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Executive Summary 
 

For the past six decades, the Department of Defense (DoD) has undertaken numerous studies 
concerning the governance of the Military Health System (MHS). Performed by both internal 
and external boards, commissions, task forces, and other entities, a number of these studies 
recommended dramatic changes in the organizational structure of military medicine. Despite 
these recommendations, the DoD introduced change in its management and oversight of the 
MHS in an incremental manner. 

Since 2001, the MHS has undergone significant transformation – both in the United States and 
abroad. Advances in strategy, training, technology, and greater interoperability have helped save 
lives and prevent both illness and injury at a level never before witnessed in combat medicine. At 
home, the MHS is just completing the implementation of the 2005 Base Realignment and 
Closure (BRAC) requirements, producing a military health care delivery environment far 
different from what existed just 10 years ago. Also, overall trends in American medicine coupled 
with increases in both beneficiaries and health benefits in military medicine, drove MHS costs 
from $19 billion in 2001 to $53 billion in 2011. The dual imperatives of ensuring superb medical 
support for current and future military operations and instituting enduring health care cost 
containment measures require that the DoD continue this momentum of military health 
transformation. The DoD needs to operate the most efficient health system possible, elevating 
cost containment as a priority objective and increasing unity of effort as an implementation 
capability. 

It is in this environment that on June 14, 2011, the Deputy Secretary of Defense established an 
internal Task Force, consisting of representatives from the Military Departments, the Joint Staff, 
and the Office of the Secretary of Defense (OSD) to conduct this review of the current 
governance of the MHS. The Task Force was directed to evaluate options for the long-term 
governance of the MHS as a whole and the governance of multi-Service health care markets, to 
include the National Capital Region (NCR) and to provide a report within 90 days detailing the 
relative strengths and weaknesses of each option evaluated as well as recommendations for 
governance. 

Operating from the Deputy Secretary’s tasking memorandum and Terms of Reference, the Task 
Force developed, assessed, and refined numerous variations of five potential organizational 
models for the MHS as a whole: a Unified Medical Command (UMC), a Defense Health Agency 
(DHA), management by one or more Military Departments, a hybrid model incorporating 
elements of the other models, and an “As Is” option. The Task Force also developed and 
evaluated options for the governance of multi-Service markets (MSMs) in general, as well as 
options for the governance of the National Capital Region military health system in particular. 

The Terms of Reference enumerated several criteria for the Task Force to use in evaluating the 
governance models. The Task Force further refined and expanded these criteria to consist of the 
following: 
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 Sustain a medically ready Active Duty (AD)/Reserve Component (RC) through high 
quality integrated health care. 
The alternative should maintain or enhance the ability to provide medically ready 
warfighters. 

 Maintain a trained and ready deployable medical force. 
The alternative should sustain the training necessary to meet all clinical and other 
requirements needed to provide a fully trained and current deployable medical force. 

 Provide high quality, integrated medical care to non-AD/RC beneficiaries. 
The alternative should maintain or enhance the ability of the system to sustain the current 
high quality of health care that it provides at the current levels of integration between the 
Services as well as the private sector. 

 Achieve significant cost savings through reduction in duplication and variation.  
The alternative should result in a reduction of the system operating costs. 

 Afford dispute resolution process and clear decision authority with clear 
accountability. 
The alternative should provide clear decision authority and dispute resolution at the 
lowest appropriate level, including clear lines of accountability. 

 Offer ease of implementation.  
The alternative should be implementable taking into account Title 10 equities; short-term 
costs and long-term savings; and decisions required inside and outside of the DoD. 

 Enhance interoperability. 
The alternative should facilitate interoperability among the Services. 
 

Based on its internal deliberations, the Task Force selected a set of models to develop in greater 
detail for each of the three decision areas of (1) overall MHS governance; (2) multi-Service 
market governance; and (3) NCR governance. These are summarized below. 

OVERALL MHS GOVERNANCE MODELS  

The Task Force developed the following five models for the governance of the overall MHS. 
(Note that these models describe overall MHS governance, and do not necessarily incorporate 
the governance of multi-Service markets, or of the National Capital Region. MSM and NCR 
governance are considered separately in the sections that follow.) 

 MHS Option 1: As Is – Current Structure. The current functions, responsibilities, and 
reporting relationships of the Military Departments and the TRICARE Management 
Activity (TMA) would be maintained (with possible modification to reporting 
relationships in multi-Service markets and in the National Capital Region, as described 
below). Specifically, the direct care system of 56 hospitals, 363 medical clinics, and         
282 dental clinics would continue to be operated by the three Military Departments; 
TMA would manage the TRICARE health plan and lead collaborative efforts on selected 
shared support services; the Assistant Secretary of Defense for Health Affairs 
(ASD(HA)) would retain MHS-wide policy and budgetary authority. 
 

 MHS Option 2: A Defense Health Agency (DHA) with Medical Treatment Facilities 
(MTFs) Remaining in the Military Departments. A Defense Health Agency would be 
established (replacing TMA) to consolidate a far broader set of shared health care support 
services. MHS-wide shared services activities include (but are not limited to): the 
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TRICARE Health Plan; pharmacy programs; medical education and training; medical 
research and development; health information technology; facility planning; public 
health; medical logistics, acquisition, and other common business and clinical processes. 
As conceived by the Task Force, the DHA would be led by a 3-Star general or flag 
officer who reports to the Assistant Secretary of Defense (Health Affairs), and could be 
designated a Combat Support Agency (CSA), to fulfill support functions for joint 
operating forces across the range of military operations, and in support of combatant 
commanders executing military operations. The Chairman of the Joint Chiefs of Staff 
oversees the planning and execution of each CSA’s combat support missions and, among 
other responsibilities, provides military advice and planning guidance to the CSAs and 
the combatant commanders in the preparation of their operational plans.   
 

 MHS Option 3: A Defense Health Agency with Medical Treatment Facilities Placed 
under the Authority, Direction, and Control of the Agency. A Defense Health Agency 
would be established with the functions and reporting relationships described above. 
Additionally, all military medical treatment facilities would be transferred to the DHA 
and would operate under its authority, direction, and control. The Military Departments 
would continue to own all military personnel and be responsible for organizing, training, 
and equipping their deployable military medical forces. Personnel requirements of the 
Services’ operational forces needed for deployment and/or training would be requested 
through the Director, DHA. 
 

 MHS Option 4: A Unified Medical Command (UMC) with Service Components. A 
tenth unified combatant command (U.S. Medical Command) would be established, led by 
a 4-Star general or flag officer, and reporting directly to the Secretary of Defense. 
Medical forces would be provided by Service Components, but the UMC would be 
responsible for overall direction and leadership of the Military Health System. 
Components would establish subordinate medical command structures to manage the 
medical treatment facilities. This option for a Unified Medical Command would include a 
Unified Medical Command Headquarters and a subordinate Joint Health Support 
Command to manage shared services as well as the TRICARE Health Plan. The proposed 
structure of this Unified Medical Command is depicted in Figure 8 and Table 8. Services 
maintain control of their deployable forces with force generation responsibilities. The 
U.S. Medical Command would have operational control of the garrison forces that would 
be identified through a Joint Table of Distribution (JTD) or Joint Manning Document 
(JMD). The ASD(HA) would continue in a policy role.  
 

 MHS Option 5: A Single Service - One Military Department Secretary Assigned 
Responsibility for the Management of the MHS. One Military Department Secretary 
would be assigned responsibility for the management of the MHS. All MTFs would be 
transferred to the authority, direction, and control of the designated Military Department 
(e.g., if Navy is the designated Service, all hospitals and clinics would become Navy 
medical facilities). Each Military Department would continue to be responsible for 
organizing, training, and equipping its deployable military medical forces, but this would 
occur through assignment to operational platforms in medical treatment facilities run by 
the designated Military Department Secretary. The medical treatment facilities would be 
run by the designated Military Department, and would be staffed by personnel from all of 
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the Military Departments. The designated Military Department would operate the 
TRICARE health plan and would have control over the Defense Health Program (DHP). 
The ASD(HA) would retain policy authority within the MHS.   
 

MULTI-SERVICE MARKET GOVERNANCE MODELS 

The Task Force identified 14 multi-Service markets (MSMs)—those markets where more than 
one Military Department delivers health care services to the entire population (governance 
models for the National Capital Region are considered separately in the following section). For 
these markets, the Task Force considered six governance models described below. 
 

 MSM Option 1: Informal MSM Management. Under this option, the responsibilities 
of the existing multi-Service market managers would be limited to the most basic 
elements of informally coordinating activities between medical commanders in a market. 
MTF commanders could meet and share information on an ongoing basis, but there 
would be no requirement to formally collaborate. This model would essentially eliminate 
multi-Service market governance and any central coordinating role in a market. This 
would effectively allow MSMs to run on their own as the respective local MTF 
commanders deem necessary. 

 
 MSM Option 2: Existing MSM Management. Multi-Service market managers would 

be designated with responsibilities to create a unified one-year business plan and 
facilitate the adoption of common business and clinical practices. This is the current 
practice in most stateside regions, based on the existing TRICARE governance policy, 
and would now be expanded to overseas MSMs. 
 

 MSM Option 3: Enhanced MSM Management. The authorities of the multi-Service 
market managers would be expanded to include responsibility for developing a five-year 
unified business plan, budget authority for the entire market, establishing common 
workload accounting processes, driving common clinical and business practices, and the 
authority to direct personnel to work in other locations within the market on a short-term 
basis. This expanded set of authorities is based on experiences derived from three of the 
largest MSMs: National Capital Region; San Antonio, Texas; and the Tidewater Area, 
Virginia.  
 

 MSM Option 4: Single Service – One Military Department Secretary Assigned 
Responsibility for the MHS. Each identified multi-Service market, and the medical 
treatment facilities within it, would be assigned to a particular Military Department and 
thereby become a single-Service market. In a notional example, the Hawaii MSM would 
be designated as a Navy market, and all medical treatment facilities in the Hawaii MSM 
would become Navy facilities. Command and control of the market would be aligned 
under the Department of the Navy, and all business and clinical processes in the market 
would follow Navy procedures. Medical personnel would be assigned to the facilities in 
the market by their owning Service to meet beneficiary and clinical currency demands. 
This approach would solve the MSM governing issue by definition, as there would no 
longer be multi-Service markets, only large, multi-facility single-Service markets. 
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 MSM Option 5: Executive Agent. Each multi-Service market would be established as 
an entity of the Military Departments involved and assigned to a particular Military 
Department Secretary, who would operate the market as an Executive Agent on behalf of 
the multiple Departments involved. The major facilities could be either multi-Service 
facilities or “owned” by a single Service. The individual MTFs within the market would 
become multi-Service staffed facilities (and, as such, the market would remain “multi-
Service”). An executive board of major stakeholders could be established to protect 
equities and promote a multi-Service management perspective. The day-to-day operation 
of the multi-Service market would subject to the policy direction of the ASD(HA) as 
informed by the executive board. The Executive Agent would have budgetary and other 
authorities to direct single business and clinical processes throughout the market.  
 

 MSM Option 6: Military Command. Each multi-Service market would be established 
as a Joint military command. The market commander would exercise command authority 
over the military medical treatment facilities within the market. These medical treatment 
facilities would no longer be Service-run, but would be subordinate Joint commands 
under the market area command. This is similar to the model currently in place in the 
National Capital Region. 

 
NATIONAL CAPITAL REGION (NCR) GOVERNANCE MODELS 

Because of the unique nature of the existing model of governance in the National Capital Region, 
the Task Force separately considered governance models for this region. The six models 
developed by the Task Force are summarized below.   

 NCR Option 1: As Is – Current Structure Reports to Secretary of Defense/Deputy 
Secretary of Defense. The Joint Task Force National Capital Region Medical (JTF 
CAPMED) would remain in place, reporting to the Secretary of Defense/Deputy 
Secretary of Defense. The medical treatment facilities currently directed by the JTF 
CAPMED would operate as subordinate Joint commands with the manning, budgetary, 
and organizational arrangements directed to-date by the Deputy Secretary.  
 

 NCR Option 2: JTF CAPMED Reports to a Combatant Commander. The JTF 
CAPMED would remain in place, with the characteristics described in the preceding 
paragraph, but would report to the Commander, U.S. Northern Command 
(NORTHCOM), or another designated Combatant Command (COCOM) Commander. 
 

 NCR Option 3: NCR Reports to a Defense Health Agency. Responsibility for 
management of the NCR medical market would be transferred to the DHA described in 
the “Overall MHS Governance Models” section above (provided that such an agency is 
established), and the NCR medical treatment facilities would operate under the agency’s 
authority, direction, and control. In general, these medical treatment facilities would 
operate with the manning, budgetary, and organizational arrangements directed to-date by 
the Deputy Secretary. If the Defense Health Agency is not adopted for purposes of 
overall MHS governance, then the NCR market and medical treatment facilities would be 
transferred to the existing TRICARE Management Activity. 
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 NCR Option 4: NCR Reports to an Executive Agent. The NCR Health System would 
be established as an entity of the three Military Departments. Day-to-day operational and 
administrative activities are supported by one of the Military Department Secretaries 
assigned as the Executive Agent.  The Walter Reed National Military Medical Center 
(WRNMMC) and Fort Belvoir Community Hospital (FBCH) would be multi-Service 
facilities, not owned by a single Service. An executive board of major stakeholders could 
be established to protect equities and promote a multi-Service management perspective. 
The day-to-day operation of the NCR Health System would be subject to the policy 
direction of the ASD(HA) as informed by the executive board. Multi-Service staffing 
facilities would be sustained through agreements between the Services. This option 
would disestablish JTF CAPMED as a joint command but maintain a similar 
multi-Service management structure. 
 

 NCR Option 5: NCR Reports to a Single Service. All medical treatment facilities in 
the NCR would be assigned to a particular Military Department Secretary, consistent 
with the MSM “Single Service” option above. 
 

 NCR Option 6: Enhanced MSM Management. The Joint Task Force National Capital 
Region Medical would be disestablished and an NCR Market Management Office would 
be established with the characteristics described as “Enhanced MSM Management” in the 
“Multi-Service Market Governance Models” section above. The medical treatment 
facilities would continue to be staffed by personnel from all three Military Departments. 
The medical treatment facilities would be operated by the Military Departments that have 
historically operated them (i.e., Fort Belvoir Community Hospital would be an Army 
Hospital; Walter Reed National Military Medical Center, a Navy Medical Center).  

 

A more complete description of each of these models, as well as the Task Force’s assessment of 
their relative strengths and weaknesses is contained in the respective sections to follow: MHS 
Governance, Multi-Service Market Governance, and National Capital Region Governance.   

TASK FORCE RECOMMENDATIONS 

The members of the Task Force reached a consensus on the following general points: 

 There is an opportunity to accelerate the adoption and implementation of more efficient, 
common clinical and business processes through reengineered and more streamlined 
shared services. 

 There is an obligation in the current fiscal environment to more rapidly implement and 
effectively manage efficiencies than the current organizations are likely to do. 

 There is an opportunity to provide a more coherent, cohesive, and effective long-term 
governance model for the MHS. 
 

The Task Force reached its recommendations on specific governance models for each of the 
three decision areas – MHS Governance, MSM Governance, and NCR Governance – through a 
series of discussions and votes among the Task Force members. The voting process is described 
on page 24 of this report. The model receiving a majority or plurality of the members’ first place 
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votes constituted the Task Force’s recommendations. Where there was a significant difference of 
views among Task Force members, the minority views are noted.  

