a
decentralized.faghion by the' local installation purchasing and contracting
activities. A fecenxvceneril Accounting Office (GAO) report cites the potential
for significaht‘savings (gonservativelyvlo-IS percent) from increased con-
soli@atiqn and_centfalization of medical equipment prdcufement.. Savings poten=-
tial séems qpitg-significant'conside;ing th; Department of Defense's 1985
request fof:;pprﬁ;imately-SZOO million for medi-cal shpport'equipment.7
Patient Evgcy_asxen |

The Pqt1ent Evacuation System is a cooper.tivé effort'amongv;he three
' Military Hedical Départments vhich consists of medical regulating and patient
movement . ‘ﬁedical regulating, the directing of patients to Be—evacua;ed to
selgcted nédgcal facﬁliiies, is .the responsibility of the Armed Services Mediqal
Regulating Office (QSHRO) while patient movement over long distances is
accomplished by the Air Fofce'c Military Airlift Command Aeromedical Evacuation
System. ASHRO located at Scott Air Force Base, Illinois, is Q joint agency of
the Departmént of Defense under the operatxonal control of the Joint Chiefs of
Staff (JCS)

. It is DoD policy that, in both peace anh'ﬁ;r.-;he movement of nili{ary
patients vili be nhcompiiQhednby‘airlift whenever av;iiqble and coﬁditions
guitnb;e. The uiasiqn of &hefait evacuation systen is!to train in peacetime to .
" provide safe, efficient sad effective patient evacuation in vartime. As a by-

ﬁroduct of this training. the capabili*y to airlift patientn'ig peacetime is

generated.




The ASMRO mission includes regulating patients from overseas to CONUS as
well as within CONUS. Regulating patients within an ov:rseas area (for example,
intra-Europe) is not the responsibility of ASMRO but is the assigned mission of
the military Unified Commander who has a Joint Medical Regulating Office (JMRO)
to discharge the responsibility. Another potential peacetime mission for ASMRO
is support of the National Disaster Medical'System‘(NDMS) which could 5e acti-
v#ted in tﬁe event of a natural disaster. Under the NDMS concept, civilian or
militaty patients could be transported by civilian and.military resources from
the'disaster site to pqrticipatiﬁg civilian or military medical facilities.8

Medical regulating statistics for 1984 illustrate the joint nature of the
operation., Table 3.4 shows thatlof some 50,000 patients regulated, 49 percent
or 24,284 were active dut; members. The table also shows the Serfice affilia-~
tion of milit;ry pafients. 'Table 3.5 indicates that 51 percent of the pgtients
regulated were other than active duty military personnel.’ The table also shows
tlie Service affiliation of tﬁese patient;.9

DoD policy state# that, in general, patients shall be evacuated to the
ciosest DoD medical treatment facility having the capability of providing care.
Medical regulating outpui‘for 1984 re;hlted in 24 perceat of the patients being
regulated to the closest Uniformed Services. facility having the required capabi-
lity; 17 percent wvere regulated,based on’physician prefgrehce; 51 percent sent to
the hospxtal nearest the patxent s place of residence or duty station; and 18
percent were regulated to other hospxtals for teaching case purposes, follow-up
care.;qr humanitarian and administrative reasons.l10
Reatsl;tzbefatefiei | '

Dental clinics operated by the Army, Navy and Aif Force nérnally have den~
talllaboratories 1o'ated within each clinic. However, for the more specialized
and technlcnlly oensxtxve items, area dental laboratories are orgauzzed. To

'realize econumies of scale, some of the more expena;ve equipment is located in
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the area dental laboratories to provide dental fabrication services for the

smaller laboratories of the dental clinics. Quality control and consultant ser-

vices are also provided by thevatea dental laboratories. A variety of sharing
arrangements exi;t among the Military Departments. For exa@ple, xrmy'area den-
tal laboratories provide services for military forées intthé Alas;a regioﬁ'while
thelAit Force provides area dental laboratory covérage for the Far East. ‘Also,
sifice the Army does not have an area dental laberatory in Europe, it‘sen§s some
laboratory work.to thé Air Force's European dentalllaboratory. The reﬁainder of
the Army's European dental laborgtory requirements are sent back ;olone of the
four Army area dental laboratories in the Unitéd States.l] |

Medical Laboratorles

Medical laboratories of the Military Departments will accept referral work

from medical treatment facilities of the various Services. However, the most’

RS R

organized cooperative effort occurs in the Drug Testing Prpgram. The Air Force
provides urinalysis testiﬁg for Air Force and Arﬁy requirements genefatedbin thé
south and central U.S. The Arﬁy then aécomplishes urinalysis testing for Air . s
" Force and Army fequitements generated in the remainder of the Céﬁtinental United |
States. Additionally, Army medical'laboratoties in Hawaii and Eurcpe conduct | ' I
urznalyszs testzng under the Drug Test:ng program for both the Air Force and- S .

Army~12 L | o o , o . | \

SELF-GENERATED COOPERATIVE.ACTIONS

Logal Level
At the local.leVei, cooperative or sh@ring efforis'bbtveeu militaty medical
facilities occur on a daily basis based on thc aeeds. of the facilxtiea and the
capabllities and willingnesv of their neighbort. Many cffnrts ace covered under
"geatlemcn': agreements” and not fotnally docuaeatc¢ by interservice support B - f
agreements. These 1§ca1 efforts are sqlf-;anctateq by the medical facilities | .

and not- due to imposition of any directive by higher authority.
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At the po}icy making level, cooperation is also occurring. In a Junz 1984
interview published in Medical Bulletin of the US Army Europe, then'Army Surgeon
General, LTG Bernhard T. ﬁittemeyer, stated that Quad-Service communication and
cooperation had increased in the area of medical services support in the past
two to three years. He also stated that the three military Surgecns General
meet on a regulgr basis fo ensure that Tri—Service cooperation receives its
deserved high priority. =~ - : _ _ '

There is no doubt that staff members at the Offices of the Surgeons General
are sharing information and cooperating, Interviews indicated thatlgtaffers are

thinking and acting with "jointness" in mind. Many problems, solutions, pro-
posed policies and regulations are being discussed in an informal manner among
the Medical Services prior to final action or .submission to cutside agencies.

© EXTERNALLY-DIRECTED COOPERATIVE ACTIONS .

Many cooperétive efforts occurring within the Military Health Services
System are in re;ponse to external ditection. In this section, Military Medical
Deﬁattmént cooperétion in several externally-directed‘aétivities in tsg peace~
;ime health se;viéés will Be examined.

Defense geglgb_dgqgcil |

As stated éatlier, ;ach ﬁilitaty Surgeon Ceneral is a meySet of the DnD

~ Health Council in accordance with DoD Directive 5136.8. ‘Ia the srea of peace~
time health services, the council provides advice to.the-Assistagt‘Secretary of
Defense (Héalt§ Affai?s) Qn vays to iapro&e delivery of Bealth care; séakt to
develop and maintaiavhealth quecﬁives and tasks to inctpasé the ﬁtaductivi'y.
efficiency and ¢coao§y of the Armed ?Srces heaith care systen without unneces=

sary duplication of resources; and, seeks to enhance recruiting, vetention and

training and use of health care professionals. Also, a sub-council, the Dental

45
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Chiefs Céuncil (DCC), provides a forum for consultation, discussion, and advice
on DoD health plans, policies and issues and for facilitation of coordination
among the Dental Corps of the Hilitary Departments.

_The Assistant Secretary of Defense (Health Affairs), by memorandum dated 17
Ocﬁobet 1984, established thi; board to serve as the forum for discuséion of the
msajor issues facing the Military Health Services System that do not teguire the
attention of the Defense Resources Board, the Deputy Secretary of Defense, or
the Secretafy of Defeﬁse. At the writing of thi; paper, the board has ﬁot yet
met. Within this Board, tbe input and efforts of the Military Hedicai
Departments have the poténtial to be significant.

Hnifgraee Services Health Benefits Committee

DoD Dxrectxye 6010.3 dated February 13, 1985, established this éommitfee io:
"act as a forum for discussion of policy issues affecting the delivery of health:
care ben;fits in the Uniformed SerQices health care system and as an advisory

body to the Assistant Secre’ary of Defense (Health Affairs). The Uniformed

Services are required to provide appropriate némhers to this'commilteef, This
committee is also required to consider issues concerning the Civilian Health and
‘ Hedical Progran of the Uniformed Services (CHAMPUS). In addition t§ the
Uniformed Services, others reptesented on the connxttee are: 'the Officei‘of the
Assistant Secretar;e: of Defense (Manpower and Reserve Affairs); Natxonal
Oceanic and Atmospheric A§nxnxstrntion; Vetersns Administration; and the
Director, Office of the Civflinn Health and Hedical Progra-'of the Uniformed
Scrvicel.(OCHAHPUS); "The committéa is chaired out of the Office of the
Assistant Secretury of‘DeEeﬁte (Health Affairs).
‘ DoD Medical §t£nga£qiz£tlog Board (DMSB) °

Thiu-bocrl established by DoD Directive dat?dAJune 21,.1986, valuprevioﬁily
discussed invChaptcr'Two. .Although the dir{ction éf this board in/p}imarily

)
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towgrd medical readiness, standardizatfon éf medical materiel used in the opera-
tion of the total health care system is DoD policy.13 ~The chair of this commit-
tee is rotated every two years among the Military Services; Since the Assistant
Secretary of Defense (Health Affairs) may assign additional duties and respon-
sibilities £o the Board, the future impact of the DMSB could be substantial for
the peacetime health system. The location of the Board at Fort Detrick in close
'proximity to the wholesale level‘logistics managers for the three Military

Medical Departments could facilitate close cooperation and a high degree of

activity and achievement.

This Department of Defense Board is comprised of a variety of engineering
and construction.representatives from the DoD level, Deﬁattments of the Army,
Navy and Air Force and.ihe Veterans Administration. The three Hilitary Medical
Dgpartmeﬁtb are also included on this Board. One key responsibility of the
Board is to review the Office of Secretary of Defense programming, design,
construction aﬁd operation and maint;nance policies and criteria for military
medical facility acquisition ;na operation. Another key respons®,ility of this
Board is to inyes;igate and develop specific actions leading to improved unifor-
mity in military medical facility programming; design, construction and opera-‘
tions and paintenance activities. The éhair of this Board is rotated equally
among Ehe Services for one year terms.lé |

Authorized by DoD lnstructxon Number 6015 17 dated March 17, 1§a$, this
'Connxttee hat the mission to review and valtdate the health facility construc-
t#on projects proposed for inclusion in each Service's vae Year Hzlxtary
vPanitruction Progran; This commiLtee meets at least once per year and is
chaired by the Principal Deputy Assistant Secretary of Defense (Health Affa:rs)

Included on this Comnxttee are reprenentntxvel of ASD (HA); Ansxltant Secretary

- &7
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of Defense (Manpower, Reserve Affairs and Logistics); Assistant Secretary of
Defense (Comptroller); Office of Management and Budget and the Surgeons General
of the Military Departments.

Veterans Administration/DoD Health Resources Sharin

- e oo - o - e e e G G oS e . - - > - —

" Through the enactment of Public Law 97-174, the Veterans Administration and

DoD ﬂealtﬁ Resources Sharing and Emergency Operations Act, procedures for

sharing health resources have.been simplified. Military hospitals have been

encouraged to develop sharing agreements with local Veterans Administration
hospitals and to negotiate the lowest possible rates for services rendered or

received. Many hospitals have enthusiastically supported this relatively new

initiative as evidenced by the current scorecard as of April 1985 which shows

138 VA-DoD sharing agreements in operation at 82 sites and 8 new agreements in

progress. An exémple of the potential value of these agreements is the recent

. mega-agreement between the Augusta Veterans Administration Medical Center and

the Army's Eisenhower Army Medical Center. This agreement calls for significant
sharing in cardiélogy, radiology and laboratory services. Total amount of
sharing between these two Georgia facilities is estimated at 3500,000'annually;
Addiéionally, without the comprehensive a;reeuent, the cost to the US Government.
codld'vell-be another 3250;000 f§r ghe'same services if the facilities were
required to procure them on the civili;nie;onomy.ls ' .

A spinoff from 'PL 97-174 is that most nilifary hospitals are completely

" relooking the various alternatives in provision of patient care. Using in-house

. services, using interservice support agreements and developing innovative

lh.:iﬂé agreements with the Veterans Administration have all become. potential

. weapons in the military hospi;ai commander's arcenal to.prdvide a'Qide_tpectium

of health services at the lowest possible cost.
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The Armed Forces Regionai Health Services System was implemented by the

' Department of Defense in the Continental United States in 197316 and overseas in
1975.17 Presently, sixteen DoD regions'are organized worldwide, consisting of
all the military health facilities.in each region. A senior me&ica} center com-
mander chairs a Regional Review Committee (RRC) within each region. The kRC'a
meet onla periodic basis to consider matters of putual intefest'and oppor-
tunities for cooperative improvement of health care delivery.18 Also, the RRC
is required to conduct a T;i—Service review of each request for medical equip-
ment in its region which has a8 unit or system cost of $400,000 or \'nm'.e.‘19 The
RRC recommends concurrence or nonconcurrence on the medical equipment request
based on assessment of the total need for the item Qithin the region. The final
approval authorify for items of equipment of $400,000 or more lies with the
Defeﬂse Health Council.20 _

Reports of'regiénal meetings are forwarded from the region to the Office of
the Assistant,Sécre&ary of Defense (Health Affairs) and the military Surgeons
Géneral. Attached in Appendix 8 and Appendix 9 are representative quartgr;y
reports from the Japan Military Medical Region and Military Medical Region
Eight. 'Perusal of these sample regional reporis indicates that a great deal of
vcluntary coop?ratiog and sharing is occurring.v

However, there doef not appear to be any f§tmal feédback meéhanism f:om.thé
Office of the Assistant Secretary of Defense (Health Affairs) to indicate any
!ppreciab!e nonitor;hip, erraighf or central direction. Rather, the deéree o?
- regional cooﬁeration seems to be a fuﬁction of th§ innovativeﬁes:'and per-  |
sonalities of the medical comnandgrn within tﬁé regions. Intere:gingiy, a DoD
Directive on kegionalization has n;ver been pub}ished. even though several

vtaffing attempts have been made.
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TRIM'S is the Department of Defense program for medical automation in the
three Medical Departments. The Assistant Secretafy of Defense (Health Affairs)
is responsible for all aspects of the TRIMIS Program. TRIMIS works with the
Hilig,;y Departments through the Offices of TRIMIS-Army, Navy TRIMIS and the Air
Force Medical Service Infé:mation Systems Divizi.n. Estabiished in 1976, the V
TRIMiS Program mission is to acquire and iﬁplement effective medical information
systems which meet DoD and Military Department requirements. To satisfy its
nission,.TRIMIS is developing~§ fully integrated automation system called the
Composite Health Care System. Until the Composite Health Cara S}stem is fully
implemented, TRIMIS has acquired &nterim systems for use in high volume work
centers of many medical facilities. TRIMIS systems are presengly providing some
automated support to more than 200 milirary meéical«treatment faciiities.z1
During May 1984 testiﬁAnQ'ﬁefore the Defense Subcommittee of tﬁe House
Appropriations Committee, the Assistan; Secretary of Defense (Hea}th Affairs)
‘indicatedlthat several alterndtives to the Composite H;alth Care Systeﬁ and alsé
~ the Small Composit; Health Care System a}e being studie§. It appears that while
cooperation occurs among the Hedical.Departnents.in the attempt to:provide input
for development of an automated medical data system, the output érom TRIMIS
still has far to go.

