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Section 733 Update:
Report of the Working Group on
Sustainment Base and Training

Introduction

The purpose of thisreport isto identify the number of military physcians required on active duty
beyond those needed to support wartime operations. The military maintains more physiciansin the
active component than wartime missons require, for severa reasons. One of the most important isthe
need to saff medicd facilities that serve military populations posted in locations with very limited or no
accessto civilian hedth facilities. Examplesinclude operating locations overseas and some extremely
remote sites in the continental United States (CONUS). This * peacetime operationd requirement,”
added to the wartime estimate, yields a sum that generates two additiona sustainment requirements.
Thefirg isapopulation to and from which operationdly-based physicians will normaly rotate (known
asthe“rotation basg’). The second isatraining pipeline to feed the sum of dl these requirements
(wartime, peacetime operational, and rotation base).

This report summarizes the results of atwo-year effort by the Working Group on Sustainment
Base and Training. The group was one of three teams formed to update estimates of physician
requirements published in the 1994 * Section 733" study. Therevised estimates were caled for in an
August 1995 Program Decison Memorandum (PDM) issued by the Deputy Secretary of Defense. The
follow-on assessment was commissioned in an effort to gauge the effects on physician end-strength
requirements of changesin U.S. force levels and planning scenarios that had occurred since the Section
733 study was conducted.

The working group took as a given the number of physicians required for two mgor regiona
conflicts (MRCs) occurring nearly Smultaneoudy. Reestimating the wartime requirement was the task
of another working group. The question addressed by the Sustainment and Training Working Group
was. For each physcian required in wartime, how many more must be employed in peacetime? The
supplementa requirement is referred to here as the “ sustainment and training base.”

This report focuses primarily on medica personnel in the active component. 1t does so
because, in contrast with sustainment and training (S& T) programs of the active component, the
sustainment and training of reserve component medical personnel generally does not impose additiond
requirements for active-duty billets.

Inassessing S& T requirements, the working group organized active-duty physicians into five categories.
Those committed to care for the beneficiary population abroad (OCONUS).

UNCLASSIFIED 1



UNCLASSIFIED

Those committed to care for the beneficiary population in medically isolated areas of the
continental United States (ICONUS), where competent civilian care givers areimpossible
to attract regardless of economic considerations.

Those physicians needed to meet mobilization requirements beyond primary platform
manning and categories dready mentioned, including casudty replacements, certain research
and development (R& D) personnel, and residua personnel needed to offset the small
percentage of the active-duty medica force that would temporarily be unavailable for
deployment for medica or adminigtrative reasons.

Those physicians required beyond mobilization to serve as a peacetime “rotation base” for
like personnel assigned to OCONUS, ICONUS, or operationd hillets.

A suffident number of physciansin education and training pipdinesto maintain afully
trained medical force that meets the above requirements.

At the request of the Air
Force, two additiond categories of
physcdans¥z command and control
and community hedth
physcans¥z were considered by the
working group. As discussed below,
the group was able to reach
consensus on dl but one
category¥s community hedth
physicians.

The working group aso was
charged with determining the number
and sze of military trestment facilities
(MTFs) needed to care for combat
and related casudties and for those
peacetime beneficiaries who, by
policy, must be trested in MTFs. In
addition, the working group evauated
the Sze of the MTF establishment

Are There Enough Uniformed Medical Personnel
to Care for U.S. Service Members¥ In Peacetime
and War?

Health care for military personnel is an integral part of
readiness. Because readiness may require judgments about the
appropriate treatment of cases in a military ewvironment, and
because it requires judgments about service members’ fithess
for duty, care for military personnel on active duty is usually
provided by uniformed medical personnel.

In peacetime, physicians who are earmarked to deploy with
field hospitals or who are attached to military units are available,
in ample numbers, to provide this care to the active-duty force.
(Such care accounted for approximately 20 percent of the
workload at DoD medical facilities in 1994.)

In the event of two nearly simultaneous regional conflicts,
medical personnel attached to units remaining in CONUS,
reservists brought on active duty to provide casualty care, and
other reserve component physicians would be available in
sufficient numbers to continue the provision of care for non-
deploying military members.

needed to support training requirements for the military medicd corps. The last section of this report
discusses the 9zing of the medica plant and the factors that influence plant size.

UNCLASSIFIED 2



UNCLASSIFIED

OCONUS Facilities

The military departments operate a variety of medical facilities outside the United States. These
hospitd's and clinics serve military personnel stationed abroad and their dependents. The larger of these
facilities also provide a degree of “forward deployed” medical capability that complements the care
offered by deployable medicd systems. Thus, fixed OCONUS facilities have missons both in
peacetime and during wartime mobilizations.

Medical personnel stationed abroad are periodicaly rotated back to the United States for duty
in CONUS medicd facilities. Such rotations provide these individuas an opportunity to maintain ther
skills, while satisfying the desire expressed by many to live and raise their familiesin the United States.
The derivation of rotation requirementsis discussed in alater section of thisreport. Theissues
addressed here ded solely with the staffing requirements of OCONUS facilities.

The working group used a three-step approach to determine requirements for active-duty
physicians generated by OCONUS hospitas. First, OCONUS facilities were identified and their
personnel counted.  Second, the staffing needs of OCONUS facilities for active-duty military physicians
were evduated. (The dternative to using military physciansisto employ U.S. or foreign civilians)
Third, the resulting saffing levels were adjusted for the mobilization mission (i.e., personnel essentia to
wartime operations were excluded to prevent double counting). This procedure resulted in a consensus
edimate of the number of active-duty physicians required by OCONUS hospitals, beyond those
individuas directly supporting wartime mohbilization requirements.

| dentifying OCONUS Facilities. The working group defined OCONUS medicd facilities as
hospitas and clinics operated by the U.S. military in foreign countries or in U.S. territories outside the
fifty sates. Indl, some 1,300 physicians¥s or about 10 percent of DoD’ s active-duty physician end-
strength? are stationed at these locations (see Table 1).