The Task Force’s recommendations on specific governance models are the following: 

 Overall MHS Governance: MHS Option 2 – A Defense Health Agency (DHA) with 
Medical Treatment Facilities (MTFs) Remaining with the Military Departments 

Establish a Defense Health Agency that would be focused on consolidating and 
delivering a broader set of shared health services, and implementing common clinical and 
business processes. MTFs would remain under the respective Military Departments. The 
Task Force recommends the DHA be designated as a Combat Support Agency for its 
combat support mission responsibilities, which would include oversight by the Chairman, 
Joint Chiefs of Staff. This recommendation builds upon the decision by the Secretary of 
Defense in March 2011 to establish a Military Health System Support Activity and 
expand the delivery of shared services throughout the MHS. 

The majority (five of nine members) of the Task Force favored this option. The minority 
was split as follows: DHA with MTFs placed under the Agency (two members); Unified 
Medical Command with Service Components (one member); and Single Service (one 
member). Results of this vote are depicted in Table 14 on page 46 of this report. 

 Multi-Service Market Governance: MSM Option 3 – Enhanced MSM Management  

Introduce enhanced MSM manager authorities for multi-Service medical markets in the 
DoD, to include providing budgetary and short-term personnel management authority to 
the market manager. The majority (seven of nine members) of the Task Force favored 
this option. The minority was split as follows: single Service (one member); Executive 
Agent (one member). Results of this vote are depicted in Table 28 on page 58 of this 
report. 

 National Capital Region Governance: NCR Option 6 – Enhanced MSM Management  

Transition JTF CAPMED to a market management office with enhanced MSM manager 
authorities, similar to the model that would be applied in all other MSM markets based on 
the MSM governance recommendation. The medical treatment facilities would continue 
to be staffed by personnel from all three Military Departments, and common clinical and 
business processes would be maintained. The medical treatment facilities would be 
operated by the Military Departments that have historically operated them (i.e., Fort 
Belvoir Community Hospital would be an Army Hospital; Walter Reed National Military 
Medical Center would be a Navy Medical Center).  

The majority (five of nine members) of the Task Force favored this option. The minority 
was split as follows: NCR MTFs report to DHA (two members); NCR MTFs report to an 
Executive Agent (one member); and JTF CAPMED “As Is” Current Structure reports to 
Secretary of Defense/Deputy Secretary of Defense (one member). Results of this vote are 
depicted in Table 42 on page 70 of this report. 
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If these recommendations are adopted, the Task Force believes that implementation actions 
could begin during Fiscal Year (FY)12 with full implementation by the end of FY13 (although 
the Army expressed concern that this timetable is overly aggressive). A brief implementation 
plan for these recommendations is contained in the conclusion of this report. The Task Force 
recommends the immediate establishment of an implementation team, led by a senior OSD 
official, that would further delineate the specific milestones, concepts of operations, and detailed 
execution plans. The Task Force further recommends that the proposed MHS governance model 
be permitted sufficient time, following implementation, to be fully evaluated in its ability to 
achieve expected outcomes in terms of clear and measurable criteria for performance 
improvement, agility, and efficiency.  

The Task Force members express their gratitude for the opportunity to serve in this vital capacity. 
The MHS is a unique and indispensable asset in the country’s overall national security strategy. 
The performance of the MHS, especially over the last 10 years of war, has been historic and its 
operations exemplified by increasing joint activity and interoperability. We believe that the 
options and recommendations put forward in this report provide a pathway to a stronger and 
enduring governance model for the system, while maintaining the incredible performance of a 
military health system whose primary mission is to prepare for and go to war.  
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Purpose of Study 

On June 14, 2011, the Deputy Secretary of Defense established a Task Force, consisting of 
representatives from the Military Departments, the Joint Staff, and the Office of the Secretary of 
Defense (OSD), to conduct a review of the current governance of the Military Health System 
(MHS). The Task Force was directed to evaluate options for the long-term governance of the 
MHS as a whole and the governance of multi-Service markets (MSMs), to include the National 
Capital Region (NCR), and, within 90 days, to provide a report with an assessment of the relative 
strengths and weaknesses and recommendations among the options evaluated.  

In his memorandum establishing the Task Force, the Deputy Secretary noted that the pending 
conclusion of the consolidation of military medical facilities in the National Capital Region in 
fulfillment of the Base Realignment and Closure (BRAC) statutory obligation afforded the 
Department of Defense (DoD) a timely opportunity to consider both the NCR governance and 
larger MHS governance issues.   

In addition, the Deputy Secretary of Defense stated that the consideration of these issues should 
be informed by the “long-term fiscal challenges the nation faces” and the need to “ensure the 
MHS is organized in a way that curtails expenses and achieves savings to the greatest extent 
possible in meeting its deeply important mission.” 

Included with the tasking memorandum were the Terms of Reference that identified the Task 
Force’s objectives and scope, methodology (to include minimum inclusive criteria), the 
membership, and final deliverables. The memorandum and Terms of Reference are provided as 
Appendix 1 to this report.  

Task Force and Deliverables  

Group Composition 
The Deputy Secretary of Defense named Dr. Peach Taylor (Deputy Assistant Secretary of 
Defense (Health Affairs) for Force Health Protection and Readiness) and Major General (Dr.) 
Doug Robb, Joint Staff Surgeon, to serve as co-chairs of the Task Force. Other members of the 
review group were directed to consist of one representative at the 1- or 2-Star general or flag 
officer or comparable Senior Executive Service level designated by the Secretaries of the 
Military Departments, the Chairman of the Joint Chiefs of Staff, the Under Secretary of Defense 
(Comptroller), the Under Secretary of Defense for Personnel and Readiness, and the Director, 
Cost Assessment and Program Evaluation. A representative from the Marine Corps was 
subsequently added to the Department of the Navy delegation.   

The Task Force membership is listed in Table 1.   
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Name Organization Position Alternate 

Dr. Peach Taylor          Co-Chair 
Deputy Assistant Secretary 
of Defense (Force Health 
Protection and Readiness) 

Mr. Allen Middleton 

Maj Gen (Dr.) Doug Robb    Co-Chair  Joint Staff Surgeon COL James Rice 

BGen W. Mark Faulkner 
Office of the 
Chairman of the Joint 
Chiefs of Staff 

Vice Director for Logistics 
(J-4) 

COL James Rice 

Mr. Charles Milam 
OUSD/ Personnel and 
Readiness 

Principal Director, Military 
Community and Family 
Policy 

Ms. Carolee Van Horn 

Ms. Anne McAndrew OUSD/Comptroller 
Director, Military Personnel 
and Construction 
Directorate 

Mr. Kevin Lannon 

Dr. Jerry Pannullo 

Director/Cost 
Assessment and 
Program Evaluation 
(CAPE) 

Director, Economic and 
Manpower Analysis 
Division 

Mr. Michael Strobl 
Dr. Garrett Summers 

BG (Dr.) Tom Thomas Secretary of the Army Assistant Surgeon General Mr. Rich Beauchemin 

RADM Karen Flaherty Secretary of the Navy Deputy Surgeon General Mr. Jerry LaCamera 

BGen Robert Hedelund Marine Corps 
Director, Marine and 
Family Programs 

Ms. Kerry Lewis 

Maj Gen (Dr.) Tom Travis 
Secretary of the Air 
Force 

Deputy Surgeon General Brig Gen Michael Miller 

Task Force Advisors 

Mr. Jonathan Lee 
Office of the Deputy 
Secretary of Defense 

Special Assistant to the 
Deputy Secretary of 
Defense 

None 

Mr. John Casciotti 
Office of General 
Counsel 

Associate Deputy General 
Counsel  
(Health Affairs) 

None 

Ms. Bethany Bassett 
OASD/Legislative 
Affairs 

Team Chief for Personnel 
and Readiness 

LTC AnnMarie Amaral 

Ms Jennifer Cole 
Office of Director, 
Administration and 
Management  

Organization and 
Management Planning 

Mr. Tedd Ogren 

Table 1. Members, Alternates, and Advisors of the DoD Task Force on MHS Governance 
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Deliverables  
The Task Force was directed to include an evaluation of at least the following four models for 
MHS governance, where primary authority would be vested in: 

1. A Defense Agency/DoD Field Activity 
2. A Unified Military Command 
3. One or more Military Department Secretaries 
4. A hybrid model incorporating features of the other three options 

 

The Task Force also developed and evaluated options for the governance of MSMs, as well as 
options for the governance of the National Capital Region military health system in particular. 
Each model was to be evaluated based on criteria specified in the Terms of Reference, as well as 
any other criteria the Task Force determined appropriate. The Terms of Reference included a 
template for the Task Force to use to describe each option. This template included: 

 The entity or entities having authority, direction, and control of the MHS as a whole; 
 The head of this entity and reporting chain to the Secretary of Defense; 
 The management, including supervisory chain(s), of individual medical treatment 

facilities (MTFs);  
 The management, including supervisory chain(s) of multi-Service medical markets; 
 The authority, direction, and control for mission and administrative support matters 

over MHS personnel among OSD, the Military Departments, and/or joint entities; 
 The budgetary authority among OSD, the Military Departments, and/or joint entities; 
 The policy making authority among OSD, the Services, and/or joint entities; 
 The management of purchased care and other functions currently performed by the 

TRICARE Management Activity; 
 The management of support services such as information technologies and systems, 

medical logistics, business functions, medical construction and facility operations, 
research and development, education and training, and other related functions; and 

 The roles of the Assistant Secretary of Defense for Health Affairs, Military 
Department Secretaries, Service Chiefs, Surgeons General, and any other senior 
leaders in the MHS options considered. 
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Criteria for Evaluation 
The Task Force added two additional evaluation criteria to those in the Terms of Reference to 
allow for a more comprehensive analysis of the various options. The Task Force developed a 
weighting scheme to reflect the relative importance of the criteria, and used these weighted 
criteria to guide the evaluation of the MHS, MSM, and NCR governance options. The final seven 
criteria used by the Task Force are provided Table 2.  

Criteria Weighting  

1* Sustain a medically ready Active Duty (AD)/Reserve Component (RC) through high 
quality integrated health care. 
The alternative should maintain or enhance the ability to provide medically ready warfighters. 

25% 

2* Maintain a trained and ready deployable medical force. 
The alternative should sustain the training necessary to meet all clinical and other 
requirements needed to provide a fully trained and current deployable medical force. 

23% 

3* Provide high quality, integrated health care to non-AD/RC beneficiaries. 
The alternative should maintain or enhance the ability of the system to sustain the current high 
quality of health care that it provides at the current levels of integration between the Services 
as well as the private sector. 

21% 

4* Achieve significant cost savings through reduction in duplication and variation.  
The alternative should result in a reduction of the system operating costs. 17% 

5 Provide dispute resolution process and clear decision authority with clear accountability. 
The alternative should provide clear decision authority and dispute resolution at the lowest 
appropriate level, including clear lines of accountability. 

6% 

6 Ease of implementation.  
The alternative should be implementable taking into account Title 10 equities, short term costs 
and long-term savings, and decisions required inside and outside of the DoD. 

5% 

7* Enhance interoperability. 
The alternative should facilitate interoperability among the Services. 3% 

Table 2. Criteria for Evaluating MHS, MSM, and NCR Governance Options 
 (*) Indicates criteria already outlined in the Terms of Reference 
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Development and Selection of Options 
The Task Force developed and evaluated a series of options for MHS Governance using a 
detailed investigation of organizational alternatives as shown in Figure 2. The Task Force 
evaluated various combinations of the building blocks resulting in the development of a set of 
alternatives for further consideration.  

Reporting Level 

Secretary of Defense 
(SECDEF) 

Combatant 
Command 

(COCOM) 

Assistant Secretary of 
Defense for Health 

Affairs 

ASD(HA) 

Service 
Secretary 

Overarching Construct 

Defense Health Agency 
(DHA) 

Unified Medical Command 
(UMC) 

Single Service 

Intermediate Headquarters Constructs 

Service Components Geographic Regions 

 

 

Figure 2. Building Blocks Used for Development of MHS Governance Alternatives 

The Task Force narrowed the multiple options by applying the seven evaluation criteria in a 
series of votes. Each option was evaluated on a 1-5 scale with the higher number (5) indicating 
“strongest” application of the criteria and the lowest number (1) reflecting the “weakest.” Each 
vote was normalized through the identification of the “As Is” option as all “3s” to which all of 
the other alternatives in the vote were compared. As an example, Figure 3 depicts one of the 
voting sheets the Task Force used to evaluate one of the organizational options. 

 

Hybrid Combinations of the Overarching Constructs 
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Figure 3. Sample Voting Sheet for Assessing Organizational Models 

Analysis of the voting results indicated that some voters, rather than arraying the alternatives 
from weakest to strongest, tended to score their preferred choice as strongest (“5”) and all other 
alternatives as weakest (“1”). This was particularly evident in the later voting that determined the 
final options for the MHS, MSM, and NCR governance constructs. In those cases, the votes were 
both scored and ranked for each voting member. 

 

CRITERIA WT 
 

SCORING 
 

As Is DHA 2/ 
Hybrid 1 

UMC 2 DHA 1/ 
Hybrid 2 

SS Option 
2 

1. Medically Ready AD/RC through high quality 
integrated health care 
The alternative should maintain or enhance the ability to 
provide medically ready warfighters. 

25% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3     

2. Maintain training & ready deployable medical 
force   
The alternative should sustain the training necessary to 
meet all clinical and other requirements needed to 
provide a fully trained/current deployable medical force 

23% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3     

3. Provide high quality, integrated healthcare to 
non-AD/RC beneficiaries   
The alternative should maintain or enhance the ability of 
the system to sustain the current high quality of 
healthcare that it provides at the current levels of 
integration between services as well as private sector. 

21% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3     

4. Achieve significant cost savings through 
reduction in duplication and variation   
Alternative should result in a reduction of the system 
operating costs. 

17% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3 
 

    

5. Dispute resolution and clear decision 
authority with clear accountability   
Alternative should provide clear decision authority and 
dispute resolution at the lowest appropriate level, 
including clear lines of accountability. 

6% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3 
 

    

6. Ease of implementation   
Alternative should be implementable taking in to account 
Title 10 equities; short term costs, long term savings; and 
decisions required inside/outside of the DoD. 

5% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3 
 

    

7. Enhance interoperability   
Alternative should facilitate interoperability among 
Services. 3% 

1 = Weakest 
2 = Weaker 
3 = Neutral 
4 = Stronger 
5 = Strongest 

3 
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Estimate of Staffing Requirements  
In support of the Terms of Reference criteria to evaluate options based on the potential to 
achieve significant cost savings through reduction in duplication and variation, the Task Force 
collected data on the organizational structure and staffing levels (military, civilian, and 
contractor) of the existing headquarters, intermediate command, and field activities of Health 
Affairs (HA), TRICARE Management Activity (TMA), the offices of the Surgeons General, and 
the JTF CAPMED. The purpose was to develop a baseline of existing headquarters staffing and 
to provide an initial analysis of whether the options under consideration offered greater or lesser 
efficiencies in overall headquarters staffing.  