Department of Defense -Regulation 4000.19R; dated ngchizs,yl984,‘provides

guidance and preséribeg procedures for the. Defense Regional Interservice Support -

. ._§DRIS) P:ogran which is jugt b;gi\ning to impact on ;hg Hédicat Services of the
Aiay, Navy and Air Force. The DRIS Program is de-ighéd tg»pronoie interservieé.
indefdepartmental.;and interagency support within the Depar;ﬁent>of_Defense and
pérticipating non-DoD agencies and to elininafe dpplicate“support nérvices
Qithouc»jeopardizing ni:iion accomplishment.v The ?rogramvestablishes Joint .f
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Interservice Resource Study Groups (JIRSIGs) in specific geographical areas
worldwide where potential for int?rsetvicing exists. Each JIRSIG is charged
to reviev,‘within a five-year cycle, a myriad of support services provided
within its specific éeograbhicél area. He#lth servi-es, one category to be
‘reviewed by the JIRSIGs, includes,.but is not liﬁited to, the furnishing of
inpatient and outpatient treatment, medical, dental, nutsing; veterinary, and
other professional serviées and medical support; The JIRSIG is charged to
accomplish two functions as follows:
° asc?;tain if dﬁplicate functional. support services exist
bglﬁgen DoD Coﬁpbnentq |
0 recommend eliminétién or cénsolidation or new or increased
‘ihterserviciné of support services when duplication exists
and when iuchiacticns may re;ult in a more cost-effective '
method of providing support under normal or coatingency
circumstances |
On the surface, the*goals of the D?fense Regional-laterservice Support
Progr;m appear. to have mefit. If the studies of health services are conducted
in rigorous fashion with an‘onectiveAviewAtoward[the best use of resources, the
ﬁIRSIG ptoceaslcould be an opportunity for the Hilitary Hédiéil Departments to
‘effect change when and where needed. Reconmendatxons fot revisions of m;ssxons
and operating procedures wvhich emanate from those current-y provxdxng the ser-
vices may be a practical vay to address the competxng deunndq for resources. An.
| example of an in@ﬁvative study, ;ttached'at Appenaix lO,Iis the~execu£§ve.num-
nary og;the Kni;ersiauiern innt lntéfuerviée Resource Study Group-étudy on
Hgalth Sefvicqaléomplgted in Jﬁne i984. ?hg Kﬁiserslauterﬁ study is a detailed
reviev of all health services provided Qithin'thé.nilitaéy community of
_Kainertlautern Gerﬁany;- If approved; the study recoemendations would reqult in
annual budgec tnvxngs in excess of $400 060, one time sav;ngl of $96,000 and. a.

yearly cost. lvoidance\of $152,000. 22

\
AN

. j . e T T Y T o DRI S IR X M E R Rl
A v . " . . S




g 0 ! . - 130 . . o .
MR Rl St SR S ST, S S S T, T L JPE L B el i i R R S ATl Rl L P PN I S Y. P SR B BV N SR DAY SR

SELECTED JOINT MEDICAL ORGANIZATIONS

To further economies of scale, coopetatioh, and sharing, joint medical
organizations and activities have been developéd to. perform specialized tasks
and services forlthe Depattnént of Defense and the Military Medical Departments.
Next ie a discussion of selected joint medical organizations and their purposes.

Initially, by authorization of the .Secretary of War, on 27 December 1940,
and presently‘through Department of Defense Directiv§ Number 5154.8, the Armed
Forces Epidemiological Board was éstablished. This Board is responsible for.
providing timely scientific and uniquely professional medical advice and recom-
mendations to the Assistant Secretary of Defense tnealth Affairs) gnd the mili-
tary Surgeons General. Areas of intérept include operational programs, policy
and ;esearch conbething new technological principles in the control of acute and
chronic diseases, environmental protection, occupational health, and health
maintenance systems for all the Uniformed Hilitary Services. Th;s Board has
achieved an extrémely effective method of recommending appropriate solutions for
a myriad of disease threats and other common problems of4the_thrde Military
Medical Departmentg‘and the Assistant Secretary of Defense (Health Affairs).23
Executive management responsibility for the Béard lies with the Office of The

Surgeon General, Department of the Army.

This Institute is a bepartment of Dgfﬁnee aétivify qhar{ered to accomplish
. & three-fold ni;iion of consultation, education and research. The Institute
ierve' both governméntal‘and civilian organizationQ :hroughbut the world. The.
operating si;ff iucludes representation from of the three Military Medical
Departments, the Veterans Adminisgration, eivil serVic; employees and a nuqber
: of civilians bired'vitﬁ'funds provided-by:civiiian'tquarch grants, The
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professional staff studies the etioloéy and nature of Jisezse and injory,
ranging,from the age-old problems of leprosy and nslarialto the more recent con-
cerns of cancer, trauma, drug toxicity and aerospace oathology.

The Institute is organized into six ma jor eienents including the Center for
Advonced Pathology, the Center for Advanced'nedicalfEducaticn, the Center for
Records and Information Management, the Center for Hedicql Illustration, the
Administrative Support Services, and the Armed Forces Medical Museunm.
Particularly important to peacetime health services is the definitine con-
sultation provided in the diagnosis of diseoso. The Center for Advanceo
Pathology inclodes such specialized areas as forensic, radiologic, dental andl

| veterinary pathology. It also includes the histopathology laboratories which
process all tissue seni to AFIP for consultation. Additionally, the Center for
Advanced Medical Education conducts an educational progran attended by nearly

"~ 3,000 professionals annually.ZA The Director of the Instxtute is a medical
offxcer of the Army, Navy or Air Force who serves on a rotating basis normall;
every four years. Ag Management Agent, the Army is responsible for the deter-
mination and provision of adequate administrétive support for the operation of
AFIP. | |

Armed Forces_Pes

t Management Board

In 1956, the medical entomology programs thhxn the three Hxlxtary Medxcal.
Sorvxces were'reorganzzed into a single Department of Defense Organ;zatxonal
Board; That initial Tri-Service organization uhich«uerved only as a coor=~
dinating and advisory body, has evolved into the Ar-ed Services Pest Hanagement
Board. Today. the Board's missions xnclude the dévelopnent of peat management
poiicy for DoD, service as a scxentxfxc/research body, coordination for Dol pro-
_fossional pest monagement activities and the operation of the Defense Pest I
'Managonent’xnformation Anaiycis Center (DPMIAC). The !oard is conpoaed of mem~

bers appointed from the Army, Navy, Air Force, and selected Dob agencxes. with

liaison representatives outside DoD hoving a,uu;un{ interest in'pent_nanagenent. o
| S ¥ |
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The DPMIAC uses computers to store, retrieve and disseéminate detailed infor-
mation on every aspect of preventing and controlling vector—botne‘diséaées
throughout the world. An ongoing prsjecf of the DMPIAC is tﬁe devglépment'bf
Disease Vector Ecology Profiles which are publications describing vector—hdrne
disease threat for countries where US forces afe most likely to beébme invongd}'.v
The overarching purpose of the Poard is'to minimize the adverse effec?s of
orthopods and rodents on DoD personnel and propert} to protect the heglth bf‘the

soldier and the welfare of the environment.23

This Institute was esLahlishéd in 1961 as a subordinate :omménd ﬁf thé :
Defense Nuclear Agency. Currently operating within the guidance of'Déﬁ'
Directive 5105.33 dated N;vember 17, 1981, the Armed Forces Radiobioiqu A
Research Institute conductQ a major portion of the westérn world's miiitary
radiobiology research. AFRRI is particularly coacerﬁed vith examiningithe
effects of ionizing radiation on'military.personnel. For example, in ihe event
of a nuéleat detonation, scientists would use the information providédiﬁy AFRRI
to éreat nuclear casualties. The military Surgeons General act as members of
AFRRI's Board of Governors to provide oversight and identify research require-
ments. The Institute also conducts ;he Medical Effects of Nuclear Heapéns edu~

cation program to disseminate the latest available information on the dedical .

‘aspects of nuclear warfare.

SUMMARY

This chapter h;iidescribed and discussed'cqopération concerning the
delivery of health services, self‘g@neratcd and ekternnlly*airectédicaopetgtive'

efforts, and selected joint medical organizations. The intent was to provide a

snapshot of peacetime héalth,servi;es from the viewpoint of cooperation within »

the Military Health‘Se;vicos éystem.
| ‘The‘tolléving chapter deals with the iafue‘othnalitylas:uraace vhicﬁ has
impact cnd influence on both‘aedical readiness and peacgtlne‘health lcgviceif-
| 56 -
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CHAPTER 1V
QUALITY ASSURANCE

BACKGROUND

Quality assurance is the term used to describe all the efforts that contri-
bute in a direct manner to quality patient care. At some levels, it is called
the quality assurance jrogram kQAP). The QAP consiéts of establishipg
stgndards; forﬁulating policies and procedures; monitoring care, facilities,
equipment, and providers; and insuring adequacy of education andltraining. The
QAP has different focuses at the various levels of the system. For example, the
QAP at the Assistant Secretary of Defehse (Health Affairs)’[ASD(HA)I and at the
Services' Surgeons General levels is focused on'establishing policy, whereas at
Fhe hospital or clinic level, the émphasis is more on'the monitoring of care
and pro;iders. Hoéever, the predominant concern~at‘all levels is to detect and
resolve problems associated with pétient care. |

The concept of quality assutance‘has for a long time been emphasized. It
would be unfair to think tﬁat it was invented in this generatiéa. At the most,
basic, leyel,'the bhysician asking a patient to return to monitor'the progress of
treatment is quality'assurance. IThe physician and patient are agteeing to meet
and check on the efficacy of therapy.‘ The modern era of qualityiassurance began
in the first quarter of the 2'th century when the American College of Surgeons
started surveying hbspital and surgicg1<care; The progtan’gvolved inio'the-ﬁref
_sent day organization known as fhe Joint bommission on Acereditation of'
Hespithls'(JCAH). The' JCAH haa developed into a powerful accrediting body since
it hao recognition of the US Congress. ‘No hospital can collcct federal funds,

i.e., nedxcare, medicaid, for health care unless the ho:pital has been acerede-

ited by JCAH.
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Since the 'DoD health systeﬁ is a congressionally funded endeaeor, th2 DoD-
treatmené facilities particularly in CONUS are expected to undergo and suceess—
fully comply with JCAH standards. The military health service industry has also
been impacted by the malbfactice crisis. InyorAer to defend.againsé suits, a
practitioner or hosbital must have docuqented-well the type and caliber of care
that was rende;eda. »

In the Military Health Services System, the QAP was given increased~empha—
sis beginning in 1981 when the first and many subeeeuent cases of therapeutic
mis dventures were brought to pub;ic aetentionﬂ Dozene.of tregic cases of
malpractice-and.eoor treatment outcomee haQe been aired on teievision, in the
major magazines, and in the newspapers. This ateention end the‘desire to "
improve care has led to the formation of Quaiity Assurance Offices at every
level of the system. ,.‘ ' :

It is the opiunion of.the authors that the.QAP'of the Military Health Ser~
vice System is being benefzted by sharxng among the Services. The current
sharing efforts w:l; be discussed and opportunitxes for future shar1ng w111 be
_explored. The current ‘efforts will be addressed from 35 organizational stand-
point,.that.is; at what level the coordination is taking place. The efforts are
divided into_feq; levels: Department of Defense level, Service level, Ha;ot
Command level,and'hospitellclxnxc-level. The Department of Defense level refers
to that sharzng and cooperatxon occurrlng as a *esult of partxcxpatxon by per-
A:ennel from ASD (HA) and the leitary Depar tments. The Serv1ce level refers to
thcse actions that occur among or between the Services without particxpatxon,

" from DoD. The Major Command level will discuss any lateral cnerd;natxoa or

sharing at this level and similarly for the hospital/clinic level.

Regionalization is noted, lLut is'discussed in more detail in Chapter 111,




DEPARTMENT OF DEFENSE LEVEL

At the top level of management an& leadership, as previqusly shown in Fig.
1.5, there is a significant amount of sharing and cooﬁeration taking place in
the area of quality assurance. A recent statement by the Secretary of Defense
indicates quality assurance as the top priority of the Military Heslth Services
System.l The ASD (HA), Dr. William E. Mayer, has stated that quality assurance
is ;mong his top priorities.2 Lt. General Max B. Bralliar, ihe Sﬁfgeoh Geﬁergi
of the Air'Forée gives strong suﬁport and states, "We have several indicators
which show a positive irend in our quality assurance efforts.3 Vice Admiral
Lewis H., Seaton, Director of Naval Medicine and the Navy Surgeon General,
espouses a strong cogmitmeﬂt to quality assurance.4 LTG Bernhard T. Mittemeyer,
then The Surgeon General of the Army, states "Medical quality assurance
programs continué to receive the highest priority within the Army Medical
Department (AMEDD).S During late i983 and 1984, ASD (HA) and the three
Services Medical Departments established quality assurance of{ices and formed 'a
Tri-Service Committee on quality assurance, so there is a shared feeling at Ehg
top leadershxp level that qualxty assurance is of the utmost 1mpottance. Thefe,
is a strong commitment to provxde all soldlers, sailors, marznes, airmen,
retirees and their families with the best possible health care.
The Tri-service committee on quality‘sss;ran:e which was forﬁed'in 1984 i;-
‘a coordinating body which. seeks to deve}op sound policy fo; the TSG's and ASD
(HA). The committee's early work concerned the boliciés and‘p}ocedures for:the
credentialing’ of heaith care,ﬁréviders and the supervision of non-physiciaq pro=
viders. The Tri-service committee on'qunlicy assurance has dDeen 3 big steﬁ fore
vird in joint efforts on quality assuyrance. LIC Naney R. Adams, an Arny nurse
presently assigned to 0ASD (ua), states "the Tri-service committa. on quali;y
”assurance has been 8 great asset in the dsliberation of quality assurance

related matters at the top level "6 For a more indepth view of the Trios»rvxce

59

"e®le n-_o,~,- ;* ‘.'-‘.‘h » e -‘\ b'.‘
2t L ‘\)".\.' .--.'.\..‘.‘. Py ey

T AR R R RE LT L
& o -
S SAARNADA

o \. e




.......................

committee agenda, see Appendix 11 for a copy of the minute; of meetings held on
26 July 1984 and ‘18 October 1984. CAPT. John Babka, Navy SG/QA, and Col. Frank
Zimmerman, AFSG/QA, are convinced the Tri-service committee on quality assurance
provides an excellent néchanism for the coordinatiqn of quality assurance
matters.’» 8 |

SERVICE LEVSL

At the Service level, there is coordination‘betwéen the éersonnel officers
that assign bhysicians. This has assisted the Services in filling criticai
shortages and providing compassionate aisignmeniq for'specific physicians. At
present, the Air Force is providing a neurosurgeon fo the Army in exchange for a
cardiologist. Even though both Services are short of neurosurgeons, the Army is
more 80 ;han the Air Force. COL Ronald Blanck, Chief of Army Medical Corps
Career Activities, states “£he Services wili take advantage of cross-service
gssignnenlt wvherever it is mutually bgnefiéial."9 This is not practical in many
cases because all Services are short in the sswe Qpecialties, which are most of'

the surgical specialties. Hovevef, as indicated ibove, should one Service be

extremely understrength in a specialty, and another Service not so much so,

there is a mechanism for sharing.