Table 1.
OCONUS MTF Physicians
Military
Department | Physicians
Army 527
Navy 379
Air Force 419
Total 1,325

Note: The figures in this and subsequent tables reflect FY
1995 totals. The tables continue to provide a reasonable
construct of medical requirements.
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Active-Duty vs. Civilian Staffing at OCONUS Facilities. Not al physiciansat OCONUS
hospitals are members of the military. The Army, in particular, Saffs a Sgnificant proportion of its
European medicd billets with civilians. These personnd are concentrated in Germany; smadler numbers
of civilian phydcians serve in Army medicd facilitiesin Koreaand Jagpan. The Navy and the Air Force
employ few civilian physicians aoroad.

Table 2.
Civilian Physician Staffing at
OCONUS MTFs

Military
Department

Civilian
Physicians

Army

93

Navy

2

Air Force

8

Total

103

Employing civilian physcians in OCONUS hospitds offers important advantages for the
military. By using civilians to augment active-duty medical personnel oversess, the sarvices are able to
limit the Sze of the rotation bases and training tails that they must maintain in the United States. (Hiring
one civilian may actudly reduce active-duty manpower needs by severd dots, sSince there is no need to
train replacements or to maintain billets a8 CONUS facilities into which to rotate personnel returning
from overseas duty.) It isnot possibleto employ civilians at dl OCONUS hospitd's, however. Some
fecilities are located in areas where civilian personnd may not wish to serve or where local medica
practices differ radicaly from American sandards. Additiondly, legd or treaty condtraints (such as
country-to-country Status of Forces Agreements) may affect the ability of military facilitiesto hire
cvilians without going through the host nation.

After consdering these factors, the working group concluded that the Army’s successin
employing avilian physdansin Germany would be difficult¥ if not impossble¥a to replicate elsawhere.
For that reason, the group chose to use existing MTF gaffing patterns as the standard in estimating
manpower requirements at OCONUS hospitals.

Mobilization Implications for OCONUS Staffing Requirements. The working group
consdered the possibility that OCONUS medica facilities might have additiona personnel requirements
during mobilization. In particular, those OCONUS facilities that either contribute personne to wartime
operations or trest combat casualties might experience an increase in saffing needs as aresult of a
mobilization.

Some OCONUS facilities have deployable units embedded in them. (During peacetime, for
example, the Wurzburg Army Community Hospital in Germany indludes personnd attached to the 67™
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Combat Support Hospital.) The numbers involved are presented in the table below (Table 3), which
divides the totd OCONUS staffing requirement into two parts. peacetime physcians who would
deploy in wartime and those who would not. The physicians who would deploy are counted as part of
the wartime requirement. Hence, absent other considerations, the number of physicians who deploy
should be deducted from the active-duty OCONUS total to arrive a the number that must be included
in the peacetime sustainment and training base.

There may be other consderations, however. Firgt, the fact that some physicians may deploy
raises the question of whether or not there is awartime staffing requirement in OCONUS facilities for
which provision should be made. Upon reviewing the evidence, the working group concluded that an
expandon of the hospitd staffs was not warranted because, in most instances, those military units served
by the facilitiesin question would aso deploy in amobilization, reducing the prospective patient poolsin
tandem with the decrease in physician gaffing.

Second, the working group recognized a sSimilar Stuation with respect to OCONUS medical
facilities designated to trest combat casuatiesin wartime. Although combat-related casel oads would be
additive to the routine workloads of these hospitals, medical personnel assigned to treat casudties are
captured in the calculations of wartime requirements. Therefore, projected wartime casdloads at these
facilities were assumed to generate no additiona sustainment base or training requirements. Likewise
for OCONUS facilities located outside conflict theaters, existing staff levels were judged by the working
group to be adequate to handle routine casdoads during a mobilization.

In sum, based on its review, the working group identified no additiond requirements for
physiciansin OCONUS facilities during mobilizations. Table 3 shows the OCONUS physician billets
required by the military departments for mobilizations and for routine peacetime casdloads. The sum of
the two isthe tota active-duty physician requirement for OCONUS MTFs.

Table 3.
Active-Duty Physician Staffing at OCONUS MTFs

Military Peacetime Mobilization | Peacetime
Department Staffing Billets Increment
Army 434 85 349
Navy 377 0 377
Air Force 411 142 269
Total 1,222 227 995
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Isolated CONUS (ICONUS) Facilities

The working group aso addressed a CONUS analogue to OCONUS fecilities¥a fadlities within
the United States that are sufficiently small and isolated to require staffing by active-duty medical
personnel. Such facilities dso require speciad consideration for the rotation of personnd. The working
group consdered nine facilities identified by the military medica departments as meeting the ICONUS
criteria defined above. One was an Army hospitd; two were Navy hospitals; and six were Air Force
fecilities. Most of these hospitals and clinics are small.

The working group adopted “medicd isolation” as the standard by which to judge the isolation
of the facilities nominated. A medically isolated facility was defined as one in which there was no
practical dternative for providing medical care to service members and their dependents other than the
use of active component medica personnd. Under this criterion, it was not sufficient that a base be
located at aremote or isolated site% many DoD facilitiesarein rura aress, and particularly in the
western United States, these can be along way from mgor cities.

Medicd isolation, in this case, renders moot any discussion of amilitary requirement, as might
be considered when evaluating operationd requirements. the designation of afacility asisolated rests on
its ability to attract competent civilian care providers, regardiess of economic congderations. Facilities
mesting the “medicaly isolated” criterion are located in such remote aress that competent civilian
providers cannot be used to aff these facilities even in times of mobilization.

Three of the nine facilities considered by the working group are clearly medicaly
isolated¥s Twentynine PAms and Fort Irwin in Cdifornia, and Mountain Home Air Force Base (AFB)
in ldaho. Fort Irwin and Twentynine PaAms are more than 60 miles from the nearest hospita that meets
the accreditation standards of the relevant certification bodies. The nearest medical facility to Mountain
Home AFB is anursing home with 20 acute-care beds.