Our analysis was based on, and extended parts of, a similar analytical model performed by the 
Center of Naval Analyses in support of the 2006 MHS Governance work group. The Task Force 
recognized the highly preliminary nature of the data presented here. The 90-day review period 
did not allow for a more rigorous approach, but rather a “rough order of magnitude” estimate of 
staffing increases or reductions based on the organizational construct being considered. The 
preliminary findings suggested that the Defense Health Agency with medical treatment facilities, 
Defense Health Agency without medical treatment facilities, and single-Service models would 
achieve a similar savings in Full Time Equivalents (FTEs) while the Unified Medical Command 
shows a growth in FTEs required.  

A high-level description of the initial baseline estimates is provided in Appendix 5 to this report. 
Nonetheless, it is the consensus of the Task Force that a more comprehensive analysis should be 
undertaken by those responsible for implementing recommendations put forward by this Task 
Force and accepted by the Deputy Secretary of Defense.  
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MHS Governance Background 
Since the Department of Defense was first established in 1947, the issue of MHS governance has 
been the subject of multiple studies, internal and external Task Forces, and recommendations 
from Congress, Defense Boards, and independent think tanks. The historical record shows that 
more than 15 studies have been performed. Table 3 below summarizes the key studies performed 
over the last 30 years that informed the Task Force’s deliberations.  

Year Study Requester Author Recommendation Outcomes

2006 
Unified Medical 

Command Working 
Group 

Deputy Secretary 
of Defense 

Internal 
Working 

Group 

Unified Medical 
Command (UMC) 

Deputy Secretary of 
Defense Memo 

(Nov 2006) 
directed further 

consolidation, but 
not UMC 2006 

Defense Business 
Board 

Deputy Secretary 
of Defense 

External Board Unified Medical 
Command 

2003 

RAND Report Under Secretary 
of Defense for 
Personnel and 

Readiness         
(USD P&R) 

The RAND 
Corporation 

Modify current 
structure to unify 

health plan 
management 

Establishment of 
multi-Service 

market 
responsibilities and 

authorities. 

2000 

Defense Medical 
Oversight 
Committee 
(DMOC) 

Chairman, 
DMOC 

Internal Team 
with KPMG 

LLP 

Unified Medical 
Command 

Not implemented 

1991 

DoD Organization 
of DoD Medical 

Care  

Deputy Secretary 
of Defense 

Office of the 
Secretary of 

Defense, 
Director of 

Administration 
and 

Management 
(OSD DA&M) 

Single leader         
(did not specify 

UMC or a Defense 
Health Agency) 

Establishment of 
Defense Health 
Program (DHP) 

1983 
Defense Health 

Agency Feasibility 
Study  

Senate Armed 
Services 

Committee 

SRA 
International, 

Inc. 

Defense Health 
Agency 

None 

Table 3. Summary of MHS Governance Studies, 1983-Present 

Although many of the various task forces and study groups recommended major organizational 
realignments, the Department of Defense did not implement these overarching recommendations. 
Instead, the Department implemented a number of important policy and program changes that 
have incrementally increased the interoperability and jointness of both combat and peacetime 
health care delivery.   

Another critical factor that led to these studies and many programmatic changes in the 
Department was the many efforts to control the increase in health care costs. In particular, over 
the last 10 years, the Department has experienced significant growth in health care costs – 
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increases driven principally by four factors: (1) new and expanded health care benefits, 
particularly TRICARE For Life, which offered new benefits for Medicare-eligible military 
retirees and retired family members; (2) an increased number of overall military beneficiaries, as 
military end-strengths were increased for combat operations; (3) increases in the utilization of 
services on a per capita basis, particularly behavioral health, orthopedic and emergency room 
services; and (4) general health care inflation consistent with the rest of American society as new 
technology, financial incentives, and an aging population all serve as inflationary influences. 

The focus on governance, in this respect, is to create a system that is both more efficient in terms 
of headquarter size, but more importantly, that is more agile, has greater unity of effort, and can 
rapidly and comprehensively implement cost-effective approaches to health care delivery. Figure 
4 highlights the relative budget size of the headquarters function as compared to other major 
components of the Defense Health Program (DHP). 

 

 

Figure 4. Relative Size of Defense Health Program (DHP) Budget Activity Groups 

The Task Force role was to develop effective governance constructs for the MHS, MSM, and 
NCR that can influence and shape a more cost-effective and efficient delivery of direct and 
purchased health care. 
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Current Structure of MHS Governance 
The Task Force reviewed the current structure and state of the MHS to lay a foundation for 
comparing options. The organization and governance structure of the MHS is depicted in Figure 
5 (the current governance of multi-Service markets and of the National Capital Region is 
discussed separately in the sections below).  

 

Figure 5. Current Structure of MHS Governance 

The Assistant Secretary of Defense for Health Affairs (ASD(HA)) reports to the Under Secretary 
of Defense for Personnel and Readiness (USD(P&R)) and serves as the senior medical advisor to 
the Secretary of Defense. The ASD(HA) is provided with considerable authorities that are unique 
within the Department.   

According to DoD Directive 5136.01, “Assistant Secretary of Defense for Health Affairs,” 
subject to the authority, direction, and control of the USD(P&R), the ASD(HA): “shall exercise 
authority, direction and control over DoD medical and dental personnel authorizations and 
policy, facilities, programs, funding, and other resources in the Department of Defense.” The 
DoD Directive clarifies this authority to state that the ASD(HA) “may not direct a change in the 
structure of the chain of command within a Military Department or with respect to medical 
personnel assigned to that command.” The ASD(HA) is responsible for creating and submitting a 
unified medical budget. As a major part of this requirement, the Defense Health Program (DHP) 
is a separate appropriation in the Defense budget, with the ASD(HA) responsible for allocating 
funds to the Military Departments for their respective medical systems, as well as to the 
TRICARE Management Activity (TMA). In addition to these authorities, the ASD(HA) is 
currently dual-hatted as the Director, TMA.  

The Secretaries of the Military Departments establish their own organizational and reporting 
chains for their respective health systems. Other than the National Capital Region, the Military 
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Departments each manage their own medical treatment facilities, the commanders of which 
report through their respective chains to the Military Department Secretary. The Army and Navy 
have vested their Surgeons General with command authorities through intermediate headquarters 
over the MTF commanders. The Surgeon General of the Air Force serves as the senior medical 
advisor to the Chief of Staff and Secretary of the Air Force; MTF commanders do not report to 
the Air Force Surgeon General, but rather directly to their local line commanders.  

Each of the Military Departments assigns their medical personnel to Table of Organization and 
Equipment (TOE) or Table of Distribution and Allowance (TDA) requirements/authorizations 
documents. The TOE documents prescribe the wartime mission, organizational structure, and 
personnel and equipment requirements for a military unit. The TDA documents prescribe the 
organizational structure and personnel and equipment requirements of a military unit for which 
there is no TOE. The Army has traditionally placed a much higher number of their personnel in 
TOE (wartime) organizational structures, even in stateside locations, while the Navy and Air 
Force placed fewer of their stateside active duty forces into TOE organizations. Instead, upon 
deployment, the TDA forces are assigned to TOE units. The distinction between TOE and TDA 
forces becomes important in the governance discussion as the assignment of both TOE and TDA 
forces creates differing command relationships, particularly in medical treatment facilities, as the 
TOE forces are almost always assigned and led through Service-specific chains of command. 
TOE forces may be “embedded” within a TDA unit, but their reporting structures don't follow 
the TDA chain of command. 

In 2003, following the consolidation of TRICARE Regions and the award of new TRICARE 
contracts, the Under Secretary of Defense for Personnel and Readiness issued a policy 
memorandum on TRICARE governance (see Appendix 2). This memorandum identified 11 
multi-Service markets (MSMs) in the United States (it did not address MSMs in overseas 
locations); identified the single senior market manager in these MSMs; stipulated the process and 
appeal route for resolving disputes within the Services; and outlined the business planning 
process in these markets. The current governance of multi-Service markets is discussed further in 
the section titled “Multi-Service Market Governance” later in the report. 

In 2007, an additional medical organizational structure and new reporting chain was established 
with the creation of the Joint Task Force National Capital Region Medical (JTF CAPMED) to 
manage the delivery of health services in the NCR market and to oversee the execution of the 
BRAC-directed transitions (see Appendix 3). The command includes the two post-BRAC 
inpatient medical facilities in the NCR, the Walter Reed National Military Medical Center 
(WRNMMC), and Fort Belvoir Community Hospital (FBCH), as well as several other clinics in 
the region. The two inpatient medical facilities are Joint Commands assigned to the JTF, with the 
JTF Commander reporting to the Secretary of Defense through the Deputy Secretary of Defense, 
a unique reporting relationship within the MHS. The current governance of the National Capital 
Region is discussed further in the National Capital Region Governance section of the report.   

The ASD(HA) closely coordinates policy and programming decisions with the Military 
Departments and the Commander, JTF CAPMED, through a structured policy review and 
decision-making process. 

In March 2011, the Secretary of Defense, as part of a Department-wide organizational efficiency 
review, directed the ASD(HA) to rename and reorganize the TRICARE Management Activity to 
become the MHS Support Activity. This re-organization was intended to separate and formalize 
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the TMA functional responsibilities that extend well beyond TRICARE Health Plan activities 
and drive greater efficiency in the delivery of shared services in the MHS. The pertinent sections 
of this memorandum are provided as Appendix 4. The specific actions to implement this 
reorganization have not yet been executed, pending decisions on the broader governance issues 
being considered by the Task Force. 

It is important to note that the Task Force agrees that a great opportunity exists to accelerate the 
process for a shared services model across a range of common MHS activities. These activities 
include, but are not limited to: medical education and training, medical logistics, facility 
planning and construction, health information technology, medical research and development, 
public health, acquisition, and other common clinical and business processes. A more detailed 
evaluation and plan for delivering shared services is recommended.  

Options for Future MHS Governance 
The Task Force considered multiple variations of organizational models for overall governance 
of the MHS. A detailed description of each organizational variation is provided in Volume II, 
Appendix 1, to be delivered at a later date. After evaluating all of these models, the Task Force 
selected the following five MHS governance options to develop for further consideration. These 
options are described in detail below, to include reporting chains, responsibilities, and authorities 
as required by the Terms of Reference.  

MHS Option 1: As Is - Current Structure 
The current functions, responsibilities, and reporting relationships of the Military Departments 
and the TRICARE Management Activity (TMA) would be maintained as described below. 
Modification to reporting relationships in multi-Service markets and in the National Capital 
Region is possible. Specifically, the direct care system of 56 hospitals, 363 medical clinics, and 
282 dental clinics would continue to be operated by the three Military Departments; TMA would 
manage the TRICARE health plan and lead collaborative efforts on selected shared support 
services; the Assistant Secretary of Defense for Health Affairs (ASD(HA)) would retain 
MHS-wide policy and budgetary authority. 
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Elements and Authorities of MHS Option 1: As Is - Current Structure 

Item TOR Elements Outcome 

1 
Entity having authority, direction, and 
control of MHS as a whole. 

The ASD(HA) would be responsible for all authority, direction, 
and control of policy and resources of the MHS as a whole, 
consistent with DoD Directive 5036.01. 

2 
Head of entity or entities, and the 
reporting chain to the Secretary of 
Defense. 

Military Department reporting chains would remain as they 
currently exist with Service Surgeons General reporting to their 
Service Chiefs who would report to their Military Department 
Secretaries who would report to the Secretary of Defense. 

3 
Management and supervisory chains of 
MTFs. 

MTF commanders would report through their established Military 
Department chains of command.  

4 
Management and supervisory chains of 
multi-Service markets. 

Based on the selection for MSM governance (see Section, “Multi-
Service Market Governance” further in this report). 

5 

The authority, direction, and control for 
mission/administrative support matters 
over MHS personnel among OSD, the 
Military Departments, and/or joint entities 

The authority, direction, and control over MHS personnel would 
reside within the Military Departments.  

6 
The budgetary authority for the Defense 
Health Program (DHP) among OSD, the 
Military Departments and/or joint entities. 

The DHP would be sustained, and authority over the DHP would 
reside with the ASD(HA).  

7 
The policymaking authority among OSD, 
the Services, and/or joint entities. 

The ASD(HA) would execute policy.  

8 
Management of purchased care and other 
functions currently performed by the 
TRICARE Management Activity. 

The Director, TMA (currently dual-hatted by the ASD(HA)) 
would manage purchased care and other TMA functions.  

9 

Management of information technologies 
and systems, medical logistics, business 
functions, medical construction and 
facility operations, management support 
functions, readiness planning, medical 
research, education and training, and 
other shared services, related functions. 

Shared services activities, including but not limited to, this listing 
would be delivered though a collaborative process between the 
ASD(HA) and the Military Departments.  

10 

Roles of Assistant Secretary of Defense 
for Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency 
or Field Activity Director (if any), and 
any other senior leaders in the MHS 
option being considered. 

The ASD(HA) would continue the responsibilities outlined in 
DoD Directive 5136.01, “Assistant Secretary of Defense for 
Health Affairs,” and as Director, TRICARE Management 
Activity. 

The Military Departments would continue to be responsible for 
management and oversight of their military medical personnel, 
medical readiness programs, and health care delivery within their 
respective medical treatment facilities. The Military Department 
Secretaries would be responsible for assigning duties to their 
respective Surgeons General and organizing their medical forces. 

11 Effect on the Guard and Reserve forces. 
No effect would be anticipated on the Guard and Reserve forces, 
and they would remain aligned with their respective Service. 

Table 4. Elements and Authorities of MHS Option 1: As Is - Current Structure 
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Strengths, Weaknesses, and Barriers of MHS Option 1: As Is - Current Structure 
Strengths of As Is - Current Structure 

 Ease of Implementation: This organizational construct remains as it is, without any organizational upheaval.  

Weaknesses of As Is - Current Structure 

 Lines of Authority: Does not establish undivided MHS authority, direction, and control over entire system. 
 Enhance Interoperability: This option fails to take advantage of consensus opportunities to more rapidly 

implement common clinical and business processes across the system.   
 Achieve Significant Cost Savings through Reduction in Duplication and Variation: Fails to introduce a 

broader set of shared services that can be delivered more efficiently to the end customer. 

Barriers to As Is - Current Structure Mitigation Strategies for As Is - Current Structure 

 There are no barriers to implementation   None 

Table 5. Strengths, Weaknesses, and Barriers of MHS Option 1: As Is - Current Structure 
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MHS Option 2: A Defense Health Agency (DHA) with Medical Treatment Facilities 
(MTFs) Remaining in the Military Departments  
A Defense Health Agency would be established (replacing TMA) and would be focused on 
consolidating and delivering a far broader set of shared health care support services. MHS-wide 
shared services activities include, but are not limited to: the TRICARE health plan; pharmacy 
programs; medical education and training; medical logistics; facility planning; health information 
technology; medical research and development; health information technology; facility planning; 
public health; acquisition; and other common clinical and business processes. The Task Force 
recommends the DHA be led by an 3-Star general or flag officer who reports to the Assistant 
Secretary of Defense (Health Affairs) and that the DHA be designated a Combat Support Agency 
to fulfill support functions for joint operating forces across the range of military operations, and 
in support of combatant commanders executing military operations. The Chairman of the Joint 
Chiefs of Staff oversees the planning and execution of each CSA’s combat support missions and, 
among other responsibilities, provides military advice and planning guidance to the CSAs and 
the combatant commanders in the preparation of their operational plans.   