Physician graduate medical education (CHEY is another area receivihg con-

‘siderable jpidt coordinating efforts. COL Jim Hasting, Chief of GME for the

Army Surgeon Geneyal': Office, indicates that he is in contact on a'vgekly'baais

vwith his counterparts at the Navy SCO and the AFSG0.10  coL Hasting believes

that physirian GME is fertile ground for sharing since tho‘prOper'nix of spe-’
cialists is essential for lhe'opliuqn delivery of health services. Each Service
has & different requirement for specialists and also possesses different

training bapc capacity. On the uhoic. the Army trains 85 percent of its spe-

'Ci!lfttl, the Air Foxci trains about 50 peicenl and the Navy trains 60 to 70

percent. The percent of ‘requirement trained also varies by specialty. In one
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specialty, Otorhinolaryngology, the. Army has more training base than necessary

and the other two Services do not have enough, so the Army has agreed to train

an Air Force physician in this special;y. It is possible that there will bé
other.opportunities in tﬁe future forAéharing; sb‘one.Service or another will
not have to close down training slots;of a pfogram, but can instead take in
residents from the other Se{vige;.

The three Services have also cobtdina;ed very closely on the neurosurgeon
requiremeﬁt. None of‘thegServiceg'h§ve adequate tra;ning capacity. Tﬁe Air

Force has developed. an excellent "out of house" capability and has agreed to

"share information and resources with the other two Services.  To facilitate this

sharing in the GME arena, Ehg program manager from each Service attends .the
cther Service;' resident seléttion conferences in order to stay cur;ent.

Anothér exéellent examgie of ;haring is the Uniformed Services Qniversity
.of the Health Sciences. Thi; institution is responsible for the education of a
portion of the future Hedicil Corps off{cdrs for'the'Hilitary Health Services
System. It is staffed by physician specialists from the Army, Air Force, Navy,
and the civilian medical community. This school provides an exéellent source of
phyiicians who incur long Obligations'and who are given inteﬂse militarf‘
Lr;ining thereby instilling é'stéohg-identificgtibﬁ with the military. These
graduates, having been traid;ﬂ in the joint 'setting, should have a stronger
inclinati&n,for ohar;ng ;nd ?éopernting yilh the‘other-Servic;s than present~day
Medical Corﬁt officers. Althqugh these gradud{es‘§i11 pfovide cnly a sﬁdll pér-
ceniag? of tﬁe DoD requirements for physicians, they vili provide a nucleus of
officers vitb‘eirly joint exoeriédte‘and';hould serve veli the ﬁeed for better
synchronization of the fotal Hiijtary.Health Services System,

Infthe area of enlisted and‘pthér officer training,. the driving force

behind iharing,<is the Inﬁerlorviée Training Review Organization (ITRO) and the
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Health Care Committee portion of ITRO.ll Thé Heélth Care Committee is per-

"manently chaired by the Navy. The incumbent traditionally has been the com~

manding officer of the Naval Health Services Education and Training Command at
Bethesda, Maryland. Committee representation is tri-service, consisiing of mem-
bers representing the Medical Departments education and training committees.
Meeting as required, usually triann;ally, the committee conducts its.comprehen;
sive review utilizing a three year cycle. Officer and enlisted programs are
scheduléd for reviev’By occupational subgroup classifications using the DoD
Occuﬁational Conversion Manual.

In gen:ral, the Health Care.Committee determines if a particdlar area of
trainin; can be coﬁsolidated or collocated Eost-effectively based on program and
facility analysis, fe;sibility studies, and preliminary plén.devglbpments iead-
ing to deta%led.study and final plan fornul#tion. Committee reports are
reviewed and acted upon by the three Surgeon; General, thus 6ffering a unified
Military Medical Department positioﬂ. Next, there follow§ review and action by
tﬁe ITRO Steering Committee and Board cdncurrently with~each Seryipe'ﬁ implemen~
tation of study findings by tasking instructions to its respective training'com-
mand.

The functions of the Health Care Committee are carried out by four sub-

-committees composed of personnel from the Army, Navy and Air Force in the medi-

 cal, dental, nursing and vetérfnnr}.aréas;' The Health Care Committee utilizes

an internal cost and minpower team to complete its studies. Results are further
certified-by.the ITRO Cost Analysis and Manpower Analysis Subcommittees.
Discussion with COL darry Clari, Lt. Col. Susan Okanski and Capt, Jerry

McClellan of the Army, Air Force and Navy Surgeons General Offices retpéétivély

revesls a marked enthusiasm for the level of shared traidihg_that is occurring

as a result of the ITRO procenc;lzv 13, 14‘ See Appendix 12 for more detailed

. information concerning the types of enlisted and oEficbrAtraining that is Being

jointly conducted by'the'Kfmy and Navy, At present, the Air Force is not
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training any personnel for the other Services. Also shown in the Appendix is
number of personnel being traiged by the Army in FY 85.

As indicated in Appendix 12, the Army has assumed a signifiéant joint
training responsibiliiy as a re;ult of the ITRO process. . Initial training of

enlisted medical support bersonnel for the Army occurs almost exclusively at the

Academy of Health Sciences (AHS) at Ft. Sam Houston, Texas. In FY 84, approxi-

mately 10 percegt of the AHS student load was comprised of‘students froﬁ the Air
Force, Navy, Coast Guard and Marines. These enlisted servicemembers £ece;ve
training primarily in fhe low density military occupatiénai-Specialties (M0S).
The Combat Casuaity Care Cou}Qe accounted far the vssi ma jority of non-Army
officerltrainees. Together, these 2700‘non—Army studepts fit in well with their
Army counterparts and reported an excellent training experience. For FY 85, the
number of student spaces reserved for other Services‘willjincrease to 2800.

The presence of nu;ii-service students has been matched by multi-service
instructors. Presently, the AHS includes 46 Navy apd 36_Air Force instructors.
The quality'of these instructors is high and'assigqnent to these positions is
actively sought. Several of the branch chiefs come from other Services.‘ All
instructors inp;t and review curriculum materials and format so that a broad
- perspective is obtained. The curricuaum,cqmmittee is tri-servicéf Ofteptimes
Navy and Air Force'instruc;Srs are cubj;ct matter experts because of their spe-~
cializeé mediéal knowledge. The other Servicea send del;gafions to evaluate
" training andlthe student product of the courses. They have been so pieased that

additiqnal sgudent positions especially in the Lato%itory Speéiilis:.Course‘hayé
.'bee; requested. The AllS ﬁis difficulty funding and tpaciné the needs. -Withb
the standardization of fﬁe vofksite, be it pperating room oOr laboraﬁory, it
would be feasible to cross-balance swortages with servicemembers from other
Services. The administrative obstaclesvare more'lignificant than the technical
one;.  Such cross-balancing vouid‘reqUire JCS/DoD support .
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-he higher density MOS training is exclusively single Service. There are
two commonly qccepted_reasons for fhis. The Army 91A and 91B30 training
programs are relatively new andithe othef Services are waiting to see the
quality of the product produced. Sécondly, the Navy corpsman, beéause of his
potential for isolated dﬁty, receives a great déal more cross—-training than do
the Army 6r‘Air'Force medic. If thé 91A or 91B30 courses live up to expec~
tations, it is conceivable that Air'Fércg and Marine medics woﬁld bettrained at
the AHS. |

Only a portion of the critical mediéal skills‘arg formally tadght at the
AHS.. Aﬁout 40 percent remain to be taught once the medics reach their units.

In addition, the common soldier tasks are taught at the unit, while the AHS

teaches a core curriculum which is Service immaterial. The curriculum requires

' that the receiving unit or Service make a significant contribution in order for

the medic-techniciaﬁ to be totally'pr;pared.

The Army is sending cardiopulmon;}y, dermatologic, eiectroencephalography
and clinical nuclear mediéine techniciéns into Navy facilities for ﬁraining.
Thirty percent of the anhua1 training ;;'the AHS is given to reserve componeﬁts,
which are primarily Army. The AHS.stiff.Eelt that tri-service act’'vities appear
to be emphasized more in tﬁe gctive‘thaﬁ in the reserve force.

It appea}sAthat the Air Force will join in with the Army to provide

" instructors and students for the physicians assistant program at the AHS.

MAJOR COMMAND LEVEL B

At the ma jor command level, zntervzewl were conducted with indxvzduals from'

the Army and Navy. At the Army's 7th Hedxcal Command in Europe, BG Bxll Lefler
described the snarxng of dental laboratory facilities betveen the Army and Air
Force (nee Chapter 111).15 The Executive Officer for Dental Affairs of 7th
MEDCOM identxfxed sharing in dental officer contaning education between the.
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Army and Air Force Dental Care Sys;eﬁsvin the European Theater.16 This program
sets forth the sharing of certain programs by allbcating spaces, setting times
and places of conferences. The Surgical Consultant at 7th MEDCOM relates tha
sharing of neurosurgical and cardiothoracic surgical support between Army and
Air Force.l7 coL Cannady, the Medical Consultant for 7th MEDCOM identified an
Aray meeting on QA wher; the Air Force physicians were invited as an example of

QA'sharing.18 LTC Edward Haines, the Quality Assurance Consultant for 7th

. MEDCOM, relates- that there is presentiy no formal QA mectings among the Services

and that information is shared by informal exchange. These informal channels
serve to bring about sharing of some laboratory and radiological fesdu;cé; as
well -as continuing health educati;n conferences. LTC Haines further relates
thaﬁ he feels there needs to be more sharing among the QA officers in Ehe
!-:um'pean-'I',heater.l"9 |

biscussion with CDR Paul Daniel of the Naval ﬂedical Command, QA Officé,
revealed no direct cocrdination between his officé and the other Services.20
This discussion‘prbduced quite a cémprehensive understanding of‘how‘the Navy is
approéching QA and also gave some ideas .for the future on sharing, but nothing

that appears presently at the MACOM level. Similarly, Major Dohannos.at the USA

'Health Services Command Quality Assurance Office states that there exists little

cooperation with the-.other Services at his level. He indicated that most of the

coordinition and sharing occurs at a higher level Sr'on a regional basis.z2!

HOSPITAL/CLINIC LEVEL

__AL the Iowesg level of the Military Health Services System, that is-tﬁe
hospital and clinic level, tﬁere‘is significant, but inconsisten£;.sharin§-;s i;
relhtes to quality assurance.. There was noi opportupity to'intervi;w répresen-.
tétives f;om the roughly 160 hospithls Qnd 3210 clinics and research fgcilities
located around the world. . It is therefofe necetnaéy to nddre:§ tﬁis.l;vel‘ffom
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theAperspective of the personai experience of the study parﬁicipants and from
'the gffécéiQenessAﬁf regioﬂalizatién. Regionalization has been discussed in
Chapﬁet 11T and will not be expandéd furthesr here. The author’'s experience has
feveéled'some excellent examples.of sharing between the Services. One concerns
the pro?isiop'of %npatient‘psychiatric service and outpatient otorhinolaryngo-
logyléuppért to ngnolds Army Community Hospital, Ft. Sill, Oklahoma, by the
USA? ﬁospital at Sheppard Aif Force Base, Wichita Falls, Texas.22 There are
numerous sharing agreemeﬁts of this kind between Servicei; for somevexamples,

see Appendices 8 and 9.
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS

INTRODUCTION

A number of conclusions and recommendations have been reached by the study

group. Conclusions and recommendations are .presented fof each of the following

areas:
"0 Medical Organization:
O Medical Readiness
. O Peacetime Health Services
O Quality Assurance
MEDICAL ORGANIZATION
Conclusions

1. The MHSS has been examined numerous times during the past four decades.
Problems identified have resulted in the evolution toward increasing centraliza-
tion of authority at the‘Deﬁartment of Defense level.

2. Gradual modifications of the MHSS through proliferation of various
boards, committees and councils have improved joint efforts but have occurred

‘without benefit of a system-wide analysis of medical functions and programs.

,3; The US:Hilitary Health Seryicea System cannot easily §e comp;ted.to
allied Qilitary health systems Aue to diffefing natiohil military strategies.
Spécifically, worldwide deplojment, militar& size, popula;ion shpported'and

separate Military Services are factors which make. the US MHSS unique.

Recommendations

1. DoD should direct a systeﬁvuide analysis of medical functions, require-
ments, programs, and resources for both peacetime and wirline.' Each Military

.Hedical Department should conduct a separate review foiloding the model of the
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.~ Army's Medical System Program Review currently being accomplished by the Academy
of Health Sciences. Then a joint review should occur with ;he goal to optimize
cooperatiQe efforts, éfficiency and effectiveness in medical readiness, health
services, and quality assurance.

2. The US MHSS should reflect US military Qtrategy;. Cautidn'must be used
_ when comparing the military medical organization of the United ‘States to fhose

of allied nations.

MEDICAL READINESS

Conclusions

1. Recruiting of medical professional personnel i; accopplished.By'each
Military Service in a unique maﬁner. Service rectuiting personnel conduct semi-
annual recruiting cqnferenﬁes where mediééi.iﬂfotmatioﬁ:ié shared.

2. The Combat Casualty Care Course, the Combat Developments Branch of the
Academy of Health.Sciences, Armed Forces.Hedical Intelliéen@e Center,’A?med |
Services Biomedical Résearch EQaluation and Management Committee, the Defense
Haﬁetiei Standardization Board, and the Military Blooﬁkf&ogram Office aré par-
ticu%arly worthwhile joint'effotts in support of medical reqdiness.

3. Since the EJropean Command Surge§hfppsition is gﬁ additional duty for
the Seniﬁr Medical Officer in thé European Theater and due to uhdetstgffing of
the EUCOM 5qr§eon's Offic;. meéical planning in,éurope has been less'thaﬁ ade~
‘quate. ‘ | | | | |

4., The Europein Command Medjcal Coordinatigg Coﬁmittee, chaired by'the
EUCOM Su;geon. has provided s significant bengéié to joint medical p}aﬁnin;.
'BoweVer; the Navy has not participatedlia c&mqittee functibné to‘a,lqul cowm§n~
surate wzth its commitments in the region. |

5.. Recent combat operations in Grenads 1evealed a less-than-optinal level

of joint medical planning which resulted in lack of central §irectioﬂ and
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authority at the #ite of the operations. For example, there was no Joint/
Combined Task Force Surgenn appointed. The Services demonstrated a lac. of
familiarity with the others' medical operations, reports, communications
equ;pment and procedures.

6. The wmedical log1st1cal support in Europe is primarily an individual

Service responsibility.

' Recommendations

— e - - —

1, There should be an increase in shariﬁg of recfuiting information among
the Medical Departments on both a formal and informal basis:
2.  There should be increased awareness of the capabilities of the Armed

Forces Medical Intelligence Center throughout the Medical Departments.