Two other facilities—Altus AFB in Oklahomaand Laughlin AFB in Texas¥a were also deemed
to be medically isolated. In proposing these facilities for congderation, the Air Force had noted that
both facilities are located in areas that meet “under-served” criteria established by the U.S. Department
of Health and Human Services. The four remaining facilities considered by the working group proved to
have some civilian medical capability nearby¥2 often more complete than the capabilities afforded by the
base hospital. Table 4 summarizes the physician requirements of the five MTFs deemed by the working
group to be medicdly isolated.
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Table 4.
Active-Duty Physician Staffing
Requirements at ICONUS Facilities

Military

Department Physicians
Army 21
Navy 30

Air Force 31
Total 82

Mobilization Support Requirements for Active-Duty Medical
Personnel

The Working Group on Sustainment Base and Training considered severd other resource
planning categories of medicd personnd. Theseincluded: replacements for casualties and for
personnel temporarily unavailable for deployment, medica research and devel opment personnd, and
physicians who would provide resdud care in CONUS for non-mobilizing active-duty service
members. The working group identified vaid active-duty requirements (in addition to those dready
established for mohilization, for manning OCONUS/ICONUS facilities, for the rotation base, and for
graduate medica education and other training) for casudty replacements, deployment nonavailability,
and certain R& D personnd.

Casualty Replacements. In cdculaing physcian requirements, the military departments must
ensure that sufficient numbers of medica personnd will be available to replace physician casudties
(combat and disease/non-battle injuries) incurred in wartime. At issue is whether to be available when
needed¥ these casuaty-replacement personnel must come from the active component, or if they can be
drawn from the reserves.

In both the Army and Navy, physician casuaty replacement is aresponshility of the reserve
components.  The Air Force, by contrast, relies on active-duty physicians to replace a portion of
physician casudties incurred during the first ten days of a deployment. This practice reflects the fact that
the Air Force typically enters a conflict theater early and is a high-priority target early in awar, before
reserve component personnel become available.
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In view of these consderations, the working group chose to use casudty replacement as abasis
for generating Air Force active-duty physician requirements only during the first ten days of a
deployment. While the other services might require replacements for physiciansin selected skill areaes
not found in the reserves, the numbers involved are rdaively small and the replacements could be
drawn from reserve component physician poolsin related skill areas. Table 5 summarizes the casuaty
replacement requirements of the three military departments.

Table 5.
Active-Duty Physicians Required
as Casualty Replacements

Military

Department | Physicians
Army 0
Navy 0

Air Force 19
Total 19

Resear ch and Development. The working group considered requirements for active-duty
medica personnd generated by the missions of the services medica research and devel opment
edablishments. These R&D activities may be divided (roughly) into categories of “operationd” and
other. At issueishow much of the R&D must be done by uniformed personnd. A key criterionis
whether an “operationa” R&D unit (or individua uniformed researcher) has a misson to deploy upon
mobilization.

The services have different definitions of operationd R& D, but a common threed is R& D that is
conducted in an operationa environment (wartime or peacetime). “Other” R&D isthat conducted in a
non-operational environment (e.g., in CONUS |aboratories). The services have observed that
separating R& D into these categoriesis somewhat arbitrary, and does not accurately reflect the true
interdependence between them. Table 6 shows medica R&D staffing by military department.

Table 6.
Active-Duty R&D Physicians
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Military

Department | Physicians
Army 102
Navy 90
Air Force 36
Total 228

The Army, Navy, and to alesser extent, the Air Force have fashioned deployable units from the
various R& D organizations. Both the Army and Navy have experienced great success in establishing
and deploying support units that include R& D personnel. Examples include the Navy’ s Forward
Deployed Laboratory (made up of a cadre of personnel from the Nava Medica Research Unitin
Cairo, Egypt, and augmented by personne from other research units worldwide) and the Army’s
Chemicd Casudty Site Team and Human Dimensions Team. These units have set the standard for
future deployments. Both the Army and Navy have created forma units from their R&D establishments
to make medical expertise available to operationa commanders. It seems gppropriate to treat these
units as part of the thester force Structure and, as such, as abonafide military requirement. A tota of
86 Army physicians, 26 Navy physicians, and 15 Air Force physiciansin the R&D establishment are
assigned to such units.

Regarding the nondeploying (“other”) part of the medica R& D establishment, al services
maintain that military researchers are the bridge between the “pure’ research establishment and the
operationa forces. While the desirability of uniformed researchers is evident, what is the military
necessity? Some observers point out that most of the expertise offered by military research personnd is
unique and not contractible. Yet, alarge amount of R& D that the services desire to conduct with
military personnd is routingly performed in the civil sector with civilian personnd¥ for example, by
organizations such as NASA (aerospace medicine and human engineering), pharmaceutical companies
(drugs and vaccines), and the Smithsonian Ingtitution (forensic anthropology).

The consensus of the Sustainment and Training Working Group isthat vaid active-duty
requirements exist for R& D personnd in deployable units, for R& D personnd who deploy to
operational settings (but are not in deployable units), and for those personnd who are performing
militarily-unique research that must be done by amilitary member. Applying these sandards resultsin
the requirements for active-duty physicians enumerated in Table 7.

Table 7.
Active-Duty R&D Physician Requirements
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Military

Department | Physicians
Army 90
Navy 41

Air Force 19
Total 150

Personnd Temporarily Unavailable for Deployment. Allowance needs to be made for
active-duty physicians who would stand in for physicians temporarily unable to deploy, duetoillness or
other cause, a the time ther units mobilize. A smilar “nonavailability” requirement exigs for
OCONUSYICONUS MTF ¢affing and for the additiona requirements stemming from the need to
mantain arotation base. (The “other” subcategories of casuaty replacement and R&D personnd,
discussed above, dso help generate the nonavail ability requirement. The mgor category that does not
generate a “temporarily unavallable’ requirement is graduate medica education/training.)