 

Figure 6. MHS Option 2:  Defense Health Agency (DHA) with Medical Treatment Facilities (MTFs) 
Remaining in the Military Departments 

The Military Departments would retain ownership and oversight of their respective medical 
treatment facilities (MTFs). The specific authorities, responsibilities, and reporting relationships 
of the DHA are provided below in Table 6.  
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Elements and Authorities of MHS Option 2: A Defense Health Agency with Medical 
Treatment Facilities (MTFs) in Military Departments 

Item TOR Elements Outcome 

1 
Entity having authority, direction, and 
control of MHS as a whole. 

The ASD(HA) would be responsible for all authority, direction, and 
control of policy and resources of the MHS as a whole, consistent 
with DoD Directive 5036.01. 

2 
Head of entity or entities, and the 
reporting chain to the Secretary of 
Defense. 

Component reporting chains would remain as they currently exist 
with Service Surgeons General reporting to their Service Chiefs 
who would report to their Military Department Secretaries who 
would report to the Secretary of Defense. 
The Director, Defense Health Agency (DHA), would report to the 
ASD(HA) who would report to the USD (P&R) who would report 
to the Secretary of Defense. 

3 
Management and supervisory chains of 
MTFs. 

MTF commanders would report through their established Military 
Department chain of command. 

4 
Management and supervisory chains of 
multi-Service markets. 

Based on the option selected for MSM governance (see Section, 
“Multi-Service Market Governance” further in this report). 

5 

The authority, direction, and control for 
mission and administrative support 
matters over MHS personnel among 
OSD, the Military Departments, and/or 
joint entities. 

The authority, direction, and control over MHS personnel would 
reside within the Military Departments, except for those assigned 
directly to the DHA.  

6 

The budgetary authority for the 
Defense Health Program (DHP) among 
OSD, the Military Departments and/or 
joint entities. 

The DHP would be sustained, and authority over the DHP would 
reside with the ASD(HA). The Service Surgeons General and the 
DHA would develop their own DHP inputs to ASD(HA). 

7 
The policymaking authority among 
OSD, the Services, and/or joint entities. 

The ASD(HA) would execute policy through the Director, DHA.  

8 
Management of purchased care and 
other functions currently performed by 
the TRlCARE Management Activity. 

The Director, DHA, would assume control of TRICARE contracts 
and all other TMA functions, with the exception of select financial 
management activities which would migrate to the OASD(HA). 

9 

Management of information 
technologies and systems, medical 
logistics, business functions, medical 
construction and facility operations, 
management support functions, 
readiness planning, medical research, 
education and training, and other 
shared services and related functions. 

All shared services activities, including but not limited to, this 
listing would be delivered under the authority, direction and control 
of the Director, DHA.  

10 

Roles of Assistant Secretary of Defense 
for Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency 
or Field Activity Director (if any), and 
any other senior leaders in the MHS 
option being considered. 

The ASD(HA) would retain most responsibilities outlined in DoD 
Directive 5136.01, “Assistant Secretary of Defense for Health 
Affairs,” and would supervise the Director, DHA. 

The Military Departments would continue to be responsible for 
management and oversight of their military medical personnel, 
medical readiness programs, and health care delivery within their 
respective medical treatment facilities. The Military Department 
Secretaries would be responsible for assigning duties to their 
respective Surgeons General and organizing their medical forces. 

The Director, DHA, would assume all responsibilities currently 
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Item TOR Elements Outcome 

outlined in DoD Directive 5136.12  “TRICARE Management 
Activity”, and would have the authority to issue program guidance 
regarding medical research and development, health information 
technology, military medical logistics, military medical 
construction, medical education and training, and all other 
responsibilities as provided by the Secretary of Defense. 

11 
Effect on the Guard and Reserve 
forces. 

No effect is anticipated on the Guard and Reserve forces, and they 
would remain aligned with their respective Service. 

Table 6. Elements and Authorities of MHS Option 2: Defense Health Agency with Medical Treatment 
Facilities (MTFs) in Military Departments 

 

Strengths, Weaknesses, and Barriers of MHS Option 2: Defense Health Agency with 
Medical Treatment Facilities (MTFs) in Military Departments 
Strengths of a Defense Health Agency with MTFs in Military Departments 

 Achieve Significant Cost Savings through Reduction in Duplication and Variation: The DHA would be 
focused on the most common theme emphasized by the Task Force - implementation of an organizational 
model that would accelerate implementation of shared services, identify and proliferate common clinical and 
business practices, and consider entirely new approaches to delivering shared activities. A single clinical and 
business system would allow for significant savings. 

 Ease of Implementation: This organizational construct would retain those elements of the existing MHS 
governance structure that do not require major organizational upheaval (as would any Unified Medical 
Command model or more comprehensive DHA option). Would place a general or flag officer, of any medical 
corps, as the director, creating a fourth military-led entity of the MHS. 

 Readiness Mission: The establishment of the DHA as a Combat Support Agency would provide a means for 
line oversight of the MHS and DHA activities through the Chairman, Joint Chiefs of Staff – ensuring readiness 
missions and line priorities would remain paramount.  

 Other: This organizational option, while building upon existing structures, also would have the advantage of 
serving as a potential platform for assessment of future governance constructs.  

Weaknesses of a Defense Health Agency with MTFs in Military Departments 

 Lines of Authority: Would not establish undivided MHS authority, direction, and control over the entire 
system, and would add complexity to the coordination of deployments between Services and the DHA. 

Barriers to a Defense Health Agency with MTFs in 
Military Departments 

Mitigation Strategies for a Defense Health 
Agency with MTFs in Military Departments 

 Other: Would require an approach for Health Affairs 
to oversee and manage its financial and internal 
control responsibilities at the same time that dual-
hatting is eliminated. 

 Appropriate modifications to OSD/Health 
Affairs staffing levels, in light of enhanced 
oversight mission, would be explored. 

Table 7. Strengths, Weaknesses, and Barriers of MHS Option 2: Defense Health Agency with Medical 
Treatment Facilities (MTFs) in Military Departments 
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MHS Option 3:  A Defense Health Agency with Medical Treatment Facilities 
(MTFs) placed under the Agency 
A Defense Health Agency would be established with the functions and reporting relationships 
described in the DHA option above. Additionally, all MTFs would be transferred to the DHA 
and would operate under its authority, direction, and control. The Military Departments would 
continue to own all military personnel and be responsible for organizing, training, and equipping 
their deployable military medical forces. Personnel requirements of the Services’ operational 
forces needed for deployment and/or training would be requested through the Director, DHA.  

 

Figure 7. MHS Option 3: Defense Health Agency with Medical Treatment Facilities (MTFs) placed under the 
authority, direction, and control of the Agency 

 

Elements and Authorities of MHS Option 3: Defense Health Agency with Medical 
Treatment Facilities (MTFs) under the Agency 
Item TOR Elements Outcome 

1 
Entity having authority, direction, and control 
of MHS as a whole. 

The Director, DHA, would be responsible for authority, 
direction, and control of the MHS. ASD(HA) would have an 
oversight and policy role. Military Departments would be 
responsible for the size and capabilities of the active duty 
medical forces. 

2 
Head of entity or entities, and reporting chain 
to the Secretary of Defense. 

Component reporting chains for headquarters and TOE-assigned 
military personnel would remain as they currently exist. Service 
Surgeons General would continue reporting to their Service 
Secretaries who would report to the Secretary of Defense, but 
overall reporting chains would be changed for garrison care. 

The Director, DHA reports to the ASD(HA), who reports to the 
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Item TOR Elements Outcome 

USD (P&R), reporting to the Secretary of Defense. 

3 Management and supervisory chains of MTFs. 
MTF commanders would report through intermediate commands 
established by the Director, DHA.  

4 
Management and supervisory chains of multi-
Service markets. 

As all medical treatment facilities would be operated by the 
DHA, vice the Services, the concept of multi-Service markets 
would no longer be applicable.  

5 

The authority, direction, and control for 
mission and administrative support matters 
over MHS personnel among OSD, the Military 
Departments, and/or joint entities. 

The Director, DHA, would have authority, direction, and control 
over MHS personnel assigned to the medical treatment facilities 
within rules established with the Military Department 
Secretaries. TOE forces would report through Service structures.  

6 
The budgetary authority for the Defense Health 
Program (DHP) among OSD, the Military 
Departments and/or joint entities. 

Authority over the DHP would reside with the Director, DHA, 
with oversight from ASD(HA). 

7 
The policymaking authority among OSD, the 
Services, and/or joint entities. 

The ASD(HA), subject to the authority, direction, and control of 
USD (P&R), would be the senior policy authority in the MHS. 

Director, DHA, would execute policy through the DHA structure. 

Policy matters would be coordinated with the Director, DHA, 
and Military Department Secretaries. 

8 
Management of purchased care and other 
functions currently performed by TMA. 

The Director, DHA, would assume control of TRICARE 
contracts and all other TMA functions. 

9 

Management of information technologies and 
systems, medical logistics, business functions, 
medical construction and facility operations, 
management support functions, readiness 
planning, medical research, education/training, 
and other shared services and related functions. 

The Director, DHA, would control all shared and common 
functions. 

10 

Roles of Assistant Secretary of Defense for 
Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency or 
Field Activity Director (if any), and any other 
senior leaders in the MHS option being 
considered. 

The ASD(HA) would retain policy-making activities, and would 
supervise the Director, DHA.   

The Service Components would continue to be responsible for 
management and oversight of their medical readiness programs. 

The Director, DHA, would assume budgetary control of the DHP 
and all responsibilities currently outlined in DoD Directive 
5136.12, “TRICARE Management Activity,” and would have the 
authority to issue program guidance regarding medical research 
and development, health information technology, military 
medical logistics, military medical construction, medical 
education and training, and all other responsibilities as provided 
by the Secretary of Defense. The Director, DHA, would also 
have overall supervision of all medical treatment facilities. 

11 Effect on the Guard and Reserve forces. 
No effect is anticipated on the Guard and Reserve forces, and 
they would remain aligned with their respective Service. 

Table 8. Elements and Authorities of MHS Option 3: Defense Health Agency (DHA) with Medical Treatment 
Facilities (MTFs) under the Agency 
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Strengths, Weaknesses, and Barriers of MHS Option 3: Defense Health Agency with 
Medical Treatment Facilities (MTFs) under the Agency 
Strengths of  a DHA with MTFs under the Agency 

 Dispute Resolution/Lines of Authority/Accountability: Would place management of all medical treatment 
facilities under one authority (Director, DHA), albeit at the expense of long-standing practice of management by 
Military Departments. The Director, DHA, would report directly to the ASD(HA).   

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: As with Option 2, the 
DHA would be focused on the most common theme emphasized by the Task Force – an organizational model that 
would accelerate implementation of shared services models that identify and proliferate best practices and consider 
entirely new approaches to delivering shared activities. Further, placement of medical treatment facilities under the 
DHA would allow for even more rapid implementation of unified clinical and business systems, which could create 
significant savings. 

 Other: Would align management of purchased care (TRICARE) and direct care (medical treatment facilities) under 
one entity, creating potential for greater coordination and cost-effective distribution of resources between the two 
sources of care. 

Weaknesses of a DHA with MTFs under the Agency 

 Medical Readiness: Concerns were expressed that an organization this large with this many authorities could 
jeopardize Services priorities. A comprehensive DHA could reduce command and leadership development 
opportunities.   

 Dispute Resolution/Lines of Authority/Accountability: This model may elevate management disputes to the 
highest levels of the DoD, as local line command disputes with the DHA command structure may need to be 
adjudicated at the level of the Secretary of the Military Department /ASD(HA) level. 

 Ease of Implementation: Moving all medical treatment facilities to the DHA would be a major reorganization. 
 Other: Could mix the DHA mission between support of MHS-wide functions and direct operation of hospitals and 

clinics. The Military Department’s representatives on the Task Force believed that operation of the direct care 
system is a Military Department responsibility.  

Barriers to a DHA with MTFs under the Agency 
Mitigation Strategies for a DHA with MTFs under 
the Agency 

 Would require increase or transfer of personnel into 
OSD manpower levels for Health Affairs to 
accommodate the migration of financial 
management/oversight personnel from the field 
activity to OSD.  

 Appropriate modifications to OSD/Health Affairs 
staffing levels, in light of enhanced oversight 
mission, would be explored. 

Table 9. Strengths, Weaknesses, and Barriers of MHS Option 3: Defense Health Agency with MTFs under 
the Agency 
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MHS Option 4: Unified Medical Command (UMC) with Service Components 
A tenth unified combatant command (U.S. Medical Command) would be established, led by a 4-
Star general or flag officer and reporting directly to the Secretary of Defense. Medical forces 
would be provided by Service Components, but the Unified Medical Command would be 
responsible for overall direction and leadership of the Military Health System. Components 
would establish subordinate medical command structures which would manage the medical 
treatment facilities. This option for a Unified Medical Command would include a Unified 
Medical Command Headquarters and a subordinate Joint Health Support Command to manage 
shared services as well as the TRICARE Health Plan. The proposed structure of this Unified 
Medical Command is depicted in Figure 8. Services maintain control of their deployable forces 
(TOE) with force generation responsibilities. The U.S. Medical Command would have 
operational control of the garrison (TDA) forces that would be identified through a Joint Table of 
Distribution (JTD) or Joint Manning Document (JMD). The ASD(HA) would continue to have a 
policy role.  

 

Figure 8.  MHS Option 4.  Unified Medical Command with Service Components 

 

Elements and Authorities of MHS Option 4: Unified Medical Command with Service Components 
Item TOR Elements Outcome 

1 
Entity having authority, direction, and control 
of MHS as a whole. 

The Commander, U.S. Medical Command, would be responsible 
for authority, direction, and control of the MHS as a whole 
through its components. 
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Item TOR Elements Outcome 

2 
Head of entity or entities, and reporting chain 
to the Secretary of Defense. 

The Commander, U.S. Medical Command, would report directly 
to the Secretary of Defense. 

3 Management and supervisory chains of MTFs. 
MTF commanders would report through their components to the 
U.S. Medical Command.  

4 
Management and supervisory chains of multi-
Service markets. 

The Commander, U.S. Medical Command, would designate the 
Market manager. Supervisory chains would continue through 
their Service Components. Larger, complex entities like the NCR 
may report outside component chains. 

5 

Authority, direction, and control for mission/ 
administrative support matters over MHS 
personnel among OSD, Military Departments, 
and/or joint entities. 

The authority, direction, and control over assigned MHS 
personnel would reside within the Service Components of the 
U.S. Medical Command, who report to the UMC commander.  

6 
The budgetary authority for the Defense Health 
Program (DHP) among OSD, the Military 
Departments and/or joint entities. 

Authority over the DHP would reside with the Commander, U.S. 
Medical Command.  

7 
The policymaking authority among OSD, the 
Services, and/or joint entities. 

The ASD(HA), subject to the authority, direction and control of 
the USD (P&R), would be the senior policy authority within the 
MHS. Policy matters would be coordinated with the UMC 
commander and Military Departments. 

8 
Management of purchased care and other 
functions currently performed by the TRlCARE 
Management Activity. 

The Commander, U.S. Medical Command, would assume control 
of TRICARE contracts and all other TMA functions. 

9 

Management of information technologies and 
systems, medical logistics, business functions, 
medical construction and facility operations, 
management support functions, readiness 
planning, medical research, education/training, 
and other shared services/related functions. 

The Commander, U.S. Medical Command would be responsible 
for managing and directing shared and common functions 
through the subordinate Joint Health Support Command. 

10 

Roles of Assistant Secretary of Defense for 
Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency or 
Field Activity Director (if any), and any other 
senior leaders in the MHS option being 
considered. 