Additionally, the Air Force and Navy should increase their participation in the

stéffing of AFMIC. One method for increasing awareness would be through prééen-

tations sy AFMIC at the Services' medical commandeéé"cdnferences.
3. - The EUCOM Surgeon's position should be a full-time billet occupied by

the senior US medical officer in the European Theater. Additionally, the EUCOM

ASurgeon s Offxce should be resourced commensurate with its 1eve1 of

s ,s:‘t":

responsxb111ty.

4. The joint medical planning occurring in EUCOM should be continued with
effortsvto.extend this model to other unified commands. Greater consideration
should be given to exchanging ﬁedi:a1 plannérs a;ong the Medical Departments as
is bexng planned 1n EUCOM. | _

5, Durzng crisis situat1ons, such as Crehada, exxsting medical plans

should be consxdered and ut;lized if appruptzate. These plans could be modified

by joint planners to insure standatdizatxon of medical operations, reports, com= .

munications equipment and procedures. Additionélly. joint medical training

should be increased and includg participants from each Hiiitary Service.
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6. Interservice medical logistical support should be pursued.
Specifically, two issues should be evaluated:
O provision of medical supply support to NAVEUR

and USAFE by USAREUR in peacetime and wartime

O development of the regional medical materiel support
capability where one<component would be responsible '
for supporting the other components in particular
geographic areas ' . }
PEACETIME HEALTH Sc,RVICES
Conclusions

-«

i. The consolidation of DoD'VetetinaryIServiceF under the responsibiiities
of the Army was completed in 1983, Concern over transfer of sufficient pefson-'
nel authorizations to the Army remains.

| 2. While the uorldwidé optical fabrication misgion is curfently divided
between the Army and Navy there appears to be no service-unique requirement for

two separate systems.
3. DoD regionalization lacks sufficientvemphasis, guidance and overSight
from the OASD(HA). Significant achievements have occurred through personal

innovation and initiative within the regions.

4. The Tri-Servic'e-Medical Information System (TRIMIS), in existence since
1976, has not .yet delivered the level of automation support needed throughout'

the MHSS.

i

5. The Joint Intersgrvi;re Resource Study Group (JIRSIG) process offers the
‘potential to assess the most effective and efficient use of medical resources

within a geographic area.
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Recommendations

e wwe e - -

1. The ASD(HA) should examine the DoD Veterinary Services to determine
whether the manpower authorizations transferred from the Air Force to the Army

were sufficient to accomplish the consolidated mission.

2. Consideration should bc given to consolidating the Army and Navy opti-k

cal fabrication systems, using the model provided by the DoD VEterinatf

Services.

3. ASD(HA) should publish a DoD Directive on regionalization to provide a

structure for implementation, oversight, feedback and direction. Conmsideration °

should be given to providing some resource authority to the DoD Regional
Coordinating Committee (RéC) in addition éo high dollar medical equipment
review. Eor example, a RCC certification of need could be requi;ed'prfaf_to
Service approval for initiacion 9f a new service at any medical treatment
facility within a region. |

4. The ASD(HA) should critically analyze the current status and future
utility of the present TRIMIS organization and programs to insure its efficacy.

5. The JIRSIG process should be actively supported and promulgated by the
three‘Surgeons General, Innovativelsuggestious for sha?ing resources. and con~

solidation of medical functions should be pursued where appropriate.

QUALITY ASSURANCE

Conclusions

1. The'Tri—Service Cémﬁittee on Quality Assuranée is 3 highly effécti;e‘
‘medium for the coordznation and formulation’ of common Qh matters at the highest
41evels of the MHSS. | |

2. There nas béen notable progress in the standardization of.credeutialing
of health care providers as a result of the TrieService Conusttee on Quality

Assurance; however, there ex1sts need for further accemplxshnenzs..
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3. The Sérvices are sharing information and are coordinating closely'in
the area of physician graduate Iedicai education for a few specific specialties;
howvever, there needs to be joint functional reviews in all other critical
specialties.

6.’ The Interservice Trafning Review Organization (ITRO) has provided
signigicint sharing of training resources; however, fhere still remains a dupli-
cation of training effort in some 1ov-dénsity nilitary occupational specialties
and no.sharing of training in the higii~density military medical occupational
specialties.

Recommendations

1. The Tri-Service Committee on Quality Assurance should continue iden-~
tifying the critical elements of quality assufance that require a,éoumonality of
policies and procedures. |

2. The ASD(HA)land the Military Medical Departments should continue to
assess the issues of ﬁrovider credentialiﬁg and granting of privileges in oraer
to eitablish. wvherever practicable, standardized policies ‘and proce&urgs.

3. The study of neuro:ufgicnl training capabilitig: and needs represents

an example of éooperatioh in.phy;ician graduate medical education that should

'bq dpplicatéd for each -éecialt}. These functionai specialty reviews should

‘determine the MHSS requirement for each specialty, assess the training base

capability, end formulate plans for sachieving total end strength requireaments
for cacﬁ_specific..p.cialty. !
4. The ITRC procecsv-houldbcontinde assessment of the total training.

requirements of the MiSS in order to consolidate all areas of training where

there exists 6o service-unique requirement for oebarateneos,
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Within the last ten years the United States Military, supported by

Congress, has made genuine ﬁrogress toward the synchronization of military

L
A

health services by establishing and implementing several joir* medical programs.
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This progress has resulted in economies of effort and resources. Even more

. significant has been the shift in attentioa and interest toward developing addi-

Y o
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- tional joint ventures. This Study Project has identified and reviewed selected:

L

aspects of'cooéeracive and joint efforts pfesentlyiin effect and has noted cer-
tain areas thét should be considered in the future. Progress in these areas’
must be driven from the top dan, but will require the wholehearted com@itment
of all. It remains for the senior leaders of the Military Health Services
System to act in the common interest and, where Practicable, produce additional
benefits for those who deserve the very best——the American servicemembers and

their families.
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A-I’D‘.JUL WMMICHIL WL A/TITIIOCG

DIRECTIVE

October 5, 1934
NUMBER 5136.1

- _ ' 4SD(C)

SUBJECT: Assistant Secretary of ﬁefenSE'(Health Affairs)

References: {(a) DoD Directive 5136.1, "Asszstant Secretary ‘of Defense
(Health Affairs),” Hay 31, 1979 (hareby canceled)
(b) Title 10, United States Code, Section 136
(c) Title 10, United States Code, Chapter 133
(d) Title 10, United States Code, Chapter 55 ‘
(e) DoD Dxrect1ve 5105.46, "Civilian Health and Ved1cal Ptogtam
"~ of the Uniformed Servxces," December -4, 1974
(f) DoD Directive 5025.1-M, "Department of Defense Dxrect;ves'
' System,"” October 16, 1980
(g). DoD Directive S009. 19, "Policies for the Hanagement and, |
Control of Information Requirements," March 12, 1976,
(h) DoD Directive 1332.18, "Uniform Interpretation of Laws .
' Relating to Separatzon from the Military Service. by Reason
of Physical stabzlxty," September 9, 1968

A. REISSUANCE AND PURPOSE

This Directive:
1. Reissues reference (a).

2. Designates, pursuant to reference (b), one of the pos1txone"of
Assistant Secretary of Defense as the Assistant Secretary of Defense
(Health Affa1rs) (ASD(HA)).

3. Asslgns responsibilities, fhnctzons, relatxonshxps, and authorxtxes,
as prescribed herein, to the ASD(HA) pursuant to the authority vested in the
Secretary of Defense under references (b) and {c).

B. DEFINITION

DoD Components. . The Office of the Secretary of Defense: (0SD); the Military
Departments; the Organizatinn of the Joint Chiefs of Staff (0JCS); the Un;f:ed
and Specified Command; the Office of the Inspector Ceneral, Department o£
Defense; and the Dcfense Agencies.

C. RESPONSIBILITES

bnder refercnce (b), the ASD(HA) has statutory responsibility for overall
supervision of the health affairs of the Department of Dcfense. The ASD(HA)
shall also serve as the principal staff assistant aand advisor to the Secretary
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of Defense for all DoD health policies, programs, and activities. Subjsepr <f -
to the direction of the Secretary of Defense, the ASD(Hcalth Affairs) shall '

exercise oversight of all DoD health resources. The ASD(Health Affairs)
shall: ‘ ‘

\i
' .

1. Develop policies, conduct analyses, 1ssue guidance on DoD plans and
programs, and advise the ‘Secretary of Defense ‘as appropriate

. i

2. Develop systems, standards, and procedures .for the adm!nis:ra:ion and
management of approved DoD plans a#d prograums. .

3. Develop plans, programs, actions, and taskings to ensure adhereace to
DoD health policies and national security objectives and to ensure that
programs and systems are designed to accommodate.operational requirements.

4. Establish requirements and standards for mwedical facility and material
acquisition programs.

5. Establish requirements for DoD research and‘development‘programs'in
medical fields. Keep abreast of technical developments to provide for their
orcerly transition to cvperational status. ., Make recommendations to the Secretary
of Defense on funding levels for DoD research and development programs in
medical fields. .

6. Serve as program manager for all DoD health and medical resources.
Develop the medical portion of the Dzfense Guidance. In coordination with'
the Assistant Secretary of Defense (Comptroller), and Director, Program
Analysis and Evaluation, review all Program Objective Memoranda and
budget submissions, and make determinations regarding priorities and resources
for health and medical programs. Provide input to Program Decision Memoranda
and Program Budget Decisions to the Director, PASE and ASD(C) for incorporation
into the PPBS process. Monitor the execution of approved health and medical
programs by the DoD Components and, subject to the direction of the Secretary of
Defense, make such determinations regard1ng priorities and resources as may be
required to achieve DoD-wide program objectives. Serve as a member of the
Defense Resources Board. .

.7. Review, evaluate and wmake recommendations to the Secretaty of Defense
on health requitements and priorities.l

8. Review and evaluate plans and programs to ensure adherence to approved
policies, standards, and resource guidance and decisions.

9. Promote coordinac‘on, cooperation "and mutual vaderstanding within
the Department of Defense and between the Department of Defense and other
federal ogeneies and the civilian comounity.

10. Serve on boards, conmittees, and other groups pertaining to ASD(HA)
Iunct!onal areas.

'

11. Exercise diteetion, authority; and control over:

a. The Office of Civilian Health and Medical Program of the Uniformed
-Services consistent with reference (d) and refereneo (e).

' 1-2
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The Tfi-Servitc'Nedical Informatioh Systems Program Office.

D. FUNCTIONS

.

The ASD(HA) shall: . . S

1. Carry out the respons1b111t1es described in section C. for the following
functional areas. '

a. Hedical'r;adiness - N
b. freventive éediciné' ' ‘ o o .t
c. Health promotioﬁ
d. Health benefits prdgfams =
e. Drug and alco£;1 abusg
f. Cost cnntaiﬁmgh£
8- 'Quality assura;ce' f *
hT He@ical informéﬁion sjstems
i,

Procurement, professional devélopmgnt and retention of medical .
"and dental persecnnel, and related health care specialists and techaicians

j. That portion of medical research and development assuciated with
clinical technology, such as research involving the prevention of infectious
diseases and care of combat casuvalties. That portion asscciated with increasing
the ‘effectiveness and performance 6f people as integral parts of weapons
systems, and with protecting people from hazards of the combat and natural
environment, shall be the responsibility of tlLe USD(Research and Engincering).

2. Perform such other functions as may be assigned.

E. RaLATIOVSHIPS

'l.' In the performance of assigned dutxes, the ASD(HA) shall;

. Cootdznate and exchange information with other 0SD Offzcxals and
heads of DoD Components havxng collatcral or-related functxons.

b. Consult, as appropriate, with the Assistant Secretary of Defense
(Comptroller) and the Director, Program: Analysxs and Evaluation to irsure that
medical planning, programming, and budget activities ar: integrated with the
DoD Planning, Ptogramxng, and Budgetxng System.

c. Use ox1stxng facilities and services of the Department of Defcnsc
or other federal agencies, whenever practxcable, to ach;.ve maximum efficiency I
- and economy. : o , '

. .
- N . . . .
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: (’.z.
d. Represent the Secretary of ‘':fense, as an ex officio mcmber or «?

the Board of Regents &€ "he Uniformed Services UaivérSICy of the Health Sciences:

+ 2. Other 0SD officials and hecads of DoD Cempouents shall coordinate with
the ASD(HA) on all matters concerning the Fuactions cited-ir. section D., above.

-

F. AUTHORITIES

The ASD(HA) is hereby delegaced aut}ority.tc:

1. Carry out the responsibilities and func‘icrs desiritad in sertionq C.
and D. : . -

2. 1Issue crders and DoD Instructions, consistent itk the provirions of
reference (f), regarding the accomplishment. of functions and responsibilities
delegated by the Secretary of Defense in this issuance. Orders and Instructions
to the Military Departments shall be issued through the Secretaries of those
Departments, or their designees. Orders and Instructions to Unified or
Specified Commands shall be issued through the Join: Chiefs of Staff.

3. Obtain reports. information, advice and assistaﬂce, consistent with
reference (g), as the ASD(HA) deems necessary. .
4. Communicate directly with heads of DoD'Componénts.' Conmunications to
- the Coumanders of the Unified and Specified Commands shall be coordinated
through the JCS.

5. Make detcrminations with_respect to the uniform implementation of
laws relating to separation from the Military Departments by rcason of physical
‘disability as prescrihed in reference {h).
!
6. Develop. issue, and maintain rcgulations with the eootdination of
the Hilitary Departments, as necessary and appropriate te fulfill the Secretary
of Defense'’s responsibility to administer reference {d).

7. Establish arrangements for DoD participation inm nondefense governmental
progranms for which the ASD(HA) has been assigned primary.cognizance. ‘

'8. Communlcate with other government agencies, representatives of the
legislative branch, and membders of the public. as apprapriata, in earrying
out assigned: functions.

'@, EFFECTIVE DATE

This Directive 1s effective iawndiately.

,/i/,Z«m.‘ A 7 _,___.W

Nilliaﬂ M. Tafe, IV
. SR K Deputy $ecratnry of Dufanse

14"

. . .
" . . . L me - - -
P T TSP T R PR rurs. TP PP PR TR IR L DT ISR

e e betataeyrur ety o pbaiity




- B
LI S R R

S ALTH AFTAIRS .

BEKORZX NDUVY FOR THE- SECRETRRIES OF THE MILITARY DEPARTHENTS

\ .
FLSISTANT SECRETARYCF LV EesE  ©

VASHINGION D C. 26301

17 0CT 1524

CHAIRMEN, JOINT CHIEFS OF STAFF
. UNDER SECREWARIES OF DEFCNSE "
ASSISTENT SECRETARIES OF DEFENSE
GENERAL COUNSEL

DIRLCTOR, PROPRnP ANALYSIS END EVBLUAPTON

.