The Army and the Navy do not explicitly program end-strength for personnd temporarily
unavailable for deployment. They do factor into overdl end-sirength a*“ Trainees, Transents, Holdees,
and Students’ (TTHS) account for the Army and a“ Trangent, Patient, Prisoner, and Holding” (TPPH)
account for the Navy. The purpose of the TTHS/'TPPH dlowancesis to account for personnel who
would not beimmediatdy available for duty because they are on medicd or legd hold, or areina
transent satus.

The Army programs TTHS at 11.75 percent for officers and 11 percent for enlisted personnel,
including students (trainees). The working group deducted the trainee portion from the 11.75/11
percent factor, because trainees were counted separately in this study. The non-trainee portion of the
Army TTHS factor is gpproximatdly 3.4 percent. The Navy currently programs 3.5 percent for TPPH
(exduding trainees) againg overdl medicad end-strength. The Air Force computes conceptudly similar
categories using different methodology.

The working group applied a standard factor, smilar to that used by the Army and Navy, to
represent nonstudent trangents and other personnd temporarily unavailable for deployment. The factor
used, 3.5 percent, was applied across the tota medica force requirements of the military departments
(mobilization plus OCONUS, ICONUS, rotation base, casualty replacement, and operational R& D,
excluding graduate medica education/training). The results are diplayed in Table 8.

Table 8.

Active-Duty Physicians
Required as Temporary Replacements
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Military

Department | Physicians
Army 72
Navy 88

Air Force 56
Total 216

Command and Control. Theworking group aso consdered issues concerning the command
and control of medica establishments. Fixed facilitiesin the Air Force “belong” to the bases on which
they are located¥s the medica officers who make up the command structure of the base hospitals and
clinicsare an integrd part of the Air Force wings located at the bases. These individuds, of which 64
are phydgcians, are not available for the mobilization misson.

Because smilar (but not identicd) relationships exist between facility heads and their local base
commandersin the Army and the Navy, the working group was unable to reach an agreement on
including only Air Force physicians in the computation of the command and control requirement.  The
decision was made to count, in addition to the 64 Air Force personnd, 30 Army hospita commanders
and 20 Navy hospitd commanders who perform functions smilar to the Air Force squadron command.
This methodology yielded a DoD totd of 114 physiciansin the command and control category.

Residual Care Requirementsin CONUS. The working group considered whether, upon
mobilization, a requirement exigs for active-duty physiciansto care for certain categories of military
personnd remaining in CONUS. Mainly & issueis whether active-duty medical providers are needed
for some types of highly ready or highly trained forces.

The Army and Navy would rely on their reserve components, augmented by existing
complements of civilian and contract medica personnel, to backfill CONUS MTFs once active forces
had deployed. Neither of these services programs active-duty personne to meet resdua CONUS
requirements, nor have they identified categories of nondeploying personnel whose medica care must
be provided by active component physicians.

The consensus of the Sustainment and Training Working Group is that the provison of care for
nondeployed personne in CONUS remains a requirement of the uniformed medical establishment but
not one that must be met exclusvely by active-duty physcians.

Community Health Clinics. The Air Force hasidentified 22 bases that housed deployable
medical units prior to 1995, but no longer contain such units. The Air Force contends that the medical
personnel needed to treat active-duty personnel and their dependents a these ingtdlations are additive
to the wartime requirement and, therefore, should be included in the caculation of sustainment and
training requirements. During a mobilization, these active-duty physcians would continue to provide
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care to the military personnel and dependents whom they serve in peacetime. The Air Force has
identified a requirement for 144 such physcians.

The working group was unable to reach agreement on the need to meet this requirement with
active-duty personnel.  As noted above, the Army and the Navy face smilar Stuations with respect to
the provision of care for non-mobilizing U.S.-based personnd. Neither of those services, however,
relies exclusvely on the active component to ddiver this care. Lacking consensus on the issue, the
working group chose not to include this category in its calculation of S& T requirements*

Rotation Base

Most medica professonaswould not be willing to undertake a succession of toursin
OCONUS and ICONUS fecilities, due primarily to limitations in the practice of some medica
specidties and difficultiesin maintaining skills. Living conditions could dso be a concern a some
locations. Consequently, to retain these people, the military medica departments must provide
opportunities for them (and those coming from some other sorts of assgnments) to rotate into CONUS
billets.

The “rotation basg’ of each military department is (loosaly spesking) the number of its MTF-
based (or -affiliated) postsin CONUS. Still speaking loosely, the rotation base is judged to be too
amadl, relative to personnd assigned to OCONUS or ICONUS facilities (and some other billets), if it
does not permit career medica personne to spend a reasonable amount of time in assgnmentsat U.S.
hospitals.

At issueiswhether it is necessary to maintain CONUS MTF billets that would not otherwise
exig in order to avoid excessively long periods of assgnment in OCONUS and ICONUS facilities. To
the extent that maintenance of such billets is deemed necessary, additiond active-duty physician dots
would be established in CONUS MTFs. In effect, the MTFswould (in order to provide the
incremental rotation base) expand the amount of care they provide to active-duty dependents, retirees,
and survivors and dependents of retirees. To make this determination, the working group required:

A measure of the number of physcians requiring someplace to rotateto  (Table 9);
The policies of the military medica departments on rotation;

1 The Air Force contends that mil itary considerations, other than those directly generated by the mobilization
requirement, demand that community health center physicians come from the active component. Noting that the
Army and Navy face similar situations, but do not count the providersin question as part of their wartime
requirement, the working group as awhole was not persuaded by the Air Force argument.
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The concomitant number of CONUS rotation dots arisng from these consderations
(Table 10); and

The sSze of rotation base that would exist absent deliberate stepsto increaseit  (Table
11).