The ASD(HA)  responsibilities would be delineated in an 
updated DoD Directive focused only on policy-making activities.  

The Service Components would continue to be responsible for 
management and oversight of their military medical personnel 
and medical readiness programs. The Service Secretaries would 
be responsible for assigning duties to their respective Surgeons 
General and organizing their medical forces. 

The Unified Command Plan (UCP) would establish the missions 
and responsibilities for the UMC, which should include 
responsibilities currently outlined in DoD Directive 5136.12, 
“TRICARE Management Activity,” and would have the 
authority to issue operational and program guidance regarding 
medical research/development, health information technology, 
medical logistics, medical construction, medical education and 
training. 

11 Effect on the Guard and Reserve forces. 
No effect is anticipated on the Guard and Reserve forces, and 
they would remain aligned with their respective Service. 

Table 10.  Elements and Authorities of MHS Option 4: Unified Medical Command with Service Component 
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Strengths, Weaknesses, and Barriers of MHS Option 4: Unified Medical Command with 
Service Components 
Strengths of a Unified Medical Command with Service Components 

 Dispute Resolution/Lines of Authority/Accountability: Clear lines of authority would be established.   
 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: There would be central 

control of common business and clinical processes, and implementation would be achieved more readily with 
command and control throughout the medical structure to ensure compliance. 

 Ease of Implementation: JTF CAPMED, if retained in its current form, could be addressed as a Region directly 
reporting to the Commander, U.S. Medical Command. 

Weaknesses of a Unified Medical Command with Service Components 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: In any UMC model that 
maintains Service Components (the common model for all unified commands), the overall management 
headquarters overhead would increase above “As Is” and all other organizational models.  

 Dispute Resolution/Lines of Authority/Accountability: The current structure of civilian authority over 
components of the MHS (the ASD(HA) and Military Department Secretaries) would not be maintained; the first 
civilian official in the authority chain would be the Secretary of Defense.  

 Ease of Implementation: This action would represent a significant departure in governance for all existing 
organizations (Health Affairs, TMA, Military Department Secretaries, Military Service Chiefs, Service Medical 
Departments). For the Air Force, this includes creating a medical component command for operation of Air Force 
medical treatment facilities; the Navy would need to redesign how garrison billets are mapped to operational 
requirements. 

Barriers to a Unified Medical Command with 
Service Components 

Mitigation Strategies for a Unified Medical 
Command with Service Components 

 Medical Readiness: Would alter the process for 
deployment of forces. 

 Other: A new Unified Command would have to be 
established by the President of the United States. 

 It is understood that the establishment of the UMC 
would require a disciplined implementation with 
major changes in all activities. 

Table 11. Strengths, Weaknesses, and Barriers of MHS Option 4: Unified Medical Command with Service 
Components 
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MHS Option 5:  Single Service – One Military Department Secretary Assigned 
Responsibility for the MHS 
One Military Department Secretary would be assigned responsibility for the management of the 
MHS. Military medical treatment facilities would be transferred to the authority, direction and 
control of the designated Military Department (e.g., if Navy is the designated Service, all 
hospitals and clinics would become Navy medical facilities). Each Military Department would 
continue to be responsible for organizing, training and equipping its deployable military medical 
(TOE) forces, but this would occur through assignment to operational platforms in medical 
treatment facilities run by the designated Military Department Secretary. The medical treatment 
facilities would be run by the designated Military Department, and would be staffed by personnel 
from all of the Military Departments. The designated Military Department would operate the 
TRICARE health plan and would have control over the Defense Health Program. The Assistant 
Secretary of Defense for Health Affairs (ASD(HA)) would retain policy authority within the 
MHS. This option is depicted inFigure 9. 

 

 

Figure 9. MHS Option 5: Single Service 
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Elements and Authorities of MHS Option 5: Single Service 
Item TOR Elements Outcome 

1 
Entity having authority, direction, and control 
of MHS as a whole. 

The designated Military Department Secretary would be 
responsible for the management and oversight of the MHS. 

2 
Head of alternative and reporting chain to the 
Secretary of Defense. 

The designated Military Department Secretary would establish a 
medical organizational model as they determine is best suited to 
manage the MHS (likely with geographic or regional 
intermediate headquarters). The leader of the medical 
organization would report to the Military Department Secretary. 
The Military Department Secretary would report to the Secretary 
of Defense.  

3 Management and supervisory chains of MTFs. 

MTF commanders would report through the organizational 
model that the designated Military Department Secretary has put 
into place, through the Military Department chain of command. 
There may be an intermediate command structure put in to place 
by the Military Department Secretary based on geographic or 
functional mission considerations. 

4 
Management and supervisory chains of multi-
Service markets. 

There would be no multi-Service markets. All MSMs would 
function under one Service. 

5 

The authority, direction, and control for 
mission and administrative support matters 
over MHS personnel among OSD, the Military 
Departments, and/or joint entities. 

The Military Department Secretary would have authority, 
direction, and control over MHS TDA personnel assigned to the 
medical treatment facilities. TOE forces would report through 
their separate Service structures.  

6 
The budgetary authority for the Defense Health 
Program among OSD, the Military 
Departments and/or joint entities. 

Authority over the DHP would reside with the designated 
Military Department Secretary. 

7 
The policymaking authority among OSD, the 
Services, and/or joint entities. 

The ASD(HA), subject to the authority, direction and control of 
the USD(P&R), would serve as the senior medical advisor to the 
Secretary of Defense, and  retains policy authority within the 
MHS. The designated Military Department Secretary would 
execute ASD(HA) policy directives. 

8 
Management of purchased care and other 
functions currently performed by the TRlCARE 
Management Activity. 

The designated Military Department Secretary would assume 
control of TRICARE contracts and all other TMA functions. 

9 

Management of information technologies and 
systems, medical logistics, business functions, 
medical construction and facility operations, 
management support functions, readiness 
planning, medical research, education and 
training, and other shared services and related 
functions. 

Medical shared services activities would move to the single 
designated Military Department Secretary.  

10 

Roles of Assistant Secretary of Defense for 
Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency or 
Field Activity Director (if any), and any other 
senior leaders in the MHS option being 
considered. 

The ASD(HA) would retain most responsibilities as delineated in 
an updated DoD Directive and focused on policy-making 
activities.   

The Service Components would be responsible for identifying 
their requirements for medical support to the designated Military 
Department Secretary.   

The designated Military Department Secretary would assume all 
responsibilities currently outlined in DoD Directive 5136.12, 
“TRICARE Management Activity,” and would have the 
authority to issue operational and program guidance regarding 
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Item TOR Elements Outcome 

medical research and development, health information 
technology, military medical logistics, military medical 
construction, medical education and training, and all other 
responsibilities as provided by the Secretary of Defense. 

11 Effect on the Guard and Reserve forces 
No effect is anticipated on the Guard and Reserve forces, and 
they would remain aligned with their respective Service. 

Table 12. Elements and Authorities of MHS Option 5: Single Service  

Strengths, Weaknesses, and Barriers of MHS Option 5: Single Service 
Strengths of a Single Service 

 Dispute Resolution/Lines of Authority/Accountability: Clear lines of authority and chain of command from 
Secretary through the MTF commander would be established.  

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: With shared services, there 
would be one set of business and clinical processes and implementation would be achieved more readily with 
command and control in a single Service. It also would eliminate the issues that arise with multi-Service markets. 
This option would create the most significant savings in headquarters overhead of any organizational option. 

Weaknesses of a Single Service 

 Medical Readiness: With medical personnel still “owned” by their Components, a requirement for coordination 
between Service Chiefs and Military Department Secretaries on readiness and personnel issues would remain. 

 Ease of Implementation: There is no known precedent or example where this approach has been tested in other 
military medical organizations worldwide. The Navy/USMC medical support model does not have the mission for 
all of the DoD; however, it is representative of how a Single Service model could work. Additionally, this option 
would entail a large scale reorganization to include re-mapping of Service medical personnel to operational 
platforms.  

 Dispute Resolution/Lines of Authority/Accountability: Issues would be adjudicated at a higher level (Military 
Department Secretary). 

Barriers to a Single Service Mitigation Strategies for a Single Service 

 There would be a need to overcome perceptions of 
bias toward the facilities serving the forces of the 
designated Military Department Secretary, and the 
level at which these issues would need to be 
adjudicated. 

 Management controls and oversight processes 
would need to be transparent. 

Table 13. Strengths, Weaknesses, and Barriers of MHS Option 5: Single Service  
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Task Force Voting Results: MHS Governance   

Vote 

MHS Option 1:  
As Is - Current 

Structure 

MHS Option 2: 
DHA with MTFs 
Remaining in the 

Military 
Departments 

MHS Option 3: 
DHA with 

MTFs placed 
under the 
Agency 

MHS Option 4: 
UMC with 

Service 
Components 

MHS Option 5: 
Single Service 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

A 3 3 3.81 1 3.5 2 2.75 4 2.52 5 
B 3 3 4 2 2 4 5 1 1 5 
C 3 2 4.67 1 1.89 4 1.75 5 2.92 3 
D 3 2 5 1 1 4 1 4 1 4 
E 3 4 3.84 1 3.12 2 3.03 3 2.09 5 
F 3 4 2.95 5 3.24 3 3.25 2 3.25 1 
G 3 4 3 3 3.35 1 2.93 5 3.32 2 
H 3 4 3.69 2 4.21 1 2.53 5 3.42 3 
I 3 4 3.91 1 3.67 2 3.01 5 3.49 3 

Average 3 3.33 3.87 1.89 2.89 2.56 2.81 3.78 2.56 3.44 
Table 14. Task Force Voting Results for MHS Governance 

Note: Raw Score Scale: (1) weakest and (5) strongest based on the application of the weighted criteria.  
Ranked Score derived from the raw score and ordered from first (1) to last (5). 

Task Force Recommendation:   
The Task Force recommends implementation of MHS Option 2 - Establish a Defense Health 
Agency with MTFs remaining with the Military Departments. This Defense Health Agency 
would be focused on consolidating and delivering a broader set of shared health services, and 
implementing common clinical and business processes. This recommendation builds upon the 
direction in Secretary Gates’ March 2011 memorandum that directed greater shared services 
within the MHS.  

The Task Force recommends the DHA be designated as a Combat Support Agency for its 
combat support mission responsibilities, which would include oversight by the Chairman, Joint 
Chiefs of Staff.  

The Task Force further recommends that the Director, Defense Health Agency, be a 3-Star 
general or flag officer, providing comparability with the Service Surgeons General, and to 
provide senior military oversight of the DHA.  
 
The majority (five of nine members) of the Task Force favored this option. The minority was 
split as follows: DHA with MTFs placed under the Agency (two members);  Unified Medical 
Command with Service Components (one member); and Single Service (one member). 
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Multi-Service Market Governance  

Background 
The MHS engaged in numerous efforts over the past 25 years to manage the delivery and 
coordination of health services in geographic “market” areas with medical treatment facilities 
from more than one Military Department. Numerous past MHS Governance studies sought to 
address these multi-Service markets (MSMs). In most previous studies, weaknesses in the 
governance structure within these markets have been cited as the leading reason for a sub-
optimized direct care system. 

One underlying concern is that in the absence of a formal process to manage these Service-run 
medical facilities, there may be both unnecessary duplication of services (inefficiency) and 
missed opportunities for greater collaboration and sharing. This could result in sub-optimization 
of medical skills (for graduate medical education, ongoing maintenance of provider competency 
and currency, and enlisted skills training) and the sub-optimization of direct care system 
capacity. Various pilot projects have aimed to improve the process by which the combined 
medical capabilities of the local Army, Navy, and Air Force medical treatment facilities are 
better integrated to optimize the direct care delivery systems, and ensure available capacity is 
optimized before health care is referred to the private sector through TRICARE.   

The most recent OSD policy direction regarding MSM management is the Under Secretary of 
Defense for Personnel and Readiness memorandum, dated November 4, 2003, which designated 
the responsibilities and authorities of market managers to include coordinating activities 
regarding common appointing, referral management, capacity and workload planning, and 
development of a consolidated business plan. This memorandum is provided in Appendix 2. The 
initial implementation of the MSM concept resulted in a consolidation of the MSMs under 
varying models for executing the MSM authorities. This implementation has demonstrated 
examples of success in the delivery of health care in certain markets. It was clear from the 
comments received from several current market managers that more authorities are needed in 
order for market management to achieve the next level of efficiency and effectiveness. 

Consistent with the direction in the Terms of Reference for the Task Force to recommend a way 
ahead for management of MSMs, the Task Force addressed questions related to the mission, 
responsibilities, authorities, locations, and reporting structure of the MHS, as well as whether 
multiple variations of MSM governance should persist. The following questions guided the 
discussion on governance options and responsibilities of the MSM communities: 

1. Does the “value” created by the MSMs outweigh the costs in creating, staffing, and 
sustaining an MSM office? 
 

2. What missions, responsibilities, and authorities should a MSM manager have? To whom 
is a multi-Service market manager responsible? 
 

3. What are the locations where MSMs need to be established? 
 

4. Of the models that exist today to manage MSMs, should the Department continue to 
allow multiple variations of MSM management models? 
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Identification of Multi-Service Markets 
The Task Force reviewed the November 2003 USD (P&R) policy memorandum on TRICARE 
Governance to understand the multi-Service markets identified, and to determine if the market 
listings were still current and comprehensive.  

The Task Force determined that two of the markets in the 2003 memorandum could be removed 
from consideration: (1) Fort Jackson/Shaw Air Force Base (AFB), South Carolina – as the down-
sizing from hospital to clinic at Shaw AFB reduced the “catchment area” and the two 
installations no longer had overlapping service areas; and (2) San Diego, California – as this is a 
single-Service market managed entirely by Navy Medicine.   

The Task Force also identified four overseas markets for inclusion in the multi-Service market 
definition:  (1) Kaiserslautern Military Community, Germany; (2) Guam; (3) Okinawa, Japan, 
and (4) Osan Community, South Korea with the relocation of the 121 Army hospital from Seoul.  

Table 15 represents the current multi-Service markets for which all subsequent organizational 
options and recommendations will pertain (other than for the NCR, which is considered 
separately in the section on National Capital Region Governance further in the report). 

Market Army Navy Air Force 

U.S. MSMs 

National Capital Region Hospital Hospital Clinic 

Tidewater, VA Clinic Hospital Hospital 

Puget Sound, WA Hospital Hospital Clinic 

Colorado Springs, CO Hospital  Clinic

San Antonio, TX Hospital  Clinic

Oahu, HI Hospital Clinic Clinic

Fort Bragg/Pope, NC Hospital  Clinic

Anchorage, AK Clinic  Hospital

Mississippi Gulf Region, MS  Clinic Hospital

Naval Hospital Charleston / Charleston AFB, SC  Hospital Clinic

Fairbanks, AK Hospital  Clinic

Overseas MSMs 
Okinawa, Japan  Hospital Clinic 
Kaiserslautern , Germany Hospital  Clinic

Osan Community, South Korea  Hospital  Clinic

Guam  Hospital Clinic

Table 15. United States and Overseas MSMs 
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Options for MSM Governance 
A number of models were considered to enhance the integration of military medical care in 
MSMs. Through a series of discussions with representatives from existing MSM organizational 
models, the Task Force outlined six broad MSM constructs for consideration:  

1. Informal MSM Management 
2. Existing MSM Management 
3. Enhanced MSM Management 
4. Single Service MSM Management 
5. Executive Agent MSM Management  
6. Command Authority 

 
The attributes and authorities as well as the strengths, weaknesses, and barriers to each model are 
elaborated below.   