SUBJECT: Estzblishment of a Defense iedical Resources zdvisory
Bca:d (bmgﬂﬁ

To discharge the responsibilities a2ssigned to Health .
hffairs under its revised charter, I am by this memorandum
estzblishing the Defense Kedical Resburces AQV1sory Board
(DilRAB). The DIRAB will serve as the forum for Giscussion of
the major issues con;rontlng the military Health Services
System and to a1d in the tesolutlon of those isstes that 8o not
reguire the attention of the Defense Resources Board (DRB), the
Deputy Scecretary of pefense, or the Secretary of Defense. To
insure that the views of all concerned parties receive full
weight, the orcanization and procedures of the DNMRAB will be
patterned after those of the DRB. '

The Pt1nc1oa1 Deputy Assistant Secretary of Defense (FEealth
hffairs) will chair the DMRAB. Thé permanent membership will
comprise the Deputy Assistant Secretaries of Defense (Health
A;fa1rs) zand representatives of the Service Secrctariats, of
the CJCS, of the ASD(C), the ASD{NI&L), the ASD(RA), and the

. Director, PA&E. The acssociate membership will be comprised of

representativcs of other OSD pr:ncxpa]s, the associate members
will participate when appropriate by invitaticn of the
Chairrazn. The Director, Office of Prooram and Policy .
Coordination (#ecalth rffairs) will serve as Executive 5ecretary
to tne Board.

‘The DiR:3 will the review the Service POMS and Budget
Suvbaissions for the Assistant Secretaty of Defense (Health
r{fairs). *rimong its responsibilities will be:

2iding in the resolution of 2s tiany issues as
potsible on a wutually calisfaclory basis without
higher 1ntervent:on. . ’ :

tnsuring Lhat éecisions, once rxde in tho rourse
of Lthe annu2l progran and budgel review, are not
“rcv:«i.rd in too attence of new in.oz“atinn.

2-1 '

el e e Tty Lt e e e e e - . v
A PR I A LR T TR e e T i e Y et L C ..
H . a e le T teleTa T ey, )

AR A e s




-l

e el

TS S L s AR

ataTa 0y EESE

.

O AN+ I

.
o .

TRt e e e

4 e .
B )

ICARRRNE! - TPy

A

S Vil

AEARNT TR RN

0ty

tatat, v,

Appendix 2 Establishment of a Defense Medical Resources Advisory
Board (DMRAB)
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. %°N... = The DNRA3.will serve 2s an advisory body to me. The

: actions znd recosuaencéations of the D¥2A3 will not have

! auvthority until approved specifically by me. .

: Please inform the birector, OPLPC (Fealth Affairs) of the
i igentity of your DMRAB repressatative by Gctober 24, 1334.

: yembers will be informed of the Gate and agznéa for the first
: meeting. ' ’ ' T

- . ) ;Ag;uai)%/??ﬁsagf

William Xayer, -M.D.
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Department of Defense Organization Chart
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Minute. of Quarterly Japan Military Medical Regicn Meeting
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DEPARTMENT OF THE NAVY <t meov 1o
COMMANDING OFFICER - 28325\:5."“‘0“.:“
U.S. NAVAL HOSPITAL, YOKOSUKA, JAPAN . Reter 19
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25 January 1984

FPO BEATTLE 98765

From: Chairman, Japan Military Medical Region; U.S. Naval Hospital, Yokosuka,
Japan

To: Military Medical Regions Task Group, USAF/SGHA, Bolling AFB Washinguon,
DC 20332
Via: .Commander in Chief Pacific,ACode J76, €amp H.M. Smith HI 96861

Subj: Minutes of Quarterly Japan Military Medical Reglon meeting of 5 January
1984; submission of

Ref: (a) CINCPACINST 6320.2E of 16 Aug 1382
Encl: (1) Subject minuces

1. 1In accordance with reference (a), the minutes of the Quarterly Japan Mili-
tary Medical Region meeting held 5 January 1984, are forwarded as enclosure (1).

T, '."-’"-t"‘:'."’.';"r'v‘—rﬂ'v}v'.'.-.--r; RPN

Copy. to:

Chairman, Marianas Mil Med Rgn, USNH.Guam

Chairman, Korea Mil Med Rgn, HQ USAMEDCOMK

Chairman, Mid-Pac Mil Med Rgn, TAMC

Chairman, SW Pacific Mil Med Rgn, USAFRGNMEDCEN Clark .
Commander, Naval Medical Command Pacific Region
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Subj: Minutes of Quartetly Japan Hilitary Hedical Region meeting of 5 January
1984; submission of

3. 01d Business:

a. Regarding alcohol rehabilitation services for U.S. Air Force personnel:
Current  regulations prohibit sending U.S. Air Force personnel to other than U.S.
Air Force treatment facilities unless all such facilities are filled and back-
logged. The question was raised whether or not to request a formal waiver of
this policy. ¥Follow-up was addressed under new business.:

b. As a follow-up to the night-flight briefings and orientation flights
conducted by the U.S. Army Aviation Detachment at Camp Zama, CPT Hebert

" annourced that a briefing/flight would be held sometime the following week at’

Yokota; Camp Zama and Yokosuka have already participated in the briefing and
flight. He stated that he felt that the briefings and night flights were bene-
ficial for those who participated. CAPT Miner inguired about conducting more °
briefings in the fall as there will be many new medical personnel in the Japan
area at that time. CPT Hebert advised that this would be possible, and the
topic will be resurfaced later this year.

¢. Regarding ambulance zones: Due to the loss of the maps provided by
Yokota last meeting, this issue will have to be tabled until the next quarterly
meeting. COL Reppart related a recent case where "the system worked” regarding
ambulance responsibilities.

" d. The question of handling off-base ambulance calls for active duty
personnel was discussed. USNH responds to off-base calls, The USAF Hospital
at Yokota refers of,-base calls to Japanese ambulances, using the base trans-
portation office as a contact point. The Army uses both methods. Patients
are asked to use Japanese ambulances if at all possible, but hospital ambu-~-
lances respond if necessary. X

e. The daily notification of admissions/disposition of Army personnel and
dependents has been implemented by USNH and is working well according to LCDR
Wassell and COL Yamaoka. Action i3 now considered complete.

4. New Business'

a. CDR Welch informed the group about the Japan Joint' Interservice 'Resource
Study Group (JIRSG) which is looking into the dollars and cents of shared/ .
consolidated services among the three military services in Japan. During CY84
one of the areas to be studied is health services. Due to the geographic sepa-
ration of the various facilities in Japan, the consolidation of facilities does:
not appear feasible; however, the possibility of doing a study on the consoli~
dation of ARS services. within Japan was suggested to the committee. COL Reppart

-suggested LTC Vosburg, a psychiatrist at Yokota, and CPT Stepherson, NC, as menm-

bers of the study group., CDR Scaramozzino from USNH was also nominated, ‘along

with Mr. Stan Debeck from Camp 2ama. This study could possibly negate the need

for requesting a waiver in regards to treating Air Force personnel, (See item
3.a.) 1t vas decided that a preliminary report by the study group would be due

' for the next meeting of the Tri-Service comml:tee.-
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From: Chairman, Japan Military Medical Region. U.S. Naval Hospital, Yokosuka,
Japan

To: Distribution

Subj: Minutes of Quarterly Ja,an ﬁilitary Hedical .Region meeting of 5 January
1984; submission of

Ref: (a) CINCPACINST 6320.2% of 16 Aug 1582

Encl: (1) Tri—Setvice'Coopgration

1. In accordance with reference (a), the second FY84 quarterly ﬁeeting of the
Japan Military Medical Region was opened by the Chairman, CAPT Walter F. MINER,

MC, USN, at 1006 at the U.S. Naval Hospital, -Yokosuka, Japan.

personnel were present:

Repﬁart
Krusee
Jablunovsky
Sorrells

AIR FORCE: -COL
-. COL
- LTC

LIC

© coL
- LTC
©LIC
MAJ
‘MAJ
 CPT
‘CPT

Yamaoka
Lumpkin
McFarland
Wilde
Firth
Hebert
Courtney

+.PT Miner
CAPT Oliver
CAPT Novak -
CDR Welch
CDR Honeywell
LCDR: Wassell
CAPT Kellner
LCDR Barina
LT Duprey

. NAVY:

Additional USNH. Yokosuka, Japan otaff in attendance were:.

The following

USAF Hospital, Yokota
" . ” 11

” 1" 1"
" " "

USAMEDDALCJ, Camp Zama
" ”

" "
" "
" "

USA Avn Det, Camp Zama .
USA Yokosuka Veterinary Activity -

USNH Yokosuka, Japan;(Chairman)
" [1]

[ ) "
" "
" "
" ‘»

USNDC Yokosuka. Japan
Branch Medical Clinic, NAF Atsugi

~ Branch Medical Clinic, MCAS Iwakuni

CDR J. A. Scarsmozzino,

Head, ARS/Substance Abuse Department; LCDR J. W. Bishop, Director for Ancillary

Ser-~ - *

! LCDR K. F. McNamara, Head, Facilities Management Department.

2. . <ar; siner welcomed the members to the second Quarterly Japan Hilitafy

Hedical Region meeting held at U.S. Naval Hospital, Yokosuka, Japan.

CAPT

Miner preceded the official meeting by announcing that the USNH Yokosuka has
been accredited for three years, without contingencies, by the Joint Commis-

" sion on Accreditation of Holpitall.
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Subj: Minutes of CQuarterly iapan Military Medical Region meeting of 5 January
1984; submission of

b. LCDR Wassell submitted a list of 51 current formal and informal agree-
ments by which the three services are cooperating (enclosure (1)). ' LCDR Wassell
solicited additions, deletions, corrections to this list so that a final list
may te prepared for next quarter’'s meeting. Please advise LCDR Wassell of any '
changes required; his mailing address is Director for Administration, U.S. Naval
Hospital, FPO Seattle 98765; or he may be contacted at 234-7134/5335. A deci-
sion to formalize some of the agreements may be made at a later time.

c. The gains and losses of the three services were discussed. USAF Hospital

Yokota has requested that their urology billet be changed to an ENT billet to
better fill their needs. USNH's urologist has agreed to visit Yokota once a
month to see patients requiring his services. This summer Yokota will be losing
two primary care physicians to be replaced by two board-certified family physi-
cians., Yokota anticipates that at that time they will go to a full family
practice mode. This change will ease the load on OB-GYN in regards to Iwakuni
ard Sasebo. All other services are stable. The clinic at Camp Zama has hired

a civilian pediatrician., Because she is a foreign graduate, she will be working
as a PA and in both pediatrics and géneral medicine. 2Zama has lost their nurse-
midwife and hss hired an OB nurse. They are changing a military physician bil-
let to a civilian billet, hoping to get a board-certified family practitioner.
USNH Yokosuka will lose one pediatrician with no replacement currently planned
and will be plus one ENT physician until mid to late spring. During the next

11 months, USNH will have a turnover of approximately 50% of its credentialled
staff. Many of the billets will be gapped. It is again requested that USNE
Yokosuka pe contacted prior to transferring a patient to avoid a possible second
transfer if the specialist is not available. The Medical Officer of the Day
(MOOD) is always onboard and may be contacted to find out what specialists
are/are not available. The MOOD may be reached at 234~7141/5137 (Emergency
Room). Presently. it is anticipated that both orthopedists will be away taking
their boards during the upcoming summer.

5. The following additional items were discussed:

a. The upcoming visit by the Assistant Secretary of Defense for Health
Affairs, Dr. William E. Mayer, vas discussed. He will be accompanied by Dr.
Jay Bisgard, Acting Deputy Assistant Secretary of Defense for Medical Readiness,
and Ms, Diana Tabler, Executive Assistant. Also accompanying will be COL John
E. Murphy, Office of the Surgeon, PACAF. Dr. Mayer will visit the three main
facilities in this area; visit with Mr. Shimada, the Medical Director of the
Japan Defense Agency; and tour the Japan Defense Agency Medical College, if
possible. He would like a formal briefing by each facility to include specif=-
ically QA/Risk Management, medicnl readiness, and major facility construction
projects that are anticipated or are being planned. He would elso like a
formal briefing by the senior line commander at each of the installations.
LtGen Donnelly of U.S. Forces Japan is the formal point of contact and Yokota

' is the action office for the visit, Dr. Mayer's itinerary includes Clark,
Kadena. Guanm, Japan, and Korea. R '

: b. 1t was announced that tho cecond annual Shogun Society meet‘ng is
_ scheduled for 23-24 April 1984 ul the New Sanno.  MAJ Bongiorno of USAF Hospital
Yokotn and LT Flowe of USNR Yokosuka are coordinators for the Shogua. MAJ
. . D gely .
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~ Subj: Minutes of Quarterly Japan Military Medical Region meeting of 5 January
1984; submission of

Bongiorno is in charge of the program, and LT Flowe is in charge of facilities
and support.

c. LTC Lumpkin announced that they are offering their services for teaching
' » War Surgery Course. A 30-day notice would be appreciatea, if anyone is inter-.
ested ir scheduling this course. LTC Lumpkin alsc announced thzt there are now
"veterinary technicians at Misawa and Yokota, and a veterinary officer visits
Yokota three days per week.

d. COL Krusee advised that dentai at Yokota will reguest the War Surgery
Course in May. Camp Zama will participate in this course.

-e. LTC McFarland then commehted that the dental activity at Zama v&uld not
be in existence if it weren't for the tri-service support received from both
the Air Force and Navy. :

f. The annual tri-se:vice dental meeting will take place at the New Sanno
11-13 Aptil 1984.

g. LT Duprey, Senior Medical Officet at Branch Medical Clinic, MCAS Iwakuni
advised that the problem with medical records between Iwakuni and Yokota had not
been completely resolved. COL Reppart offered the following solution: Iwakuni
should keep the original outpatient record and only send photocopies of the pre-
natal records to Yokota with the patient. Yokota wili then be responsible for
sending a Narrative Summary back to Iwakuni with the patient upon her return.
The difficulty of the situation lies in the differences between the Navy and
Air Force record-keeping regulations.

h, A questidn was raised regarding what medical records, if any, are
required to accompany a patient on a medevac flight. COL Reppart advised that
the patient is required to have an active form 602 (doctor's orders on what the
patient receives in transit) and that all patients should have their pertinent
medical records with them. ‘OB patients should have photocopies of the prenatal
record. : '

1. CAPT Miner asked for status reports from the branch medical clinies in
Japan: ' ' ' ‘

(1) Atsugi: Tri-service they are doing very well. There 1s a slight.
problem with optometry, but it is being resolved.

(2). Saszbo: Coﬁtinuiné to grow. The brauch medisal clinic billets
have been approved. It looks good for construction of a new facility at Sasebo.

(3) Ivakuni: Increasing accompanied-tour billets.

J. LIC Lumpkin would like data ou Iwakuni and Saseto t& support a request
for extra personnel at' those facilities. COL Reppart would like a copy of the
same information, USNH will ptovide directly to the requestors.

6. The next quarterly meeting of the Japan Hilitaty Medical Region is scheduled
for 5 April 1986

\
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_ Subj: Minutes of Quarterly Japan Hilitary Medical Region neeting of 5 January
1984; submission of .

7. The meeting was adjourned at 1115.

Capvain, Medical Corps

United States Navy

Commanding

Chairman, Japan Military Medical Region

Distribution:

COL Reppart, Chief, Hospital Services, USAF Hospital Yokota

COL Krusee, Base Dental Surgeon, USAF Hospital Yokota

LTC Jablunovsky, Chief Nurse, USAF Hospital Yokota

LTC Sorrells, Administrator, USAF Hospital Yokota

COL Yamaoka, Commander, USAMEDDACJ, Camp Zama

LTC Lumpkin, Commander, USA Veterinary Activity Japan, Camp Zama

LTC McFarland, Commander, USA Dental Activity Japan, Camp Zama

MAJ Wilde, Executive Officer, USAMEDDACJ, Camp Zama

MAJ Firth, Chief Nurse, USAMEDDACJ, Camp Zama .