Table 9.
Physicians in OCONUS, ICONUS, and
Other Categories Requiring Rotation

Military

Department | Physicians
Army 455
Navy 446

Air Force 442
Total 1,343

The rotation policies of the military departments currently are such that the required rotation
basein CONUS is of the Size specified in Table 10.

Table 10.
Physician Rotation Base Requirements

Military
Department | Physicians
Army 752
Navy 680
Air Force 653
Total 2,085

During pescetime, the mgority of military physicians who would provide medicd careina
mobilization occupy postionsin CONUS hospitals. The size of the wartime requirement thus

determines how large the CONUS medical establishment must be. The CONUS hospitd billetsin turn
form apool of postionsinto which OCONUS and ICONUS personnel can be rotated. By comparing

needs againg the rotation pooal, it is possible to determine the extent to which rotation considerations
generate an incrementa requirement for personnd. Table 11 describes the size of the pool created in
CONUS by the wartime requirement.
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13



UNCLASSIFIED

Table 11.
Rotation Pool Generated
by Mobilization Requirements

Military

Department | Physicians
Army 1,453
Navy 1,136
Air Force 863
Total 3,452

At aglobd levd, the rotation pool generated by the wartime requirement is sufficient to meet the
aggregate rotation requirements of personne stationed abroad or in isolated CONUS locations.
Physicians are not perfect substitutes for one another, however, and there may be aneed for
management actions to maintain specific skills. When account is taken of differences in the speciaty mix
of physiciansin OCONUS (and other positions requiring rotetion) and in the speciaty mix of the
positions in the rotation pool, a requirement for asmall number of additiona dots can be identified.?

For example, OCONUS facilities may require grester numbers of pediatricians than cdled for in the
mobilization requirement. The incrementa requirements established by the working group are shown in
Table 12.

Table 12.
Incremental Rotation Base Requirement

Military

Department | Physicians
Army 18

N avy 27

Air Force 283
Total 328

2 Because of the very large rotation pool generated by Army and Navy mobilization requirements (Table 11) relative
to the number required absent mobilization needs (Table 10), the additional increment attributabl e to specialty
mismatchesis quite small. Thisis not the casefor the Air Force, which has a higher number of mismatches for two
reasons:. first, mobilization requirements generate a much smaller rotation pool from which to choose matches;
second, and more significantly, the Air Force uses a greater degree of subspecialty differentiation.
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Graduate Medical Education and Other Medical Training

The appropriate scae of DoD graduate medical education (GME) programs has long been a
contentiousissue. These programs consume consderable resources, and there are no agreed criteria
for 9zing them. Properly Szing GME involves savera complex factors, not dl of which are well
understood and some of which are not reedily quantifidble.  Findly, Szing GME is an intractable
problem because there is not a common, well-articulated view of the rationale for DoD GME programs.
However, it is generdly agreed that DoD must conduct at least some of its GME in-house in order to
sustain the quality of military medica care and facilitate the monitoring of dlinical standards of active-
component physicians.

In the face of these difficulties, the working group was not able to reach agreement on the
proper scale of DoD’s GME programs.  The group was able to reach a consensus on studies to be
undertaken to resolve the key questionsinvolved in rationaly szing GME, and it agreed on an interim
approach for szing GME, pending completion of those studies.

The GME Program. DoD provides graduate medical education in many of its CONUS-
based hospitals. In FY 1996, GME programs were offered in 27 of 95 hospitals operated by the
Department of Defense. A total of about 3,355 uniformed doctors were enrolled in those programs,
and 1,320 uniformed doctors were associated with them as clinica faculty. (Asistrue of civilian
practice, clinical faculty members are both hedlth care providers and teachers, and the students provide
hedlth care services under the supervision of faculty members.)

The length of training required by each specidty, and the mix of specidties required in various
clinica settings, largely are determined by prevailing standards of medica practice as administered by
The American College on Graduate Medica Education. Accordingly, these were taken by the working
group as“givens” Theissue for the group was what percentage of the required training should be
provided in DoD GME programs and in the GME programs of civilian teaching hospitals. The leading
dternative sources of fully trained physicians are DoD’ s Hedlth Professonas Scholarship Program
(HPSP) and the Financid Assistance Program (FAP). These programs provide various levels of
scholarship aid and stipends in return for aperiod of service in the military. Both allow students to defer
their required military service until after completing a civilian GME program. In this case, the physicians
enter active duty asfully trained and qudified hedth care providers. The military medica departments
dso takein asmall number of fully trained physicians as “direct accessions’ from the divilian sector.?

% The working group considered the degree to which GME students and program directors might be deployable and,
therefore, count toward the wartime requirement. (This had been amajor reason for the establishment of DoD GME
programs after the Korean War.) The group decided that GME students and program directors were not deployable,
but would be expected to handle that portion of the CONUS casualty casel oad that was incurred before reserve
physicians became available. However, the Army has expressed concern that early-arriving patients might not be
placed in facilities that sponsor GME programs. To allow for such occurrences, the Army hasidentified a
requirement for 138 active component physicians, in addition to the GME directors and students, to handle wartime
casualty loads. The working group did not accept thisview.
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Sources of Entry-Level Military Physicians

DoD has three sources of undergraduate-trained physicians (i.e.,
individuals with a medical degree but no graduate medical training):

The Health Professionals Scholarship Program (HPSP). This is
DoD’s principal source of undergraduate-trained physicians.
Recipients of HPSP scholarships incur a year-for-year service
obligation, with a three-year minimum.

Financial Assistance Program (FAP). Recipients incur a two-
year obligation for the first year of assistance, and six months for
each additional year.

The Uniformed Services University of the Health Sciences.
Graduates of this program incur a service obligation of seven
years.

Physicians drawn from these three sources require at least one year
of postgraduate training before they can be licensed and practice
independently, and two to six years of additional training
(residencyl/fellowship) to become fully qualified specialists.

DoD also obtains by direct accession from civilian practice some
fully trained (medical degree plus residency/fellowship) physicians.