 

MSM Option 1:  Informal Multi-Service Market Management 
This option presents the case that the value of the MSM offices are low, and that reducing this 
overhead cost will outweigh the value of coordination. Under this option, the responsibilities of 
the existing MSM managers would be limited to the most basic elements of informally 
coordinating activities between medical commanders in a market. MTF Commanders could meet 
and share information on an ongoing basis, but there would be no requirement to formally 
collaborate. This model for governance would essentially eliminate MSM governance and any 
central coordinating role. This would effectively allow MSMs to run on their own as the 
respective local MTF Commanders deem necessary. 

Elements and Authorities of MSM Option 1: Informal Multi-Service Market Management 
Item TOR Elements Outcome 

1 Management and supervisory chains of MTFs. 
MTF commanders would report through their Component 
organizations (however the Components determine is the best 
organizational model for their Service).  

2 
Management and supervisory chains of multi-
Service markets. 

There would be no designated MSM. The frequency and 
intensity of coordination of activities is entirely subject to the 
preferences of local commanders. Supervisory chains for the 
MTF commanders would continue as their Service Component 
directs.  

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over MSM personnel would 
reside within Service Components. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the MSM. 

The DHP would be distributed through the Military Departments 
to the individual medical treatment facilities within an MSM. 

5 
Management of MSM-specific shared services 
and related functions. 

The MTF commanders would be responsible for coordinating 
activities regarding, referral management, capacity, and workload 
planning.  

Table 16. Elements and Authorities of MSM Option 1: Informal MSM Management 
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Strengths, Weaknesses, and Barriers of MSM Option 1: Informal MSM Management 
Strengths of Informal MSM Management 

 Ease of Implementation: Would be little change to current structures; although MTF commanders in a market 
would not be obligated to sustain formal planning and coordination processes, it is likely that most commanders 
would sustain the coordination activities already in place (e.g., referral management processes).  

Weaknesses of Informal MSM Management 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Would not focus on 
optimization of services within a medical market; success and implementation of common processes would be 
reliant on local leaders. 

 Enhance Interoperability: Could reverse the successes in existing MSM offices, including the NCR. 

Barriers to Informal MSM Management Mitigation Strategies for Informal MSM Management 

 None.  None. 

Table 17. Strengths, Weaknesses, and Barriers of MSM Option 1: Informal MSM Management 
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MSM Option 2:  Existing Multi-Service Market Management 
This option would maintain the MSM authorities as specified in the 2003 USD (P&R) policy 
memo. Multi-Service market managers would be designated with responsibilities to create a 
unified one-year business plan and facilitate the adoption of common business and clinical 
practices. This is the current practice in most stateside regions, based on the existing TRICARE 
Governance policy, and would now be expanded to overseas MSMs. Both the San Diego and       
Fort Jackson/Shaw Air Force Base markets would no longer be deemed multi-Service markets. 
All other authorities and responsibilities would remain without change. 

Elements and Authorities of MSM Option 2: Existing MSM Management 
Item TOR Elements Outcome 

1 Management and supervisory chains of MTFs. MTF commanders would report through Military Departments.  

2 
Management and supervisory chains of multi-
Service markets. 

The designated MSM managers would have responsibilities for 
coordinating business plans and leading a collaborative process 
within their markets, consistent with the direction in the 
USD(P&R) November 2003 memorandum and with the 
memorandums of agreement established within their market. 
Supervisory chains for the MSM manager would continue as 
their Service Component directs.  

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over MSM personnel would 
reside within Service Components. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the MSM.  

The DHP would be distributed through the Military Departments 
to the individual medical treatment facilities within an MSM. 

5 
Management of MSM-specific shared services 
and related functions. 

The senior market manager would be responsible for 
coordinating activities regarding common appointing, referral 
management, capacity and workload planning, and development 
of a consolidated business plan. 

Table 18. Elements and Authorities of MSM Option 2: Existing MSM Management 

Strengths, Weaknesses, and Barriers of MSM Option 2: Existing MSM Management 
Strengths of Existing MSM Management 

 Ease of Implementation: This option would require very little organization change. 

Weaknesses of Existing MSM Management 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Although some markets 
have created common business and clinical practices (to include referral management), most locations report being 
limited by the lack of budgetary authority. 

 Dispute Resolution/Lines of Authority/Accountability: While allowing for coordination, this model would have 
no forcing mechanism. This means that the market would function effectively until an MTF commander decided that 
cooperating was no longer in his or her best interest. There would be no guarantees of long-term consistency or 
governance improvement. This model has shown to be heavily personality dependent on success, although the 2003 
policy letter has specific dispute resolution through the relevant Service SGs and ultimately, if needed to ASD(HA). 

Barriers to Existing MSM Management Mitigation Strategies for Existing MSM Management 

 Implementation in those regions without formal 
MSM offices (e.g., overseas). 

 Would require initial training and support for new MSMs. 

Table 19. Strengths, Weaknesses, and Barriers of MSM Option 2: Existing MSM Management  
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MSM Option 3:  Enhanced Multi-Service Market Management 
The authorities of the multi-Service market managers would be expanded to include 
responsibility for developing a five-year unified business plan, budget authority for the entire 
market, establishing common workload accounting processes, driving common clinical and 
business practices, and the authority to direct personnel to work in other locations within the 
market on a short-term basis. This expanded set of authorities is based on experiences derived 
from three of the largest MSMs: National Capital Region,; San Antonio, Texas; and the 
Tidewater area, Virginia.   

Elements and Authorities of MSM Option 3: Enhanced Multi-Service Market Management 
Item TOR Elements Outcome 

1 
Management and supervisory chains of 
MTFs. 

MTF commanders would report through their Component 
organizations (however the Components determine would be the 
best organizational model for their Service).  

2 
Management and supervisory chains of 
multi-Service markets. 

The designated MSM managers would have additional 
responsibilities and authorities. They would develop a unified 
business plan for the market covering a five year period; be 
empowered to develop and implement common business and clinical 
processes throughout the market; use a common workload 
accounting process; establish a single credentialing process and 
system; have direct budget authority for all medical treatment 
facilities in the market; and have authority to re-direct personnel 
within the market for short-term (less than six months) reassignment. 
Supervisory chains for the MSM manager would continue through 
their Service chains as their Service Component directs. Dispute 
resolution would continue as in the past to the Service SGs and to 
ASD(HA), as needed. 

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over MSM personnel would 
reside within Military Departments, although the market manager 
would have the authority to direct short-term reassignment of 
personnel as demand for health care in that market dictates. 

4 
The budgetary authority for the Defense 
Health Program (DHP) within the MSM. 

DHP would be distributed directly from OSD to the MSM manager.  

5 
Management of MSM-specific shared 
services and related functions. 

The senior market manager would be responsible for coordinating 
and directing common activities to include: common appointing, 
referral management, capacity/workload planning, and development 
of a consolidated business plan. This change has the potential for 
significant savings in the direct care and purchased care sectors.  

Table 20. Elements and Authorities of MSM Option 3: Enhanced MSM Management 
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Strengths, Weaknesses, and Barriers of MSM Option 3: Enhanced MSM Management 
Strengths of Enhanced MSM Management 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Would address the 
weaknesses that were identified by current multi-Service market managers by providing them with certain enhanced 
authorities. It would allow for market management to be driven in a timelier and more effective manner by the 
market leader, a change with the potential for significant savings in the direct care and private sector care systems. 

o A five-year business plan would require local commanders to take the long view on what they hope to 
achieve in terms of investments and market recapture.  

o The markets would determine their market management office resources; staff would come from internal 
sources, but would be dedicated to market manager responsibilities. 

o A single budget authority would incentivize all MTFs to seek market optimization opportunities. 
 Enhance interoperability: The market manager would have authority to direct adoption of local clinical and 

business processes (such as credentialing, referral management, financial management processes) that would provide 
for a more seamless experience for both patients and staff in the market. 

Weaknesses of Enhanced MSM Management 

 Dispute Resolution/Lines of Authority/Accountability: Full command and control authorities would not be in 
place, and a dispute resolution process that requires inter-Service cooperation persists; Services would forfeit some 
budgetary control for MTFs under their authority and control.  

Barriers to Enhanced MSM Management Mitigation Strategies for Enhanced MSM Management 

 MHS leadership must design a new process 
for directing budgets to market managers, and 
the process for implementing shared service 
approaches. 

 MSM Management Offices with proper 
staffing, development, and capabilities are 
needed to run this complex set of tasks.

 Implementation Team must design business processes that 
ensure transparency and clarity of responsibilities. 

 Market managers could leverage commercial and U.S. 
Government expertise to develop market staff with deep 
expertise in the management of healthcare systems. 

Table 21. Strengths, Weaknesses, and Barriers of MSM Option 3: Enhanced MSM Management 
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MSM Option 4: Single Service 
Each identified MSM, and the medical treatment facilities within it, would be assigned to a 
particular Military Department and thereby become a Single Service market. In a notional 
example, the Hawaii MSM would be designated as a Navy market, and all medical treatment 
facilities in the Hawaii MSM would become Navy facilities. Command and control of the market 
would be aligned under the Department of the Navy, and all business and clinical processes in 
the market would follow Navy procedures. Medical personnel would be assigned to the facilities 
in the market by their owning Service to meet beneficiary and clinical currency demands. This 
approach would solve the MSM governing issue by definition, as there would no longer be 
multi-Service markets, only large, multi-facility single-Service markets. 

Elements and Authorities of MSM Option 4: Single Service 
Item TOR Elements Outcome 

1 Management and supervisory chains of MTFs. 
MTF commanders would report through the Service designated 
to lead that market.  

2 Management and supervisory chains of MSMs The market would no longer be “multi-Service.”  

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over MSM personnel would 
reside with the designated Service. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the MSM.  

The DHP appropriation would be distributed through the Military 
Department for those markets in which the Military Department 
serves as Single Service.  

5 
Management of MSM-specific shared services 
and related functions. 

The Senior Service official in the market would be responsible 
for directing the activities of the subordinate medical treatment 
facilities in his/her chain of command.  

Table 22. Elements and Authorities of MSM Option 4: Single Service 

 

Strengths, Weaknesses, and Barriers of MSM Option 4: Single Service 
Strengths of MSM Single Service 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: This option permits rapid 
implementation of common processes and approaches within the market.  

Weaknesses of MSM Single Service 

 Ease of Implementation: There would be complexities in establishing a Single Service similar to an EA. Transfer 
of medical treatment facilities and other medical campuses, as well as MOA process to place personnel within 
another Service’s organization, would be complex.   

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Would create a high degree 
of variation in market management approaches across the MHS, as processes will be Service-specific. 

Barriers to MSM Single Service Mitigation Strategies for MSM Single Service 

 Process for selecting the Service lead may be 
difficult to adjudicate. 

 Implementation Team must design business processes 
that ensure transparency and clarity of responsibilities. 

Table 23. Strengths, Weaknesses, and Barriers of MSM Option 4: Single Service 
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MSM Option 5: Executive Agent 
Each multi-Service market would be established as an entity of the Military Departments 
involved and assigned to a particular Military Department Secretary, who would operate the 
market as an Executive Agent on behalf of the multiple Departments involved. The major 
facilities could be either multi-Service facilities or “owned” by a single Service. The individual 
MTFs within the market would become multi-Service staffed facilities (and, as such, the market 
would remain “multi-Service”). An executive board of major stakeholders could be established 
to protect equities and promote a multi-Service management perspective. The day-to-day 
operation of the multi-Service market would subject to the policy direction of the ASD(HA) as 
informed by the executive board. The Executive Agent would have budgetary and other 
authorities to direct single business and clinical processes throughout the market.  

Elements and Authorities of MSM Option 5: Executive Agent 
Item TOR Elements  Outcome 

1 Management and supervisory chains of MTFs. 

The market manager would have mission and budgetary control 
over the medical treatment facilities within the market area. The 
major facilities could be either multi-Service facilities or 
“owned” by a single Service. 

2 
Management and supervisory chains of multi-
Service markets. 

Supervisory chains for the MSM manager/Executive Agent 
would continue as their Executive Agent directs.  

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over MSM personnel would 
reside within the Executive Agent, subject to policy direction of 
the ASD(HA) as informed by an executive oversight board. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the MSM.  

The DHP would be distributed through the Military Department 
of each market’s Executive Agent to the market EA, and 
subsequently to each MTF within an MSM. 

5 
Management of MSM-specific shared services 
and related functions. 

Appointing, referral management, credentialing, business 
planning, and other activities in the market would be directed by 
the designated Executive Agent. 

Table 24. Elements and Authorities of MSM Option 5: Executive Agent 
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Strengths, Weaknesses, and Barriers of MSM Option 5: Executive Agent 
Strengths of MSM Executive Agent 

 Ease of Implementation: There is a well-designed process for establishing Executive Agents, and would leverage 
existing Service budget processes. 

 Dispute Resolution/Lines of Authority/Accountability: This option shares similarities with the Single Service 
model, and would allow the Executive Agent to direct common processes and approaches within the market.  

Weaknesses of MSM Executive Agent 

 Ease of Implementation: There are complexities in establishing the Executive Agent, and would require Secretary 
of Defense decision to establish the Executive Agent and/or alter of the Executive Agent. Additionally, ODA&M 
has indicated that the entire DoD process for Executive Agent designation may need to be reviewed. 

 Enhance Interoperability: Would create a high degree of variation in market management approaches as processes 
would be Service-specific based on which Service is the Executive Agent of a particular market.  

Barriers to MSM Executive Agent Mitigation Strategies for MSM Executive Agent 

 Process for selecting the Executive Agent 
may be difficult to adjudicate. 

 Implementation Team must develop Executive Agent 
selection processes that use common, transparent criteria. 

Table 25. Strengths, Weaknesses, and Barriers of MSM Option 5: Executive Agent 
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MSM Option 6: Command Authority  
Each multi-Service market would be established as a Joint military command. The market 
commander would exercise command authority over the medical treatment facilities within the 
market. These MTFs would no longer be Service-run, but would be subordinate Joint commands 
under the market area command. This is similar to the current model in the NCR. 

Elements and Authorities of MSM Option 6: Command Authority 
Item TOR Elements Outcome 

1 Management and supervisory chains of MTFs.  MTF commanders would report to the Market Commander.  

2 
Management and supervisory chains of multi-
Service markets. 

The Market Commander would report to the Secretary of 
Defense, or a Combatant Commander. 

3 
The authority, direction, and control for 
mission and administrative support matters 
over MSM personnel. 

The authority, direction, and control over the MSM would reside 
with the Market Commander. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the MSM.  

The DHP would be distributed directly to the Market 
Commander.  

5 
Management of MSM-specific shared services 
and related functions. 

The Market Commander would be responsible for directing all 
activities and processes within their area. 

Table 26. Elements and Authorities of MSM Option 6: Command Authority 

 

Strengths, Weaknesses, and Barriers of MSM Option 6: Command Authority 
Strengths of MSM Command Authority 

 Dispute Resolution/Lines of Authority/Accountability: Command authority would allow rapid implementation of 
common processes and approaches within the market.  

 Command authority and Joint Manning Documents (JMDs) would allow for allocation and reassignment of 
personnel within the market as needed. 

Weaknesses of MSM Command Authority 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Higher overhead costs 
unless resources would be removed from other Service command and intermediate command offices.   