CPT Hebert, Assistant Operations Officer, USA Av" ._.: Detachment, Camp Z.ama
CPT Courtney, Chief, USA Yokosuka Veterinary Activity

CAPT Miner, Commanding Officer, U.S. Naval Hospital, Yokosuka, Japan (Chairman)
CAPT Oliver, President of the Medical Staff, USNH Yokosuka, Japan

CAPT Novak, Area Health Care Coordinator, USNH Yckosuka, Japan

CDR Welch, Executive Nfficer, USNH Yokosuka, "Japan

CDR Honeywell, Assistant Director for Nursing Services, USNH Yokosuka, Japan
LCDR Wassell, Director for Administration, USNH Yokosuka, Japan _

CAPT Kellner, Commanding Officer, U.5. Naval Dental Clinic, Yokosuka,; Japan
LCDR Barina, Officer in Charge, Branch Medical Clinic, NAF Atsugi

LT Duprey, Senior Medical Officer, Branch Medical Clinic, MCAS Iwakuni
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Appendix 9

Armed Services Regional Health Services System Report
. v Military Medical Region Eight
October 1983 - December 1983
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ARMED SERVICES REGIONAL HEALTH SERVICES SYSTEM REPORT

MILITARY MEDICAL REGION EIGHT

l Report Period: October 1983 - December 1983 ' g
~INTRODUCTION _

. On 6 December 1983, Military Medlcai Region Elghé oonvened its

‘ quarterly meeting. The meeting was hosted by the Naval Medical .
Command, Mid-Atlantic Reglon, Norfolk, Virginia. ;

The Veteran's Admxnlstratlon and the United States Public

Health Service were invited to the meetxng, with the Veteran's
Administration attending.

- Womack Army Community Hospital received a full 3-year
accreditation by the Joint Commission on Accreditation of
Hospitals (JCAH). 1In July 1983 the development and implemen-
tation of the first on-line automated Quality Assurance
Program in the U. S. Army was completed.

Womack Army Community Hospital began the installation of
computerzzed axial tomography equlpment and a renovation/ : S

R ' expansion of the Emergency Room in the later part of calendar
oo year 1983.

' - 1In September 1983, Womack Army Community Hospital had a l
minimum commxtment of 523 ‘beds for the Civilian Military
Contingency Hospital System (CMCHS). This commitment can be \
expanded to 818 beds dependent upon a contingency bed census
reduction at the participating hospitals. \
Workload at wWomack Army Community Hospital increased from a

program of 1,308 Medical Care Composite Units to an actual :

workload of l 362 Medical Care Composite Units. This ’ ' ‘

‘4-percent increase was performed without an increase in
personnel assets, :

Ry
]

Fort Eustis provides a’ Podzatrxst and a Urologist one day per
week to the Kenner Army Hospital, Fort Lee, Virginia,

FOERE BE¥ SR A

- A CMCHS exercise was helé in November 1983 by the Naval ,“
Hospital, Portsmouth, Virginia. _ ' o

Branch Dental Clinic, Marine Corps Logistlcs Base, Albany,
Georgia was realigned with the Naval Medical Command. South~
east Region. Punctxonal transfer is pending.

AP ATAE N AR Y e S B P

Naval Medical Command East Coast Equal Opportunity Program

Team approved Command Equal Opportunity Programs at the Naval
Dental Clinic, Parris Island, South Carolzna.
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.....

Liaison visit by Commodore H. W. Yamanouchi, DC, USNR-R
regarding Reserve Affairs was held with the Naval Dental
Clinic, Parris Island, South Carolina.

Local accounting procedures were streamlined at the Naval
Dental Clinic, Par-is Island, South Carolina due to installa-
tion of on-line real time financial data provided by an
Integrated Disbursing and Accountlng (IDA) IIB remote
terminal.,

Naval Dental Clinic, Parris Island, South Carollna xmplemented
the Department of the Navy Family Ombudsman Program.

Dental productivity at the Naval Derntal Clinic, Parris Island,
South Carolina was 10% above the same period in FY 83 and 21%
above the WNavy average.

Seymour Johnson AFB Dental Service has established a patient
oriented appointment system. The centralized system allows
for auditing available time on an ongoing basis, easier
rescheduling, increased provider produc-ivity time, and

- decreased patxent backlog.

EXTENT OF INTERSERVICE REGIONALIZATION ACHIEVEMENTS:

L e AT N A TR T AT
el -n e .-. e l. Dy R N ATREN l'.“?!"}!'.‘l'.’ﬁl’-l&t}‘:‘i et e

Womack Army Communxty Hospital participated in "Operation
Urgent Fury"” to Grenada through the provision of medical
personnel in support of deploylng combat troops. This
included the provision of health services to personnel who
were evacuated for combat-sustained injuries.

U.S. Navy Hospital, Roosevelt Roads functioned as the primary
site for the triage and evacuation for all combat casualties
sustained during,'Operation Urgent Fury"™ in Grenada. The
command External Disaster/Mass Casualty Plan was instituted
and successfully implemented. ‘The hospital staff was sub-
sequently augmented by MMART personnel from Naval Hospital,
Bethesda, Maryland. Casualties were received, appropriately
treated and evacuated. Post-action critiques pointed out the.
critical requirement for Mass Casualty Plans that are concise,
current and f’exible.

Army veterxnary support for all services increased in 1983
through the initial performance of Army Food Inspectors at
Camp Lejeune Marine Corps Base and Cherry Point Marine Corps

‘Air Station, additional enlisted support to the Combat Ration

Assembly Plant at Mullins, South Carolina, and Animal Care

Specialist assignments to Myrtle Beach and Seymour Johnson Air
Force Bases. :

InterthSpital and inter-service agreements have been '
established between McDonald U. S. Army Commuaity Hospital and

9-2-
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the U. S. Air Force Hospital, Langley AFB, Virginia. Langley
will be responsible for all obstetrical care on the peninsula,
prxmarlly for active duty, and when available, for dependents

--of .active duty. ©No obstetrical facilities are avaxlab e at

Fort Eustis or Fort Monroe.

Fort Eustis and the Hampton Veteran's Administration are

explorlng the possibility of educational meeting exchange, in
addition to the use of the VA Hospital, Hamptcn, Va. for
Cardiology and Gastroenterology consultations for patients

"from Fort Monroe.

Port Eustis and the hospital at tangley AFB have established
- an integrated orthopedic service with mutual support for

on- -call and weekend duties,.

KDental resource sharing agreements have been established be-

tween Fort Rustis, the Naval Dental Clinic, WNorfolk, Virginia,

~and the Air Force Dental Facility, Langley AFB.

A Memorandum of Support was established between the Branch
Dental Clinic, Yorktown, Virginia and the U.S. Army Dental
Activity, Port Bustis, Virginia. The Army will provide
specialty care to Navy personnel if required. Navy dental
officers ass1gned to the Branch Dental Clinic, Yorktown, will
be included in the after hours, weekend, and holiday duty
rosters of tha Fort Eustis Dental Activity.

A Memorandum of Support was established between Fort Story and
the Branch Dental Clinic, Naval Amphibious Base, Little Creek,
Virginia. The Navy will provide specialty care to Army
personnel stationed at Fort Story. Army dental officers
assigned to Fort Story will be included in the after hours,
weekend, and holzday duty roster at the Branch Dental Clinic,
Little Creek, Virginia.

Air Force Dental Pacility, Langley AFB, provided Oral Surgfcal

‘support to Army personnel from Fort Eustis and Fort Monroe,
- Army dental officers assigned to Fort Morroe are included in

the after hours, weekend, and ‘holiday. duty roster at Langley
AFB. , :

u.S. Army Dental Actxvity, Port Lee, Virginia provided dental
support to Air Porce and Navy personnel stationed at the
Defense General Supply Center (DGSC), Richmond, Virginia,
U.S.M.C. Battalion personnel attached to the Quartermaster
Brigade, Port Lee, Virjinia, and personnel {rom the Army

‘Logistics Management Centet and Logistlcs Center, Port Lee.

Virginia.

- The Naval Hospital,-?brtSmouth, Virginia sponsofed and co~,'

sponsored a number of medical education conferences or

-:symposia which was available to all Services. They included:

%3
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“

" the Yon Symposium on Ur0109y, the Anesthesia Symposium, the
Ophthalmology Symposxum, and the Medxcal;Relxglon Symposium.

- The Naval Hospital, Roosevelt,Roads, Puerto Rico is current-
ly negotiating with the Veteran's Administration Hospital,
San Juan, Puerto Rico, in regard to sharing services in
Nuclear Medicine and Neurosurgery.

- Naval Hospital, Cherry Point, North Carclina is providing
'medical support to both active duty and dependent beneficiary
pop.iations of the Army, Air Force and Coast Guard.

- Memorandum of Agreement for a Tri-Service Pharmacy System has

' been established between the Commander, Naval Medical Command,
Mid-Atlantic Region, Ccmmanding Officer, McDonald Army
Community Hospxtal, .Port Eustis, Virginia, Command1ng Offxcer,
U.S. Army Community Health Clinic, Fort Monroce, Virginia, and
‘the Commandlng offxcer, USAF Regional Bospztal Langley AFB,
Virginia. The System is -now installed in the Pharmac1es of
Langley AFB, Fort. Eustxs, and Fort Monroe.

- Cross-servicing of patient beneficiary populations has veen
established between the Naval Dental Clinic, Charleston,
South Carolina, and the Air PForce Dental Pacility, Charleston
AFB, South Carolina on an ‘as-needed basis.

- Naval Dental Clinic, Norfolk, Virginia has prcvided the

. services of dental repairmen to the Coast Guard Dental
Facility, Elizabeth City, North Carolina, for' the installation
of dental units and chairs. ’

- Naval Dental Clinic, Norfolx, Virginia has provided the
services of dental repairmen to the Coast Guard Reserve Head-
quarters, Yorktown, Virginia for the installation of an
emergency field compressor to keep the facility "on-line”
until a new unit could be‘procured and installed

- Naval Dental Clinic, Roosevelt Roads, Puerrto Rico provides
specialty dental services, consultations, and dental equipment
. dental repair services to U.S. Army Dental Facility, Fort
Buchanan, Puerto Rico, and the Coast Guard Station. Boringquen,
Puerto Rico, as well as re'mburseable supply servxces.

- USAF Hospital, Myrtle Beach, SOuth Carolina has established an’
. agreement with Moncrief Army Hospital to coanduct a monthly
- Orthopedic clinic at the Myrtle Beach AFB Hospital. This has’
‘greatly improved the consultation services available to the
professional staff at Moncrief Army Hospital. This service is
~ also available to Army pe:sonnel from Fort Jackson, South

Carolina.
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PROBLEMS OR CONSTRAINTS ENCOUNTERED:

-

Some members felt that the authority *o issue Certificates of
Non-availability (CNA's) was somewhat restrictive. Example
given was the Do policy of June 1983 which states in essence
that CNA's would be issued for only three reasons: 1) Non-
availability of staff 2) Non-availability of facilities or 3)
Medically inappropriate.

CNA issuance should be available for patients required. tc
travel unreasonable distances. The new 'zip code™ policy
contributes to establishing these excessive distances {as far
as 250 miles).

Continuing shortages in certain specialty areas as Ortnopedics
and Neurosurgery. Also, automated data processing (ADP)
capability. ’

The Grenada Operation pointed out specific problems and short-
falls, e. 9.y lack of adeguate communications and liaison, and
difficulty in identification of casualties due to removal of
personal effects.

COMMITTEE REMARKS AND RECOMMENDATICNS:

The three Services discussed and stressed the importance and
the need to identify and label dependents of active duty
personnel who require specxalized care in terms of assignment
of their sponsor.

The importance of sharing workload reporting information was

discussed and encouraged.

Major emphasis was placed on developing management initiatives.
to, improve ‘productivity. ' Commanders and Commanding Officers
di cussed methodology used at their respective commands.

orandums of Uncerstanding (MOU's),. Intra-Service Support
eements (ISSA's), and other cross-servicing agreements were
uested from all attendecs for forwarding to DoD. -

provisions of social services (Family Advocacy Programs),’
discussed and it was emphasized that medical department
£fs, e.g. social workers, were responsible for immediate
ervention and referral to the Family Service Center.

hodoloqy for the procurement of high-cost medical equipment
cess of $400K) was explained and copies of the Joint
vices Regulation was provided.

ands were encouraged to establish working agreements where
chment area overlaps, especxally in the sharing of- limited-

asgets and resources.
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-

Committee recommended the establishment of "Crisis Teléphone
Directory" that would list numbers for emergency situations.
Numbers to be included would be the State Department (Army,

Navy, and Air Force Casualty Sections), supply points and duty
officers among others.

Tri-Service and Federal cooperation and sharing have been the
theme of this Committee and have been enthusiastically en-
couraged and supported by all attendees.
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Region #8 High Cost Equipment - FY 84

Request from: Womack Army Community Hospital, Fort Braggs, North
Carolina ‘ , :

Equipment: Digital Subtraction Angiography equipment .

Cost: $490,000 S R o

Action: Disapproved .

Reguest from: WNaval Hospital, Camp Lejeune, Worth Carolina
Equipment: Computerized Axial Tomography equipment = -
Cost: $1,190,000 - _ -
Action: Pending ' o
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HEALTH SERVICES INTERSERYICE RESOURCE STUDY ' i

KAISERSLAUTERN MILITARY COMMUNITY

Prépared June 1984




HEALTH SERVICES JOINT INTERSERVICE RESOURCE STUDY GROUP
* KAISERSLAUTERN MILITARY COMMUNITY

A. EXECUTIVE SUMMARY

1. Introduction: During the period November 1983 to April 1984, a study to
‘determine the optimum use of health care resources in the Kaise:rslautern
Military Community was conducted. The study reviewed four outpatient clinics,

: five dental clinics, one hospital and one veterinary unit. Twenty-two sub-

o - N functions were reviewed in the health services area.

1 . 2. Conclusions: A review of the consolidation possibilities in the
. inpatient, outpatient, dental and veterinary areas revealed no alternatives that
| . were more cost effective, more responsive to wartime missions or gave more '
R . -~ strategically placed facilities to provide timely, iife-saving medical care taan

‘the current facility configurations. Staffing patterns for each clinic based on’

R population supported was in line with generally - accepted manpower guidelines

] 3 for each separate major population area within the Kaiserslautern Military

R Community. Consolidation efforts when reviewed moved health care support away
. " from the population supported causing a medically endangeriny situation and

imposed greater transportation demands on the beneficiary population. Facility

PREE renovation costs could not be justified because of the current state of the

P existing clinics and the scarcity of available buildings in the community.