Tables 13 and 14 provide some dtatistics on the educationa backgrounds of DoD physicians.
The tables revea severa things about the relationship between GME and the military medical corps.
Fird, a any given time, about 28 percent of DoD’ s physician inventory isin GME programs (either at
DoD MTFsor a civilian hospitals). Second, most GME students serve in military hospitals. Third, the
civiliansin pre-sarvice resdencies (deferred HPSP and FAP) who will later report for duty (but who
are not yet in uniform) exceed the number of military doctorsin GME programs at civilian inditutions.

Table 13.
Sources of Training of DoD Physicians

Accessions Accessions Accessions from Direct Yearly

Military Physician || from HPSP from USUHS Deferred HPSP and Accessions Attrition of
Department | Inventory | (Requires GME) | (Requires GME) | FAP (Fully Qualified) [ (Fully Qualified) || Physicians
Army 4,774 581 60 92 0 561
Navy 4,167 613 41 50 26 496
Air Force 4,010 293 49 313 16 533
Total 12,951 1,487 150 465 41 1,590
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Table 14.

Physicians Participating in GME Programs

Out-Service GME
Military GME (Active-Duty GME Residencies/Fellowships at | Other Training
(Active-Duty Billets | Billets at Civilian Civilian Schools%. Pre-Service | (Longer than
at DoD MTFs) Schools) (FAP, and Deferred HPSP) six months)
Army 1,402 58 328 12
Navy 1,075 116 279 61
Air 878 64 856 7
Force
Total 3,355 238 1,463 80

Formulation of the GME Szing Problem.

There was generd agreement among the
members of the working group on these very broad points:

The group would like to identify criteria¥s idedlly, a model4 which would provide a
rationd szing of DoD in-house GME programs relative to aternative sources of
fully trained physcians

GME programs should be no larger than necessary to meet military requirements,
subject to the availability of other reliable sources of qudified active-component
physicians.

The qudlity of hedlth care provided in amilitary environment is dependent upon
some level of DoD GME for both expertise and R&D in wartime medicine.

These points naturdly lead to framing the GME szing problem as one of determining the

minimum size of DoD GME programs consistent with the provision of high-quaity medica care to DoD

beneficiaries, with any increments above that level judtified by cost consderations.

The relevant categories of cost include the costs (to DoD or borne by others) of training in DoD

GME versus civilian programs, the cogts of providing care in medical centers versus the costs of

handling a comparable range of cases in non-teaching hospitds; and the extent to which the training of
physicians requires treetment of a diverse patient population, including Medicare-digible beneficiaries.

Previous studies (including the 733 Study) provide some insghts into these factors, but additiond
research is needed to determine DoD’ s requirements for GME programs.
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Interim Approach to Sizing
GME. Pending the conduct of
additional research, the working
group agreed on an interim approach
toszing GME. Asagenerd
proposition, the approach is as
follows for the minimum number of
physicians deemed necessary for
mohilization and sustanment
(exclusve of GME): (1) provide,
through DoD and civilian programs
combined, proportionately the same
number of dots as are currently
offered; and (2) retain the current
DoD/civilian program mix. In
adopting this approach, the working
group observed that the current scae
of GME programs, in relation to the
sze of the military medicd corps, is
the result of an evolutionary process
and s, if not optimd, at least
satisfactory.
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Sources of Military Physician Specialists

DoD acquires specialty education (residencies/fellowships)
for its physicians in four ways:

GME in DoD Facilities. These are residencies/fellowships
carried out in DoD MTFs%principally in the large medical
centers. Students in these programs are on active duty.

GME in Civilian Facilities. These residencies/ fellowships
are performed outside DoD, usually in teaching hospitals. The
students are on active duty.

Deferred HPSP. These individuals, graduates of HPSP,
undertake training in civilian residencies/ fellowships (at no cost
to the government) prior to reporting to duty for the first time.
They incur no additional service obligation.

Financial Assistance Program (FAP). These individuals
obtain their medical degree independently, receive a stipend
during their residency/fellowship, and incur a service obligation.

DoD also obtains some fully trained physicians by direct
accession from civilian practice.

The base of the implied computation is the sum of: the mohilization requirement for physcians,
the physician population required in OCONUS and ICONUS locations, “other” requirements for
uniformed physicians, and the incrementd rotation base. The overdl proportions of dl GME/pre-
service resdencies and military GME are shown in Table 15.

UNCLASSIFIED 18



UNCLASSIFIED

Table 15.
Contribution of Graduate Medical Education to the DoD Medical Corps

GME Billets (Military

and Out-Service) as a Percentage of Fully-Trained
Military Percentage of All Medical Accessions Obtained
Department Medical Corps Billets from Military GME Programs
Army 30 84
Navy 29 85
Air Force 24 44
Total 28 72

Note: The figures presented above serve only as an indication of the magnitudes involved.
The computations were done specialty by specialty, using the proportions applicable to
each specialty.

Recommendationson GME. The results of the interim approach developed by the working
group to compute GME requirements are presented in Table 16. The group recommends that these
data be used to define the minimum scale of DoD programs until the results of two follow-on studies,
described below, are available. 1n making this recommendation, the group does not mean to suggest
that GME programs be reduced to the scale shown. Rather, the group urges that increments beyond
that scae be justified on cost grounds.

Table 16.
Physician Billets in GME
GME Billets at
Military Billets in Military | Civilian Institutions | Total Medical
Department | GME Programs (“Out-Service”) Corps in GME
Army 1,402 58 1,460
Navy 1,075 116 1,191
Air Force 878 64 942
Total 3,355 238 3,593

To cdculate the requirement for GME, the working group gpplied the methodology described
above to the standing requirements for military physicians (established by the Wartime Requirements
Working Group) and for the other sustainment categories (OCONUS, rotation base, etc.). To account
for physicians who direct GME programs, the working group included in its calculation 127 medica
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training program chiefs, senior uniformed physcians who are generaly considered nondeployable and
thus are additive to requirements. The resulting GME requirement is shown in Table 17

Table 17.
Active-Duty Physicians Required for
GME and Other Training
Military
Department | Physicians
Army 991
Navy 1,088
Air Force 550
Total 2,629

The working group recommends that two follow-on studies be conducted:

The Office of the Assistant Secretary of Defense for Hedlth Affairs (OASD(HA)),
in cooperation with the military departments and their surgeons generd, should draft
for the congderation of the Deputy Secretary of Defense a statement articulating the
rationde for DoD GME programs. The statement should be sufficiently detailed to
serve as afoundation for the development of specific criteriafor 9zing DoD GME
programs.