 Other (Organizational) Alignment: This option only appears to be an effective alternative if it is aligned with a 
larger MHS Governance decision to direct a unified command. 

Barriers to MSM Command Authority Mitigation Strategies for MSM Command Authority

 Ease of Implementation: It would require 
transformation of market and MTFs from Service 
leads to joint market commands. 

 Medical Readiness: Alters process for the 
deployment of forces through the global force 
manpower allocation process. 

 MHS leadership would need to work closely with 
Military Departments to institute a sophisticated 
dispute adjudication process. 

 MHS leadership would need to establish a process 
that allows for timely escalation of issues if the joint 
commands fail to support deployment requirements. 

Table 27. Strengths, Weaknesses, and Barriers of MSM Option 6: Command Authority 
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Task Force Voting Results: MSM Governance   

Vote 

MSM Option 1: 
Informal MSM 
Management 

MSM Option 2:
Existing MSM 
Management 

MSM Option 3: 
Enhanced 

MSM 
Management 

MSM Option 4:
Single Service 

MSM Option 5:  
Executive 

Agent 

MSM Option 6: 
Command 
Authority 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

A 2.86 3 3 2 3.44 1 2.73 4 2.66 5 2.12 6 
B 2 5 3 2 3 1 1 4 1 6 2 3 
C 2.5 4 3 2 5 1 2.46 5 2.78 3 1.69 6 
D 3 3.5 3 3.5 5 1 2 5 4 2 1 6 
E 1.87 5 3 2 3.81 1 2.49 3 2 2 2.32 4 
F 2.43 6 3 3 3.04 1.5 2.99 4 3.04 1.5 2.82 5 
G 3 4.5 3 4.5 3.15 6 3.41 1 2.75 2.75 3.07 3 
H 1.89 6 3 5 4.95 1 3.67 3 3.73 2 3.44 4 
I 2.38 6 3 5 4.22 1 3.72 3 3.78 2 3.27 4 

Average 2.4 4.8 3 3.2 4.0 1.6 2.7 3.6 2.9 2.9 2.4 4.6 
Table 28. Task Force Voting Results for MSM Governance 

Note: Raw Score Scale: (1) weakest and (5) strongest based on the application of the weighted criteria.  
Ranked Score derived from the raw score and ordered from first (1) to last (6). 

Task Force Recommendation:   
The Task Force recommends MSM Option 3 – Enhanced Multi-Service Market Management. 
This option would introduce enhanced MSM manager authorities for MSMs in the DoD, to 
include providing budgetary and short-term personnel management authority to the market 
manager, instituting common clinical and business practices in the market, and other authorities 
as listed below. The majority (seven of nine members) of the Task Force favored this option.. 
The minority was split as follows: Single Service (one member); Executive Agent (one member). 

Authorities in these markets would be the same regardless of the size of the market in order to 
limit the variance in governance across the MHS. Resources to staff the MSM offices would 
transfer from within the markets. The designated market manager would determine the size of 
the MSM office.  

These enhanced authorities would expand the responsibilities from those specified in the 2003 
USD (P&R) memo, and would address the concerns and issues highlighted to the Task Force by 
serving MSM managers. The Task Force recommends the following MSM responsibilities. 

 Core Mission: MSMs, in which more than one Service operates medical facilities in 
overlapping service areas, must plan for and deliver health care in a manner that 
optimizes the market over the individual medical facilities. A single MSM manager 
would be designated by policy directive. The Task Force’s recommendation for 
designated MSM managers is found in Table 29.  

 MSM management activities must create and sustain a local market healthcare delivery 
system that enhances the patient experience of care, sustains or enhances quality of care, 
responsibly manages the costs of care across the medical treatment facilities and private 
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sector care, and sustains graduate medical education, training and readiness capabilities. 
The market manager would carry out the following mission-essential tasks.  

1. Create and sustain a unified business operation with common business 
processes centered on the requirements to run an integrated medical system. 
This includes: 

a. A five year unified business plan that is more than the consolidation 
of individual MTF plans 

b. A single (or common) financial management process which allows 
movement of funds to highest priority/impact clinical and business 
operations by the designated market manager 

c. One workload accounting system for the entire market area to ensure 
the alignment of appropriate incentives 

d. Civilian personnel processes, which are as seamless as possible, 
reduce inter-MTF competition for resources and allow flexible staffing 

e. Common medical logistics, information technology, and 
contracting operations where practical 

f. The establishment of common business processes across the 
enterprise  

2. Create and sustain a unified clinical operation with common clinical 
processes that seeks to optimize the military medical system and enhance the 
patient experience. 

a. A single referral management system that allows for timely referrals 
to medical treatment facilities or rapidly identifies the absence of 
military medical capacity or capability and refers the patient to the 
most effective private sector provider 

b. A health care environment which optimizes teaching staff, patient care 
exposure, and research opportunities for the Service directed readiness 
platforms as well as education and training programs, while 
maintaining excellent patient access and quality of care 

c. A credentialing and privileging process that allows for providers to 
move easily between facilities in the market 

d. A single responsible authority for market relationships and 
coordination with the local civilian, government, and inter-agency 
health communities  
 

3. Ensure unified planning and programs will facilitate the maximum use of 
the market for medical readiness training, pre- and post-deployment support, 
disability evaluation determination, wounded warrior care, and supporting 
civilian-military and interagency interactions such as local emergency 
response.  

 
The Task Force recommends the market manager be determined as identified in Table 29 below, 
with some markets having a permanent market manager, and other markets having a rotational 
leader. The staff in the multi-Service market offices, however, would be permanent and drawn 
from the respective Services in that market. 
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U.S. Based MSMs Market Manager 

National Capital Region Rotate Army / Navy 

Tidewater, VA Navy 

Puget Sound, WA Army 

Colorado Springs, CO Rotate Air Force / Army 

San Antonio, TX Rotate Air Force / Army 

Oahu, HI Rotate Navy / Army 

Fort Bragg / Pope, NC Army 

Anchorage, AK Air Force 

Mississippi Gulf Region, MS Air Force 

Naval Hospital Charleston / Charleston AFB, SC Navy 

Fairbanks, AK Army 

Overseas Based MSMs Market Manager 

Okinawa, Japan Navy 

Kaiserslautern, Germany Army 

Osan Community, South Korea Army 

Guam Navy 

Table 29. Recommended MSM Manager Designation 
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National Capital Region (NCR) Governance 

Background 
NCR health care governance was transformed in 2007 with the establishment of the Joint Task 
Force National Capital Region Medical (JTF CAPMED). This organization was established to 
(1) ensure effective and efficient delivery of military health care within the NCR TRICARE sub-
regional Joint Operations Area (JOA) using all available medical resources in the JOA; and to 
(2) oversee the consolidation and realignment of military health care resources within the JOA in 
accordance with BRAC obligations. The JTF CAPMED has successfully accomplished these 
missions of meeting the complex and challenging BRAC transformations while maintaining the 
highest levels of care for all beneficiaries. As the BRAC actions are nearing completion, the 
Task Force was asked to assess whether the JTF CAPMED governance model should serve as an 
enduring construct.  

Following completion of all BRAC activities, the NCR will include the largest medical center in 
the Department of Defense staffed by personnel from all the Services, the Department’s only 
medical school, and one of the largest military community hospitals also staffed by all the 
Services. Thus, the NCR hosts a significant portion of the Department’s medical resources and is 
a critical component in the maintenance and projection of medical capabilities for all three 
Service medical departments through the NCRs Graduate Medical Education (GME), clinical 
currency, and clinical research capacities.   

Options for NCR Governance 
Through a deliberative discussion and down-select process, applying the weighted criteria, the 
Task Force assessed the following seven options for NCR governance. These options are 
described in detail, to include reporting chains, responsibilities, and authorities as required by the 
Terms of Reference. 
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NCR Option 1:  As Is - Current Structure Reports to Secretary of Defense/Deputy 
Secretary of Defense  
The JTF CAPMED would remain in place, reporting to the Secretary of Defense/Deputy 
Secretary of Defense. The medical treatment facilities currently directed by the JTF CAPMED 
would operate as subordinate Joint commands with the manning, budgetary, and organizational 
arrangements directed to date by the Deputy Secretary. Staffing of military personnel would be 
through Joint Tables of Distribution (JTDs) and the assigned forces would be under the 
operational control of the JTF.  

Elements and Authorities of NCR Option 1: As Is - Current Structure  
Item TOR Elements Outcome 

1 
Management and supervisory chains of 
NCR MTFs. 

Two MTF commanders, Walter Reed National Military Medical Center 
and Fort Belvoir Community Hospital, would report to the NCR JTF 
Commander.  

2 
Management and supervisory chains of 
the NCR. 

The NCR JTF Commander would report to the Secretary/Deputy 
Secretary of Defense. 

3 
The authority, direction, and control for 
mission and administrative support 
matters over NCR personnel. 

The authority, direction, and control over the NCR would reside with 
the JTF Commander.  

4 
The budgetary authority for the Defense 
Health Program (DHP) within the NCR.  

The DHP would be distributed directly to the NCR JTF Commander to 
redistribute to assigned forces. 

5 
Management of NCR-specific shared 
services and related functions. 

The NCR JTF Commander would be responsible for directing all 
activities and processes within the assigned Joint Operations Area 
(JOA). Shared services and other efficiencies would be implemented by 
command authorities through JTF developed processes. 

Table 30. Elements and Authorities of NCR Option 1: As Is - Current Structure  

 

Strengths, Weaknesses, and Barriers of NCR Option 1: As Is - Current Structure  
Strengths of Current NCR Structure  

 Neither the NCR organizations nor the authorities of JTF CAPMED would be impacted.  
 JTF CAPMED leadership would be well integrated into MHS governance. 

Weaknesses of Current NCR Structure  

 Would continue the unique status of the NCR by operating outside of the traditional management of medical 
treatment facilities through the Services.  

 Would retain NCR as the fourth medical component to the MHS garrison service delivery (Army, Navy, Air Force).  
 Dispute Resolution/Lines of Authority/Accountability: When dispute resolution is needed, would require JTF 

CAPMED to go directly to senior levels within the DoD. Would create ambiguity between the responsibilities of the 
JTF CAPMED Commander and the Military Department Surgeons General. 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Would require the largest 
staffing of all of the current MSMs, partly due to its budget authorities that other MSMs do not possess, and partly 
due to the Joint Staff organizational models required in joint operations. 

Barriers to Current NCR Structure  Mitigation Strategies for Current NCR Structure 

 None.  None. 

Table 31. Strengths, Weaknesses, and Barriers of NCR Option 1: As Is - Current Structure  
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NCR Option 2:  JTF CAPMED Reports to a Combatant Commander (COCOM) 
The Joint Task Force National Capital Region Medical would remain in place, with the 
characteristics described in the preceding paragraph, but would report to the Commander, U.S. 
Northern Command (NORTHCOM), or another designated Combatant Command (COCOM) 
Commander. This assumes the COCOM does not alter the current authorities and related 
organizational structure. 
 
Elements and Authorities of NCR Option 2: JTF CAPMED Reports to a COCOM 
Item TOR Elements Outcome 

1 
Management and supervisory chains of 
NCR MTFs. 

Two MTF commanders, Walter Reed National Military Medical 
Center and Fort Belvoir Community Hospital, would report to the 
NCR JTF Commander.  

2 Management/supervisory chains of  NCR The NCR JTF Commander would report to COCOM Commander. 

3 
The authority, direction, and control for 
mission and administrative support matters 
over NCR personnel. 

The authority, direction, and control over the NCR would reside with 
the NCR JTF Commander.  

4 
The budgetary authority for the Defense 
Health Program (DHP) within the NCR.  

The DHP would be distributed directly to the NCR JTF Commander 
to redistribute to assigned forces, but would be overseen by the 
COCOM Commander. 

5 
Management of NCR-specific shared 
services and related functions. 

The NCR JTF Commander would be responsible for directing all 
activities and processes within the assigned AREA. Shared services 
and other efficiencies would be implemented by command authorities 
through NCR JTF developed processes. 

Table 32. Elements and Authorities of NCR Option 2: JTF CAPMED Reports to a COCOM  

Strengths, Weaknesses, Barriers of NCR Option 2: JTF CAPMED Reports to a COCOM 
Strengths of JTF CAPMED Reporting to a COCOM 

 Neither the NCR organizations nor the authorities of JTF CAPMED would necessarily be impacted. 
 Would require the reporting chain of the JTF CAPMED to move to a level below the Secretary of Defense level. 

Weaknesses of JTF CAPMED Reporting to a COCOM 

 Would continue the unique status of the NCR by operating outside of the traditional management of medical 
treatment facilities through the Services.  

 There would be no precedent for direct COCOM oversight of health care delivery and not within the current mission 
sets of COCOM. 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: This would require 
additional billets to be added to the COCOM for oversight. 

 Would retain the NCR as the fourth medical component to MHS garrison service delivery (Army, Navy, Air Force). 

Barriers to JTF CAPMED Reporting to a COCOM 
Mitigation Strategies for JTF CAPMED Reporting 
to a COCOM 

 COCOM Commanders willingness to accept the 
NCR medical mission. 

 The learning curve for COCOM personnel to 
understand and indoctrinate MHS governance 
processes. 

 May require a staff increase for the COCOM 
office for oversight responsibilities of the JTF. 

 A training program would need to be introduced to 
assist a COCOM staff with taking in this added 
responsibility; likely managed through the 
COCOM Surgeon’s office. 

Table 33. Strengths, Weaknesses, and Barriers of NCR Option 2: JTF CAPMED Reports to a COCOM 
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NCR Option 3: NCR MTFs Report to a Defense Health Agency 
Responsibility for management of the NCR medical market would be transferred to the Defense 
Health Agency described in the MHS Governance section above (provided that such an agency is 
established), and the NCR medical treatment facilities would operate under the agency’s 
authority, direction and control. In general, these medical treatment facilities would operate with 
the manning, budgetary, and organizational arrangements directed to date by the Deputy 
Secretary. (If the Defense Health Agency is not adopted for purposes of overall MHS 
governance, then the NCR market and medical treatment facilities would be transferred to the 
existing TRICARE Management Activity.) 

Elements and Authorities of NCR Option 3: NCR MTFs Report to a DHA  
Item TOR Elements Outcome 

1 
Management and supervisory chains of NCR 
MTFs. 

Walter Reed National Military Medical Center and Fort Belvoir 
Community Hospital, and potentially the other NCR medical 
facilities, would report to the Director, DHA. 

2 
Management and supervisory chains of the 
NCR. 

The NCR market manager may be one of the two MTF 
commanders and would report to the Director, DHA. 

3 
The authority, direction, and control for 
mission and administrative support matters 
over NCR personnel. 

The Director, DHA, who reports directly to the ASD(HA), would 
have authority, direction and control for mission and 
administrative support matters over NCR personnel. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the NCR.  

The Director, DHA, who reports directly to the ASD(HA), would 
have budgetary authority for the NCR. 

5 
Management of NCR-specific shared services 
and related functions. 

The Director, DHA, would be responsible for shared services.  

Table 34. Elements and Authorities of NCR Option 3: NCR MTFs Report to a Defense Health Agency  
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Strengths, Weaknesses, and Barriers of NCR Option 3: NCR MTFs Report to a DHA 
Strengths of the NCR MTFs Reporting to a DHA 

 Ease of Implementation: Would sustain current NCR organization and authorities, including decision to place 
WRNMMC and FBCH civilians under TMA. 