R The committee was unable to resolve the disparity between the wording of the

e A © agreement “USAREUR will operate the Landstuhl Army Medical Center and existing

R - Health and Dental Clinfics in the Kajserslautern area” and the fact that there

- . " are Air Force run medical and dental facili“ies on Ramstein and Sembach Air

SRS Bases. It is assumed that the medical annex to the Creek Swap agreement omitted
LS : this clarification.

3. Recommendations:

LN 't ‘- .O .. ..

o a. Ongofng operations should continua ir the joint use of military
A0 health and medical facilities and services as mandated in DOD Directive 6015.5
A dated 5 February 1981 (TAB A) and the Creek Swap Agreement dated 1 July 2975
A ‘ (TAB B). The agreement should be amended to portray current responsibilities
: for Ramstein/Sembach clinics. ‘ '

y - : ' b. There should be no clusures or consilidation of existing facilities .

, 5 (TAB c')o ) ) ' : v‘ i .

-»-g;‘-f : c. Cbﬁt Savings: (Formalize in current support agreements so that
- savings may be reccgnized.). . : : '

: (1) That support to the Ramstein Health clinic by general surgeons
- g from the USAF Wiesbaden Regional Medical enter {is no longer needed. Adequate
N ~ general surgery staff {s available at Landstuhl to support these referrals in a
?imely)manner. Elimination represents :ravel savings to AF of $1,300 annually
TAB D). ‘ . Co , :
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' (2) That if AF makes an exceptfci. to its recent policy that all AF
health clinics have a specified 1ist of required journals and book sets, $1,000
in one-time savings and $1,500 in recurring arnual costs will be realized by
Ramstein and Sembach clinics each (TAB E). This literature is available from
the Landstuhl medical library and some of the journals pertain to medical
specialties not on staff at the AF clinic.

(3) Eliminate two AF neurosurgical positions identified for
staffing Landstuhl, thus freeing spaces for elsewhere. Cancellation of the
- current memorandum of understanding (MOU) between USAREUR and USAFE will ‘
formalize savings annually to AF of $§145,086 (TAB F). .

- (4) 1f AF does not require Ramstein clinic to hire positions to
support an Exceptional Family Member Program and duplicate services offered by
Landstuhl, annual cost savings of $208,186 in personnel and one-time estfmated
savings of $56,000 in facility renovation will be realized (TAB G).

(5) Family practice physicfans at Ramstein clinic should follow AF
affiliated expectant mothers at the clinic until delivery. Only cases which
sresent potential complications are referred to Landstuhl. When the patient is
admitted an AF physician is called to Landstuhl and performs the delivery.

This procedure allows the AF family practice physician to maintain professional
skills in this area without costly formal or informal refresher training when
they return to the CONUS (TAB H), costing $40,301.

d. Cost Avoidances: (Continue efforts that support avoidances to DOD)

The avoidances shown below are a result of Ramstein Clinic personnel
Jointly sharing in the hospital cormumity workload and supporting Landstuhl in
this effort.

{1° The radiologist at Ramstein clinic currently works sixteen hours
per week approximately forty-seven weeks a year in the Landstuhl radiology
department. The effort supplements the Landstuhl staff and gives the Ramstein
radiologist an opportunity to stay current in all radiological procedures other
than film interpretation. The annual cost avoidance to Landstuhl is $17,737
(TAB I), and the cost of additional training is avoided when the radioIogist
returns to CONUS.

- (2) An internist is assigned to Ramstein-clinic. This person spends
approximately fifty-two man days a year at Landstuhl assisting {n endoscopic
. 'procedures and conducting treadmill testing. This effort is a cost avoidance to
- Landstuhl of $12,224 annually (TAB ). ' . : :

(3) Ramstein has discontinued operation of an emergency room after
normal duty hours, on weekends, and on holidays. Ramstein patients are treated
at the Landstuhl emergency room. Physicians from the Ramstein clinic work 27
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days a month-at the Landstuh) emergency room. The suoport provided to Landstuhl
is costed at $94,158 annually (TAB K).

(4) The o-~al surgeon at Ramstein dental clinic does inpatient surgery
at Landstuhl. This effort supplements the Landstuhl oral surgery staff, and
enables the Ramstein oral surgeon to maintain current proficiency of his
surgical skills. In addition, this oral surgeon rotates on-call status with the
Landstuhl oral surgeons. The support represents a cost a-oidance to the
Landstuhl oral surgery staff of $19,950 annually (TAB L).

e. Areas ﬂhere No Changes Are Recommended:

(1) The availability of one inpatient facility in the Kaiserslautern
Military Community is adequate. Landstuhl Army Regional Medical Center has an
. operating bed capacity of 253 beds and serves as the major inpatient specialty

referral center for Europe, Africa and the Middle East (TAB M).

(2) . Physical Therapy capability is available on a limited outpatient
basis at Ramstein clinic and on a broad, specialized basis including burn
rehabilitation at Landstunl. The review indicated the services at both
locations were working optimally and in a coordinated manner (TAB'N).

(3) A review of DOD Directive 6015.5 designating the Armv as the DOD
- executive agent for Veterinary services revealed no reasons for nny recommended
changes (TAB 0) ‘

(4) A‘review of the food and sanitation inspection ongoing by'both the
Army and Air Force revealed no gaps in service, no duplication of effort or no
reason for consolidating services (TAB P).

(5) After hours emergency dental care is available at Ramstein,
Sembach and Landstuhl by cn-call personnel. Because of the infrequent need for .
thesz services (less than one a day at each location), the fact that the
dentists work the following day without compensatory time and the cnnvenience
population, no significant savings can be realized by consolidation (TAB Q).

(6) Professional development resources are being utilized in an

- optimally efficient manner. Schedules of meetings, seminars and symposiums are
sent to each clinic and prevent duplication of needed efforts for commonly
needed required or desired professional topics of mutual interest (TAB R). -

, (7) The need for an Air Force liafson at Landstuhl Army Regional

Medical Center was reviewed and found to be fully justified based on the service -
rendered to a widely dispersed Air Force active duty population that is treated
at Landstuhl (TAB S) ,

(8) A review of the medical logistics system indicated no justification

- for consolidation because of wartime missions and incompatible automated :
systems. However, the review of these separate systems oparating in a peacetime
environment may be justified at the DOD level (TAB T,
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(9) The ability for all health facilities to communicate with each
other did exist; however, there is only one mode of communfcations (dial
telephone) between Sembach and Landstuhl. Ramstein and Landstuhl have dial
phone, radio and direct 1ine access to each other. It was also felt by the
committee that a central dispatch system handling not only medical but also fire
and police should be explored; however, recent adverse stateside publicity over
this type of arrangement must be carefully considered if any change to tne
decentralized current method is tried (TAB U).

(10) The Community Health Nursing responsibilities of the Kaiserslautern
Military Community are being mét but not with the resources required. The Afr
Force does not have this capability in this community. The Army has been
disallowed use of the Air Force population figures by the USAREUR Manpower
survey. team and cannot obtain proper staffing without. A request to obtain
relief from this situation was forwarded to 7th Medical Command on 13 November
1983. Resolution is currently being attempted by 7th Medical Command between

USAFE and the USAREUR Manpower survey team byt the problem is currentIy
unresolved (TAB V). -

. (11) Each outpatient medical treatment facflity requires time responsive
clinical laboratory support to provide routine care. The cuvrent distribution
of laboratory support within the Kaiserslautern Military Community meets this
requireinent. The 2axisting system does triage patients to insure that laboratory
specimens are processed at the facility that has the capability to perform the
test. The planned electronic communication of test results from the 2d General
Hospital to the outlying Army clinics will improve the quality of care rendered
at these facilities. The clinical laboratories at Ramstein and Sembach provide
timely and responsive services to their medical staffs within their

- capabilities. The referral workload for Ramstein is minimal. Although the

veferral workload for Sembach is considerably more, the majority of this
workload is kept within the Kaiserslautern community at 10th Medical Lab.
Replacement of existing lab equipment due to normal programmed replacement -

cycles with state of the art equipment could recapture some of this referral
workload (TAB H) v

f. Recommended Change with No Identifiable Dollar Savings.

(1) A review of the ambulance coverage by the health facilities in the

* Kaiserslautern Mil§ tary Community was made and recommended changes were made to

provide quicker response time within the community. Boundaries were drawn
beyond which it is more medically appropriate for patients to call the German
Red Cross ambulances. The geographical areas of support for all health clinics:
were agreed upon. The information on ambulance support should be pub1icized in
community newspapers and made available to all eligible benefic1aries n the -
Kaiserslautern Military Community at a later date (TAB X).

(2) The current method of disposing of contaminated waste 1s no longer
feasible. Three alternatives were examined: "first, upgrade of the incinerator.
at LARMC; second, purchase of autoclaves so all clinics can neutralize their
contaminated waste; third, contracting disposal service to a company

- 10=6




specia]izin§ in biohazardous waste eIimination. The third alternative is the
most attractive and will cost the government about $54,000 a year (Tab Y).

C. FACTS

a. The greater Kaiserslautern Military Community comprises an area of
approximately 750 square miles having an eligible teneficiary population of
approximately 63,000 active duty, dependent, retired and DOD civilian personnel.
High densities of this population are located in Ramstein, Vogelweh, Landstuhl,
Kaiserslautern and Sembach (Table 1). Each of these major population
concentrations has both outpatient and dental capability available. The average
monthly outpatient medical clinic workload alone exceeds 42,000 visits (Table 2)
some of whom come from outside the catchment area of the above population for
treatment. The only DOD fnpatient capability is located at Landstuhl at the
Landstuhl Army Regional Medical Center. This facility is the major medical
referral center for all of Europe, Africa and the Middle East. At any given
ﬁmei o;sr half of the beds are occupied by active duty service members

able 3). ‘

b. All facilities studied had both peacetime and wartime missfons. The two
Afr Bases also have operatfonal fiight lines which have required medical
support. The Kaiserslautern Miiftary Community is said to have the single
largest concentrations of American citizens in one place outside the boundaries
of the Continental United States. It does not lend itself well to facility
consolidations while at the same time providing timely medical care to the
resident eligible beneficiary population in this large geographical area without
1?cr$asing risks in providing quality health care or performing wartime
missions. -

¢. A1l DOD medical treatment facilities located in.close proximity to each
other ae required to make a constant effort to insure maximum utilization of
medical resources. This mandate is found in DOD Directive 6015.5, dated
S February 1981, subject: Joint Use of Military Health and Medical Facilities

‘and Services. Additionally, i{n the Kaiserslautern Military Community, the

joint-service medica2l responsibilities are outlined in the medical annex to the
Creek Swap Agreement, dated 1 Jul 75.

D. ASSUMPTIONS }
1. The benefictary populatfon is stable despite short term losses.

2. There are no major geographical or demographic shifts in benéfidiaiy
population that would cause existing clinics to close. ‘

E. ALTERNATIVES
1. Retain the current configuration of activities and facilitfes.

2. Consolidate possipie outpatient, dental, and veterinary areas.

.
10-7 .
. X e e el lte B, %y My o® e TN e te The e % e ~.-.'0. cq .ty e R e S R AT . ! NICRF RN I R SR
}:"-."i"'-.-‘.":"l' N N ARG R R 2 O SR T O AR L TR TR VA I Y S P
. PP abt2 :




F. DISCUSSION OF ALTERNATIVES

1. The status quo is the more cost effective arrangement, and is more
responsive to wartime missions. Furthermore, it provides timely, life-saving
medical care. The clinics are ideally located in close approximation to
eligible beneficiary concentrations. In addition to day-to-day health care
operations, the war-time roles of these organizations must also be reviewed and
practiced during the year to insure combat readiness.

2. No arcas considered for possible consolidation of activities/facilities
were found to be more cost effective. Health care support would be moved away
from the population supported causing a medically endangering situation and
‘imposing greater transportation demands on the population. Consolidation would
require major facility renovation which would not be cost effective. The only
facility with potential to expand is Sembach AB. Consolidating there would move
health care availability from the large population areas in Kaiserslautern,
Ramstain, and Vogelweh {13 miles) requiring family medical care.

‘ TABLE 1
ESTIMATED POPULATION SERVED :
(Average Monthly Strength of Organizations
Provided Primary Health Care, Apr-Jun 83)

Active » Family

Duty Member Other Totals
USAF Facilities
Ramstein . 9,915 16,855 6,500 33,270

Sembach 2,700 .. 4,050 43 6,793

US Army Faciiities

Kleber Kaserne

(East K'lautern): 5,235 0 0 5,235

Vogelweh . 843 10,200 2,800 ' 13,88: |
~ Landstunl 2,038 1,587 688 4,313

Totals 20,73 32,692 .- 10,00 63,454

$ourcé$ AF clinfics - Report of Patients (RCS: HAFSGS (M) 7118)
Army ¢linics - Medical Summary ‘Report (RCS: MED-302)
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" TABLE 2
OUTPATIENT MEDICAL CLINIC WORKLOAD
(Average Monthly Clinic Visits, Apr=Jun 83)

Active Family .

_Duty Member Other  Totals
USAF Facilities
Ramstein 5,320 5,648 394 11,362
Sembach 1,713 1,485 . 91 3,280

US Army Facitities

Kleber Kaserne

(East K'lautern) - 1,656 0 0 1,656
Yogelweh L 2,9m 302 4,350
Landstuh! 10,419 9,143 1,901 21,463
Totals . 20,179 19,253 2,688 42,120

" Source: AF clinics - Report of Patients (RCS: HAFSGS (M) 7118)
Army clinics - Medical Summary Report (RCS: MED-302)

TABLE 3
INPATIENT WORKLOAD
(Daily Average Hospital Beds Occupied, Apr-Jun 83)

Active Family

Duty Member Other: A Totals -
US Army Facility |
Landstuhi R 17 A ' I 18 - 205

Source: LARMC Command Pe:formance Summary 3rd quartey FY 83.

-----
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Appendix 11
Minutes of the Tri-Service Committee
on Quality Assurance
26 July 1984
18 October 1984




OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE

WASHINGTON, D.C. 20301

" 1 AUG 1984

HEALTH AFFAIRS

MEMORANDUM FOR THE TRI-SERVICE COMMITTEE ON QUALITY ASSURANCE

SUBJECT: Minutes of the Tri-Service Committee on Quality
Assurance

1. The Commlttee mec at 1330 hours on 26 July 1984 in Room 1Bé657,
the Pentagon.,

2. The following individuals were present:

a. Committee Members:
Dr. Jarrett Clinton
LTC Phil Velthuis
LTC Nancy Adams
COL Graham Beard
CAPT John Babka
COL Frank Zimme;man

‘Guests.
LCOR Brian Gooch

'3, 0ld Business: ' Minutes from the prevzous meeting (28 June |
were approved.

4, New Business:

o . b i

a.  Changes to the Credentials Directive that were received
from the coordinating offices were discussed. | A copy
of the directive with the propdsed changes was given to
each member. The changes were accepted as written :
except for the following: ‘

l. Under policy the statement concerning not |granting
privileges beyond those that could be supported by the
‘MTF or DTF was moved to page 5 at the end of paragraph
" d. , _

‘2. On page & lt was agreed to delete Independent

Duty Technicians and Submarine Corpsmen from the list
of health.care providers requiring credentials. The

.1listing of duties for these groups and the required
evaluation for renewal of their patient care diagnosis .
and treatment responsibilities will be further
elaborated in a forthcoming change to DoDD 8025.2,
Nonpnysician Health Care Providers.
’ 11-1 '
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b.