The Office of Program Analysis and Evaduation (PA&E) and OASD(HA), in
cooperation with the military departments, should undertake an analysisto
determine the effects of DoD GME program size on physician retention. In
connection with that effort, the military departments should identify the number of
senior medical personnel required by amedica corps of the size reflected in Table
18.

The Air Force has requested that a third study be conducted, assessing the costs and

benefits of GME on care ddivered. In proposing that a cost-benefit andysis be performed, the
Air Force cited evidence that discontinuing a GME program can increase costs.

Size of the Sustainment and Training Base

Drawing on estimates developed by the working group for the various S& T categories, Table
18 summarizes the sustainment base and training requirements of the military medicad establishment. As

* The working group notes that the Navy has developed anew methodology for estimating the requirements for GME
and other specialty medical training. This methodology produces results that are similar to, or slightly higher than,
those of the working group reported above.
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the table shows, training programs (graduate medical education) account for nearly 60 percent of the
total, with OCONUS physicians and the associated U.S. rotation base claiming 21 percent and 7
percent, respectively. Taken together, these three categories account for gpproximately 90 percent of
the S& T requirement.

Table 18.
Sustainment Base and Training Requirements
Category Physicians
Total Wartime Requirement 4,810
Less CONUS Casualty Care -345
Net Wartime Requirement 4,465
Sustainment and Training Categories
OCONUS 995
ICONUS 82
Casualty Replacements 19
R&D 150
Command and Control 114
Nondeployability Allowance 216
Net Rotation 328
Graduate Medical Education/Other Training 2,628
Sustainment and Training Total 4,532
Total, Including Wartime Requirements 8,997
1999 Programmed Physician End-Strength 12,571
Total Requirements as a Percentage of 79%
the FY 1999 Program
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An examination of the total physician requirement (wartime plus sustainment and training)
suggests that the number of physician billets programmed by the Department exceeds the required level
by approximately 30 percent. That more physicians are programmed than estimated to be required
does not suggest that the programmed number should be reduced to the requirement. It isimportant to
note in this regard that physicians provide a stream of services that contribute to the delivery of a
gtatutory medical benefit to DoD beneficiaries. To vdidate the cost-effectiveness of the resdud
physciansin providing that benefit, the physician surplus should be subjected to rigorous andyss.

Implications for CONUS Medical Facilities

In commissioning this study, the August 1995 PDM mandated that the analysi's determine the
number and size of DoD CONUS medica trestment facilities required to meet sustainable wartime and
day-to-day operationd requirements. The requirement for bedsin CONUS MTFs derives from
projected wartime casudty flows and from assumptions about where casudties of various types ought
to be trested. Itisnot possible to determine where in CONUS (i.e., at which hospitals) care should be
rendered. Given assumptions about casudty flows and how long injured personnel are to be retained,
the sze of the CONUS bed requirement¥: if not its location¥s can be determined.

To cdculate this requirement, the working group assumed that al casudties returned to
CONUS for trestment would be sent initialy to DoD hospitals. These casudties were divided into two
groups. thoseindividuas whose injuries are mild enough to permit arapid resumption of military duty;
and those with injuries S0 severe that areturn to duty is unlikely. The first group was presumed to be
retained in DoD hospitals for the full course of their treetment. The government has an obligation (mora
and legd) to provide high-quality care for the more severely injured individuas condtituting the second
group. Consdering the missons of Department of Defense and Veterans Adminigration (VA)
hospitas, the working group assumed that patients in the second group would be transferred to VA
facilities once their medica conditions permitted.

Based on these assumptions and on results of andyses performed by the Wartime Requirements
Working Group, CONUS bed requirements for each military department and for DoD as awhole were
cadculated. AsTable 19 shows, these requirements are not distributed evenly across the military
departments¥a the Army’ s requirements are much greater than those of the Navy and Air Force
combined. A review of the results reveds one other point worth noting:  the total CONUS bed
requirement for DoD as awholeis less than the sum of the requirements of the three military
departments. Thisreflects the fact that the figures presented in the table represent peak requirements,
and those requirements would occur at different times for theindividua services in atwo-thester
conflict. For purposes of this analys's, the assumption was made that combat casudties¥s once in
CONUS¥4 could be trested in military fecilities operated ether by the home service or another service.
Thus, the tota bed requirement shown in the table represents the peek for the Department as awhole,
and not the sum of the peak caseloads projected for the individua services.
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Table 19.
CONUS Bed Requirements for Casualty Care
Military Total Bed
Department Army Navy Air Force Requirement
Beds Required 8,100 4,350 1,450 13,400

The results reported here are larger than the 8,990-bed CONUS casudty-care figure identified
in the 1994 Section 733 study. The difference arises from saverd factors, the most important of which
isachange in the theater evacuation policy assumed. The 1994 study was based on an assumption
that wartime casudties requiring hospitalizations of more than 30 days would be evacuated to CONUS
and those patients with shorter expected stays would be treated in theater facilities. For thisanayss,
the working group assumed a shorter evacuation policy (15 days), consistent with Desert Shield/Desert
Storm experience and current policy. This had the effect of reducing theater hospitd bed requirements,
while increasing the requirements for CONUS hospital beds.

If CONUS facilities served no other military purpose than treating casudties in wartime, the
andyss could stop here. CONUS fadilities fulfill other military functions, however. They sarve as:

The primary trestment facilities for active-duty military personne!;
Centersfor the training of medica personnd and medica units (* medicd skillstraining”);
Places to which deployed personnel can be rotated (“rotation base’); and

Peacetime active-duty assignments for personnel who would man deployable medica
platforms upon mobilization (“unit readinesstraining’).

Beyond these military missions, of course, CONUS MTFs provide the mgjority of the hedth
care ddivered to military beneficiaries¥s active-duty members, their dependents, military retirees, and
the dependents and survivors of retirees.

Each of the military medica departments was asked to develop alist identifying the minimum st
of facilities that satisfied requirements for CONUS casudty patient loads (as defined in the Wartime
Requirements Study) and aso met requirements for the training base, the rotation of deployed
personnd, and the employment of medica personnd assigned to deployable platforms. Table 20
enumerates these facilities and also measures their Szein “expanded bed capacity,” a methodology
established by OASD(HA).
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Table 20.
CONUS Hospital Bed Requirements
Required CONUS MTFs
(Service Nominations) Programmed MTFs
CONUS Bed

Military Requirement for Expanded Bed Expanded Bed
Department | Casualty Care Number | Capacity Number Capacity
Amy 8,100 21 7,385 23 7,507
Navy 4,350 14 3,845 19 4,234
Air Force 1,850 21 4,566 21 4,566
Total 13,400 79 15,796 88 16,307

As the table shows, the Army claimed that 21 of 23 MTFs, with about 98 percent of expanded
bed capacity, are required for military missons. The Navy associated 14 of 19 MTFs, accounting for
90 percent of expanded bed capacity, with military missons. The Air Force, which is sgnificantly
reducing CONUS capacity, associated dl of its U.S. MTF capacity with military missons.

The working group compared the CONUS casualty-care projections derived in the Wartime
Requirements Study with the capacity of the facilities designated by the military departments as being
essentiad for casudty care and/or for the sustainment and training of the medical establishment. For the
Army, the estimated CONUS casudty bed requirement equals 92 percent of the Army’s CONUS
MTF bed capecity. For the Navy, thefigureis 88 percent. By contrast, the Air Force identified a
militarily-required MTF structure of 4,566 expanded beds, more than double the number estimated by
the Wartime Reguirements Study to be needed for CONUS casudty care. In al three cases,
programmed bed capacity is dightly larger than the capacities deemed as militarily essentid. Implicitly,
the military departments are stating that only a small fraction of their currently programmed MTF
capacity will be maintained solely to provide beneficiary care.

These data mean that DoD’ s current hospita structure could accommodate all CONUS-
evacuated casudties without having to resort to VA or private-sector hospitas, while still offering
thousands of bedsto other DoD beneficiaries. The Army’s and the Navy’s programmed hospital
structures are fairly close to their projected casuaty-care requirements, but the Air Force structure is far
larger than the casudty-care requirement suggestsis necessary. To the extent that the current MTF
structure provides a hedge againgt higher-than-anticipated casudties, it is Air Force facilities that serve
that purpose. The roughly 22 percent of programmed CONUS MTF bed capacity that exceeds the
casuaty-care requirement is subject to judtification on the basis of economic efficiency and/or other
military needs.

The military departments’ stated requirements for MTFsY4 for dl military missons¥s yied an
MTF structure somewhat greater than that required for CONUS casualty care. Theresidua demands
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on CONUS MTF capacity have not been subjected to andysis usng a common methodology. When
the Army and the Navy applied new methodologies, each excluded about 10 percent of its CONUS
expanded bed capecity from the strict definition of military requirements. The Air Force excluded a
smaller portion of its hospitals and expanded bed capacity from military requirements. These disparate
outcomes are due in part to the distribution of militarily-required activities (such as training programs) to
most MTFs by the Air Force. As reported by the military departments, few MTFs are, then, “not
militarily required.”

In the future, it is possible that the peacetime sustainment portion of the total medicd military
requirement can be reduced. One avenue for accomplishing this is cross-service performance of some
medicd functions, such asindividud skillstraining. Toward that end, facilitiesin the Nationd Capita
Region and in San Antonio, for example, are dready moving toward grester “jointness’ in operation.
To provide additiona indghtsin this area.and to guide future planning, the working group recommends
that further research be conducted into the military departments’ requirements for CONUS MTF

capacity. Specificdly:

PA&E and OASD(HA), in cooperation with the military departments, should investigate the
extent to which militarily-required activities can be consolidated in CONUS MTFs, and the
effects that such consolidations might have on total required MTF capecity. As part of that
assessment, PA& E and OASD(HA) should develop a uniform methodology for determining
the military departments’ requirements for CONUS MTF capacity.

Conclusions

This report reviewed the requirements for active-duty physicians beyond those personnel
directly supporting wartime operations, and compared currently programmed physician end-strengths to
the sum of wartime plus sustainment and training requirements. The results indicate that the total number
of physcians programmed by the Department is roughly 30 percent larger than required. The excess
physicians are not distributed evenly across the military services, nor should they necessarily be, given
differencesin MTF locations and in service policies governing the use of active-duty versus reserve
component physicians. Moreover, the existence of a physician surplus does not necessarily imply that
the additiona doctors are ddivering care not encompassed in the statutory benefit due DoD
beneficiaries. The excess physicians should, however, be subjected to a cost-benefit andysisto
determine if the benefit could be ddlivered more effectively through other means.

This report also assessed the capacity of CONUS miilitary hospitals in terms of projected
casuaty casdoads, medica training requirements, readiness training, and rotation base support. The
results indicate that roughly 22 percent of programmed CONUS MTF bed capacity exceeds casudty-
carerequirements. Again, thisis not to say that the excess capacity is either evenly distributed among
the services or is not contributing to ddlivery of the hedlth care benefit. Other militarily-unique
requirements may combine to justify the additiona capacity. The findings of the follow-on studies
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recommended by the working group should provide ingghts useful for determining how much, if any, of
this excess capacity should be maintained.
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