Or. Clinton discussed the decision made by the Defense
Health Council (DHC) regarding the use of Occurrence
Screening. The DHC decided to replace the reporting of

‘complications rates required under DoDD 6025.1 with

occurrence screening data. Each occurrence has an
effective acceptable frequency or rate of 0% (i.e. if
it happens it wiil be reported and a review

initiated). It was agreed, therefore, that the
occurrence screening approach was in compliance with
the directive which requires the establishment of norms
or rates for complications., The format for reporting
the data will be decided at the next meeting of the
Tri-Service QA Committee. '

The concept of credentialing interns, residents, and
fellows was briefly discussed. It was agreed that

_since these individuals are in training programs it was

not appropriatc to credential them as independent
providers. A separate process to be monitored by the

. graduate education and training committee was decided

té be the proper mechanism to monitor the activities
and performance of medical and dental interns,
residents, and fellows. The Credentials Directive was
annotated to reflect this. Under Section D, Policy,
this sentence was added: "Medical and dental interns,
residents, and fellows are not credentialed since they
are in training programs. However, a process for
granting clinical privileges and profiling professional’
and clinical activities comparable to that required of
physicians and dentists under this directive shall be
establishad by each Military Department, applied to
these providers and administered by the MTF ‘or DTF

 graduate education and training committee."”

Recommendations Ferding: Develop format fdr feporting of the
occurrence screening Jdata. - B '

The meeting was adjourned at 1530 hours."The date for thé
next meeting is 9 August 1984, at 1000 hours in room 1Bé57.

'f 7 ?q—a¢y7<:;2¢:2¢“hv~ﬁ—t)
Nancy R, Adams : '
LiC, ANC, USA
Senior. Policy Analyst :
Quality Assurance & Education
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OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE

WASHINGTON. D.C. 2G30G!

4 December 1984

HEALTH AFFAIRS

MEMORANDUM FOR THE TRI-SERVICE COMMITTEE ON QUALITY ASSURANCE

SUBJECT: Minutes of the Tri-Service Committee on Quality | \
Assurance ‘

1. The Committee met at 1300 hours on 18 October 1984 in Room :

501016, the Pentagon. .

2. 'The following individdals were present:

a. Committee Members:

Capt John Babka ~ Navy/SG ' N 1
Col Graham Beard DASG/PSQ : !
Capt Ed Blount ‘ 0ASD/PA&QA
LTC Phil Velthuis " DASD/PA&QA

b. Alternates:

Capt Kevin 0'Shea ‘AF/SG(sitting for absent member Col
_ Frank Zimmerman) '

3, .Old Business:

1 : " LTC Velthuis aovised the Committee members that effective
- with the minutes frcm this current meeting, there would no longer
- be the formal requiremen% for the members to endorse a copy of
the Committee minutes back to the Chairman. Rather, the members
would be expected to present any comments or corrections to the
minutes of a given‘meeting, to the Chairman, no later than the
day of the Committee's next meeting. Any comments not provided
by that time would not ‘be able to be considered.

4, New Business:_

a; LTC velthuis 1ntroduced’Captain Ed Blount, USN, MC, a new
staff member in OASD/PA&QA and a new member of the Committee.

b. LTC velthuis passed out copies of comments received from
the Services on the latest draft of the proposed DoD Directive on
Credentialing. He proceeded to lead the Committee through a
discussion of each of the points that had been raised by the
Services, relating the proposed handling of each issue/comment
based on a prior discussion of these items by the Health Affairs’
quality assurance staff., The specific items discussed and their
resolution are as follows:




(1) 1In response to each of the Service's comment that
the Provider Profile contains items which are too difficult to
gather without the help of an automated system, and that
phasing-in the Profile requirement should be considered,  the

Committee agreed to a 3-phased implementatlon of the Provider
Profile requirement, as follows:

Phase I, to be effective at date of,the‘Directive's
issue, to include the reporting elements of Number of inpatients
discharged, Number of deaths, Number of surgical patients with
normal tissue, Number of malpractice claims filed, Number of
validated occurrence screening variations by type, and the Number
of continuing education credits.:

Phase Ii, to be effective the lst quarter of FY
1986, adding the Number of transfusion variations, Number of

medical tecord deficiencies, and the Number of medical record
delinqguencies.

Phase 111, to be effective the 3rd quarter of FY
.1986, adding the Number and type of procedures performed, Number

of drug utilization variations, and the Number of validated
patient complaints.

The phasing of the provider profiling requirement will be
stipulated in the Credentialing Directive. (The Navy committee
member indicated that the Navy continues to prefer that none of
the Provider Profile data collection requirements be mandated
before the implementation of the complete automated system.)

(2) Responding to an Army suggestion, the scope of the

Directive was expanded to include Foreign Natianal Hire civilian
personnel.

(3) The Army comment, . that reporting a provider's
training in cargiopulmonary resusitation (CPR), advanced cardiac
life support (ACLS) and advanced trauma life support
(ATLS),should be deleted since these training courses do rot
,represent continuing medical education; was dismissed as a
misreading of the language of the proposed Directive. The’
wording in the proposed Directive does not attempt to include
these training requirements within the context of continuing.

education. They are to be part of the provider s profile .simply
to show currency in, trauma care.

(4). The army comment, that additional definitions be
included in the proposed Directive to clarify specific items
being reported in the Provider Profile, would, it was felt, be
unnecessarily detailed for a policy directive.  Should
amplification or clarification of some specifi requirements be
needed subsequent to issuance of the Directive,. tnese could be
addresscd by Healtn Affairs in a memo rormat.

114

. -t = . -
-
..............

DI P P IS I I R A T

PR - et et et v S .’.."'.
e taaat RS K . . .
B R NN . \. AN \. .,._..-,.., ......... R I



(5) The Air Force comment, that the word "validated"
should be eliminated from Provider Profile data elements, was
dismissed as not in the best interests of the individual provider
or the Department of Defense and that variations in patient care
should only be entered into the provider's permanent credentials
file after they have been reviewed and validated as being or not
being provider attributable by a peer review functionary. The
Committee felt that the Air Force concern over the subjectivity
of such data is lessened by the fact that the raw or unreviewed
provider data will be collected and available for examination
under the forthcoming computerized quality assurance support
system, - :

(6). Responding to an Air Force comment that the
requirement for original or authenticated precredentialing
documents be tempered by adding the words "if applicable", the
Committee chose instead to address the specific nature of the Air
Force comment by altering the precredentialing requirement for
"Continuiny education” to "Certified continuing education."” This
will eliminate the need for and confusion over normally
undocumented Category II, III, and IV continuing medical
education. '

' (7) The Air Force comment, that MTF and DTF commanders
be allowed to designate an alternate person in the MTF or DTF as
the person with the authority to grant clinical privileges, was
dismissed on the basis that the current wording in Section E of
the proposed Directive has enough implied flexibility to allow
the MTF or DTF commander to delegate this duty in the case of .
temporary privileges. Also, retaining the present wording makes
clear the DoD policy that the MTF or OTF commander is held
accountable for the clinical privileges that are authorized to
providers practicing within his or her facility.

- (8) The Committee agreed with the Air Force request
that the category of credentialing designated as "Conditional,
Privileges® in the proposed Directive be changed to "Provisional
Privileges". However, based on a Navy comment suggesting
elimination of the provisional privileges category, in subsequent
discussions between the HA Quality Assurance staff and the _
Committee members, it was agreed to collapse the three categories
of privileges in the proposed Directive into two categories,
since there seemed to be a degree of redundancy between the
temporary and provisional categories. That is, the categories of
clinical privileges grantable will be defined as either Temporary
Privileges or Full Privileges, Provisional Privileges having been
subsumed within the Temporary Privileges category. (The Navy
Committee memter indicated that Navy continues in its position
‘that standardization of privileging categories across the

Services has no particular merit.)
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(9) The Committee agreed with the Air Force request to
drop the Precredentialing requirement for a letter of
recommendation from a peer of the prov1der seeking entry into the
DoD system.

(10) Responding to the Air Force request toc drop the
Precredentialing requirement that each inccming provider be
interviewed by an officer of the same corps and same specialty,
the Committee decided that the current wording in the proposed
Directive, which only indicates a preference, not a requirement,
for an interview by an officer of the same corps and specialty;
provides sufficient flexlbzlity in cases where this is not
practical.

(11) Responding to a Navy comment that the Provider
Profile was not appropriate for shipboard or field Marine Corps
providers because they are not involved in the same type of
activities as a hospital-based provider, the Committee decided to
aad the words ", . .to the extent that such activities are ‘
performed or required", to give necessary flexibility to the
requirement that all providers must have such profile data
maintained on them.

(12) Responding to the Navy comment that clinical
"prlvileges" cannot be granted to providers in training, i.e.,
interns, residents and fellows, the Committee agreed to change
the wording of paragraph D. Policy, as follows: "However, a
process for defining, profiling and evaluating professional and
'‘clinical activities equivalent to that required of physicians and
dentists under this Directive shall be applied to these providers
and administered by the MTF or DTF graduate education and '
training committee.”™

5. Based on discussions between the HA Quality Assurance staf?f
and th~ Service QA Directors on 2 November 1984, it was jointly
agreed to add the following language to the Precredentiallng
section of the proposed Directive: "written verification or
telephonic verification from the issuing source or professional’
clearinghouse, with documentation of the result of such .
verification, shall be requested for the following documents:
(a) qualifying degree (including diploma), (b) board
certification, (c¢) ECFMG certification, and (d) registration/ _
licensure."”, This acdresses the growing concern nationally that
fraudulent medical credentials are too easily obtainable and that
00D would be remiss not to require written or telephonic
-verificatior. from the issuing office. A
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6. The HA Quality Assurance office will revise the proposed
Directive on Credentialing based on the Service comments and the
Committee's discussion, preparatory to Dr. Mayer's final
coordination and his recommendation to the Secretary nf Defense
for signature. ’ .

7. The meeting adjourned at approximately 1500 hours. There was
no meeting in November due t3 the Emergency Services Conference
and the Thanksgiving holidays. The next meeting will be at 1000
hours, 13 December 1984, Room 1B657, the Pentagon.

cy Analyst
Quality Assurance
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Joint Medical Training
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SGPE-ED
11 Mar 85

INFORMATION PAPER

SUBJECT: B1-serv1ce/Tr1-serv1ce Course Conducted by the Army Medical
Department (AMEDD) .

1. Purpose. To provide information on the Bi-service and Tri-service courses

- conducted by the AMEDD under the Interservice Training Review Organization
(ITRO) and to provide information on the conduct of each course during
mobilization.

2. Facts. '
At Enclosure 1 is a listing of all enlisted Bi-service zand/or Tri-service

courses conducted by the AMEDD. Also included is a proposal which identifies
those courses to be taught during the first 180 days of wobilization.

1 Encl

CPT(P) Stieneker/50928
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FACT SHEET-

HSHA-1TO
4 Jan 85

SUBJECT{ Training of Other Services in AMEDD Courses

ISSUE. The Academy of Health Sciences trains members of the Air Force,
Navy, Coast Guard, and Marines in a variety of AMEDD forma! courses. This
fact sheet provides statistizs on other service training.

" FACTS.

1. In FY 84, approximately 10% of the Academy of Health Sciences (AHS)
student load was comprised of other services. Over 2,700 individuals were:
trained in formal AMEDD numbered courses. In FY 85, close to 2,800 students
from other services are scheduled to attend Army Medical Training. Enclosure 1
provides a course by service breakout of the training. Enclosure 2 provides a
‘brief description of the courses extracted from DA PAM 351-4, US Army Formal
Schools Catalog. _

2. Army Medical Students also participate in training conducted by the HNavy.
Participation of Army students is coordinated by Army Medical Department
Personnel Support Agency (AMEDDPERSA). Enclosure 3 provides information on
the Navy training. , '

3. In order to assist in the training of other services, 46 Navy instructors |
and 36 Air Force instructors are assigned to the Academy of Health Sciences.

4. The Combat Casualty Care Course (6A-C4) trains the largest number of
other services and has the majority of other service intructors. The 6A-C4
course is offering an additional version to the physician training in FY 85,
The new course, 6A-C4A, will train potential commanders and service chiefs
of corps level deployed hospitals. - o '
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FY 85 (Programmed)

NUMBER IN COURSE -

nfg

COURSE NO. COURSE_TITLE AF ] nwv] co | mc |71
300-F4 Allergy/Clinical Immunology Specialist 30
300-91v10 .2spiratory Specialiut 27 '
300-91Y10 Eye Specialist | 1
301-91D10 Operating Room Specialist g' 4
302-91F10 Psychiatric Specialist 156 ; 154
302-91610 Behavioral Science Specialist 70 i 12
-+ 303-91J10 Physical Therapy Specialist 56 é |

303-91L10 Occupational Therapy 10 ; . 1
311-92B10 Medical Laboratory Specialist (Basic) 285 1 6 25
1311-92830 Medical Laboratory Specialist (Advanced) 1
311-92€20 Cytology Specialist 6 |
312-91Q10 Pharmacy Specialist | 6
313-91P10 X-Ray Specialist - i , 6
321-91R10 Veterinary‘Specialist (Basic) 300 . 12
321-91R20 Veterinary Specialist (Advanced)’ % E 6
322-91810 k Environmental Hgalth Specia]ist' g ‘ fl'll
4B-¥Z/198-35G10 : Biomedica1 Equipment Specialist (Basic) . 80 3
48-F4/]98-F4'  Advanced Digital Theory | i 18

. 4B-F5/198-F5 | Polyphase X-Ray Systems g N
48-F6/198-F6 BRH Compliance Testing l 9

28-F7/196-F7 | Microprocessors 6

- 4B-FB/198-F8 Closed Circuit Television 9
4B-202A/198-35U20 | Biomedical Equipment Specialist (Advanced) . a5 | 2

6A-C4 Combat asualty Care | g0 | 800 | 1608
ENCL 1




COURSE NO.

FY 85 (cont)

NUMBER IN COURSE

COURSE_TITLE AF] NV | c6. | MC
6H-F17 Laser Microwave Hazards 15 2
6H-F18/323-F18  Medical X-Ray Survey Techniques 2 |
|
6H-F20 Occupatiunal Medicine 1 1
6H-F22 Prevention & Control of Hospital b6
Associated Infections (Basic) | o
6H-F23 Tropical Medicine 1 4
6H-F25/323-F25  Medical Management of Chemical Casualties 5| 12
6H-67A US Army/Baylor University Program in 2 5
: Health Care Administration
totas | 1240 | 1492 | 33 | 30
i
2
ENCL 1 (cont)
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Number
B-300-0018
B-300-0029

B-302-0043 .
8-311-0016

ENCL 3
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FACT SHEET

Clinical Nuclear Medicine Tech. 16w
© " (Phase 1)

91K MOS (Bethesda)

HSHA-1ITO
- 4 Jan 85
ARMY INPUT INTO NAVY COURSES
Title | Length ASI  Location
Cardiopulmonary Technician _52& Y6 (Bethesda)
Dermatologist Technician 12w D2 (San Diego)
Electro-encephalography Tech ;:26w T6 (Bethesda)
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