 Would better align rank of market manager with rest of MHS: NCR market manager can revert to a 2-Star general or 
flag officer, reporting to a 3-Star general or flag medical officer with equivalent rank to the Service Surgeons 
General. 

 Would provide a “test bed” for a more rapid implementation of solutions to include common business and clinical 
process re-engineering in which the organizational entity responsible for shared services is integrated with MTFs. 

 Dispute Resolution/Lines of Authority/Accountability: Would remove division of authorities among multiple 
military Services, by placing all under the authority, direction, and control of the DHA. 

 Would align under a designated Combat Support Agency, ensuring Chairman of the Joint Chiefs of Staff (CJCS) 
involvement. 

 Achieve Significant Cost Savings Through Reduction in Duplication/Variation: Could achieve savings by 
aligning management of NCR private sector care (in TRICARE Regional Office North) with direct care via the NCR 
Director.  

Weaknesses of the NCR MTFs Reporting to a DHA 

 Would require an additional mission for DHA to provide health care delivery, which traditionally has been a Service 
responsibility, and which may distract DHA from successful implementation of shared services aspect of its mission. 

 Dispute Resolution/Lines of Authority/Accountability: Potential to create conflicting priorities and distract 
Director, DHA, from shared service delivery. 

o Would continue the situation in which four entities (the three Military Departments and DHA) have 
responsibilities for the garrison direct care mission. 

o Could create a perception of budgetary conflicts of interest in distribution of DHP funds between DHA and 
Service hospitals, stemming the fact that Director, DHA, reports to ASD(HA). 

Barriers to the NCR MTFs Reporting to a DHA 
Mitigation Strategies for the NCR MTFs Reporting to 
a DHA 

 Would require the DHA to develop oversight 
capabilities for the NCR. 

 Could foster a complex environment by 
absorbing health delivery mission and oversight 
of JTF/NCR market. 

 DHA would need to establish a dedicated officer and 
institute an oversight process that comports with the 
expectations of various accreditation organizations. 

 Health Affairs would establish processes to ensure 
transparency and protect against perceptions of 
conflicts of interest. 

Table 35. Strengths, Weaknesses, Barriers of NCR Option 3: NCR MTFs Report to a Defense Health Agency  
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NCR Option 4:  NCR MTFs Report to an Executive Agent 
The NCR Health System would be established as an entity of the three Military Departments, 
day to day operational and administrative activities are supported by one of the Military 
Department Secretaries assigned as the Executive Agent. The Walter Reed National Military 
Medical Center (WRNMMC) and Fort Belvoir Community Hospital (FBCH) would be multi-
Service facilities, not owned by a Single Service. An executive board of major stakeholders 
could be established to protect equities and promote a multi-Service management perspective. 
The day-to-day operation of the NCR Health System is subject to the policy direction of the 
ASD(HA) as informed by the executive board. Multi-Service staffing facilities would be 
sustained through agreements between the Services. This option would disestablish JTF 
CAPMED as a joint command but maintain a similar multi-Service management structure. 

Elements and Authorities of NCR Option 4: NCR MTFs Report to an Executive Agent  
Item TOR Elements Outcome 

1 
Management and supervisory chains of NCR 
MTFs. 

Identified commanders would report through their chain of 
command to the Military Department Secretary/Executive 
Agent. 

2 Management and supervisory chains of the NCR. 
The NCR market manager would report through the Executive 
Agent chain of command. 

3 
The authority, direction, and control for mission 
and administrative support matters over NCR 
personnel. 

The day-to-day management and execution responsibilities 
over the NCR would reside with the market manager and the 
Executive Agent, subject to policy direction of the ASD(HA) 
as informed by an executive oversight board. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the NCR.  

The DHP would be distributed directly to the Executive Agent 
to redistribute to assigned forces.  

5 
Management of NCR-specific shared services and 
related functions. 

The Executive Agent, through the NCR market manager, 
would be responsible for directing all activities and processes, 
subject to oversight by an executive board and the ASD(HA). 

Table 36. Elements and Authorities of NCR Option 4: NCR MTFs Report to an Executive Agent 
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Strengths, Weaknesses, Barriers of NCR Option 4: NCR MTFs Report to Executive Agent 
Strengths of NCR MTFs Reporting to an Executive Agent 

 Dispute Resolution/Lines of Authority/Accountability: Would establish one Service responsible for the delivery 
of healthcare in the NCR.  

 Would allow current organization and authorities in the NCR to remain in place under the Executive Agent of the 
designated Service.  

 Would retain multi-Service hospitals, staffed by personnel from all Services and commanders from any Service. 

Weaknesses of NCR MTFs Reporting to an Executive Agent 

 Ease of Implementation: There are a number of complexities involved in establishing an Executive Agent (policy, 
and chartering process; establishing MOUs between Executive Agent and other Military Departments).  

 May induce some staff growth in designated Services to manage new responsibilities. 

Barriers to NCR MTFs Reporting to Executive 
Agent 

Mitigation Strategies for NCR MTFs Reporting to an 
Executive Agent 

 The process of selecting Military Department to 
assume control of the NCR. 

 Assuring proper Wounded, Ill and Injured (WII) 
priorities across all Services. 

 Establishment of executive oversight board with 
representation from MHS leadership. 

 Establish Memorandums of Understanding with all 
Services over policies and procedures for managing 
WII matters. 

Table 37. Strengths, Weaknesses, and Barriers of NCR Option 4: NCR MTFs Report to an Executive Agent 
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NCR Option 5: NCR MTFs Report to a Single Service 
All medical treatment facilities in the NCR would be assigned to a particular Military 
Department Secretary, consistent with the MSM Single-Service Model option above. 

Elements and Authorities of NCR Option 5: NCR MTFs Report to a Single Service 
Item TOR Elements Outcome 

1 
Management and supervisory chains of NCR 
MTFs. 

MTF commanders would report through the designated Service 
chain of command.  

2 
Management and supervisory chains of the 
NCR. 

The NCR market manager would report through the designated 
Service chain of command. 

3 
The authority, direction, and control for mission 
and administrative support matters over NCR 
personnel.  

The authority, direction, and control over the NCR would reside 
with the NCR market manager. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the NCR.  

The DHP would be distributed through the designated Service 
to the NCR market manager to redistribute to NCR facilities. 

5 
Management of NCR-specific shared services 
and related functions. 

The NCR market manager would be responsible for directing all 
activities and processes in accordance with designated Service 
processes and policies. 

Table 38. Elements and Authorities of NCR Option 5: NCR MTFs Report to a Single Service 

 

Strengths, Weaknesses, Barriers of NCR Option 5: NCR MTFs Report to a Single Service 
Strengths of NCR MTFs Reporting to a Single Service 

 Dispute Resolution/Lines of Authority/Accountability: One Service would be responsible for the delivery of 
health care in the NCR. 

 Would be easier to implement single business and clinical processes across the region. 

Weaknesses of NCR MTFs Reporting to a Single Service 

 Could be a perceived loss of Wounded, Ill and Injured Service members care priorities from losing Service(s). 
 May induce some staff growth in the designated Service to manage new responsibilities. 

Barriers to NCR MTFs Reporting to a Single 
Service 

Mitigation Strategies for NCR MTFs Reporting to a 
Single Service 

 Selecting a Service to assume control of the NCR. 
 Setting up the necessary organizational 

relationships, including: 
o Transferring MTFs and medical campuses 

to the designated Service 
o Establishing the MOUs for assignment of 

personnel from other Services 

 Implementation Team would need to work with the 
Department leadership on the best approach to select a 
Service lead. 

 Implementation Team would need to develop detail 
Concept of Operations for assignment of transfer of 
property and process for assigning personnel. 

Table 39. Strengths, Weaknesses, and Barriers of NCR Option 5: NCR MTFs Report to a Single Service 
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NCR Option 6: Enhanced MSM Management 
The JTF CAPMED would be disestablished and an NCR Market Management Office would be 
established with the characteristics described as “Enhanced MSM Management” in the 
“Multi-Service Market Governance Models” section above. The MTFs would continue to be 
staffed by personnel from all three Military Departments. The MTFs would be operated by the 
Military Department that has historically operated them (i.e., Fort Belvoir Community Hospital 
would be an Army Hospital; Walter Reed National Military Medical Center would be a Navy 
Medical Center). A stand-alone NCR market manager would be named, and would be rotated on 
a set periodic basis between the Army and Navy, and the market manager would report through 
their Service chain of command. 

Elements and Authorities of NCR Option 6: Enhanced MSM Management 
Item TOR Elements Outcome 

1 
Management and supervisory chains of NCR 
MTFs. 

MTF commanders would report to Service chains of 
command. 

2 Management and supervisory chains of the NCR. 
The NCR market manager would rotate between the Services 
and would report through their Service chain of command. 

3 
Authority, direction, and control for mission and 
administrative support matters for NCR personnel 

The authority, direction, and control over the NCR would 
remain with the parent Service of individual MTFs. 

4 
The budgetary authority for the Defense Health 
Program (DHP) within the NCR.  

The DHP would be distributed directly to the NCR market 
manager to redistribute to assigned forces.  

5 
Management of NCR-specific shared services and 
related functions. 

The NCR market manager would be responsible for directing 
all activities and processes within the assigned AREA.  

Table 40. Elements and Authorities of NCR Option 6: Enhanced MSM Management 

 

Strengths, Weaknesses, and Barriers of NCR Option 6: Enhanced MSM Management 
Strengths of an Enhanced MSM 

 Dispute Resolution/Lines of Authority/Accountability: Would align the NCR with the other MSMs, creating 
consistency among the Services and missions. 

 Achieve Significant Cost Savings Through Reduction in Duplication and Variation: Could reduce current JTF 
CAPMED overhead by more than 100 staff positions. 

 Enhance Interoperability: Would retain certain JTF authorities: budget, workload accounting, ability to move 
workload/personnel within the market, sustain and implement further clinical and business process.  

Weaknesses of an Enhanced MSM 

 Could create the perception that there is reduced value in seeing Joint solutions in the NCR. 
 Relies on the effectiveness of an “enhanced” multi-Service market office governance model, vice command 

authority, to drive change across command structures. 

Barriers to an Enhanced MSM Mitigation Strategies for an Enhanced MSM 

 Would require re-evaluation of various NCR 
organizational personnel decisions made to date, 
including: Military personnel (multi-Service staffing 
through MOU vice Joint Tables of Distribution); 
Civilian personnel (currently under TMA); OPCON 
with Services, vice NCR medical commander. 

 Implementation Team responsible for developing a 
detailed Concept of Operations that outlines 
specific, sequential steps to create new 
organizational and manning documents. 

 Pursue personnel decisions with bias toward least 
impactful approach. 

Table 41. Strengths, Weaknesses, and Barriers of NCR Option 6: Enhanced MSM Management 
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Task Force Voting Results: NCR Governance   

Vote 

NCR Option 1:  
As Is - Current 

Structure 
Reports to 

Secretary of 
Defense/ Deputy 

Secretary of 
Defense 

NCR Option 2:
JTF CAPMED 

Reports to a 
Combatant 

Commander 
(COCOM) 

NCR Option 3: 
NCR MTFs 
Report to a 

Defense Health 
Agency 

NCR Option 4:
NCR MTFs 
Report to an 

Executive 
Agent 

NCR Option 5:  
NCR MTFs 

Report a Single 
Service 

NCR Option 6: 
Enhanced MSM 

Management 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

Raw 
Score 

Ranked 
Score 

A 3 3 2 6 3 2 2.17 5 2.82 4 3.13 1 
B 3 1 2 3 2 4 2 5 1 6 3 2 

C 3 3 1 5 1 6 3 2 2.4 4 5 1 

D 3 4 3 3 1 6 4 2 2 5 5 1 
E 3 5 1.99 6 3.65 2  3 4 3.45 3 4.09 1 
F 3 5 3.01 4 3.06 3 3.52 1 3.52 2 2.94 6 
G 3 2 2.69 6 3.25 1 2.72 4 2.7 5 2.91 3 
H 3 2 2.6 6 4.23 1 2.92 3 2.92 4 2.75 5 
I 3 3 2.48 6 3.11 2 2.94 5 2.95 4 3.17 1 

Average 3 3.1 2.31 5 2.70 2.9 2.92 3.4 2.64 4.1 3.55 2.4 
Table 42. Task Force Voting Results for NCR Governance 

Note: Raw Score Scale: (1) weakest and (5) strongest based on the application of the weighted criteria.  
Ranked Score derived from the raw score and ordered from first (1) to last (6). 

Task Force Recommendation: 
The Task Force recommends NCR Option 6 – Enhanced MSM Management for governance of 
the NCR health system. JTF CAPMED would be disestablished and would be replaced with a 
market management office with enhanced MSM manager authorities, similar to the model that 
would be applied in all other MSM markets based on the MSM Governance recommendation. 
The MTFs would continue to be staffed by personnel from all three Military Departments, and 
common clinical and business processes would be maintained. The MTFs would be operated by 
the Military Departments that have historically operated them (i.e., Fort Belvoir Community 
Hospital would be an Army Hospital; Walter Reed National Military Medical Center, a Navy 
Medical Center).  

The majority (five of nine members) of the Task Force favored this option. The minority was 
split as follows: NCR MTFs report to DHA (two members); NCR MTFs report to an Executive 
Agent (one member); and JTF CAPMED “As Is” Current Structure reports to Secretary of 
Defense/Deputy Secretary of Defense (one member). 
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Summary of Task Force Recommendations 
The members of the Task Force reached a consensus on the following general points: 

 There is an opportunity to accelerate the adoption and implementation of more efficient, 
common clinical and business processes through reengineered and more streamlined 
shared services. 

 There is an obligation in the current fiscal environment to more rapidly implement and 
effectively manage efficiencies than the current organizations are likely to do. 

 There is an opportunity to provide a more coherent, cohesive, and effective long-term 
governance model for the MHS. 
 

The Task Force reached its recommendations on specific governance models for each of the 
three decision areas – MHS Governance, MSM Governance, and NCR Governance – through a 
series of discussions and votes among the Task Force members. The model receiving a majority 
or plurality of the members’ first place votes constituted the Task Force’s recommendations. 
Where there was a significant difference of views among Task Force members, the minority 
views are noted.  

This summarizes the Task Force’s overall major recommendations for the MHS as a whole, in 
multi-Service markets in general, and for the National Capital Region specifically.  

 Overall MHS Governance: MHS Option 2 – A Defense Health Agency with Medical 
Treatment Facilities Remaining with the Military Departments. 

Establish a Defense Health Agency that would be focused on consolidating and 
delivering a broader set of shared health services, and implementing common clinical and 
business processes. Medical treatment facilities would remain under the respective 
Military Departments. The Task Force recommends the DHA be designated as a Combat 
Support Agency for its combat support mission responsibilities, which will include 
oversight by the Chairman, Joint Chiefs of Staff. This recommendation builds upon the 
decision by the Secretary of Defense in March 2011 to establish an MHS Support 
Activity and expand the delivery of shared services throughout the MHS. 

 Multi-Service Market Governance: MSM Option 3 – Enhanced MSM Management.  

Introduce enhanced MSM manager authorities for multi-Service medical markets in the 
DoD, to include providing budgetary and short-term personnel management authority to 
the market manager as described previously.  

 National Capital Region Governance: NCR Option 6 – Enhanced MSM 
Management.  

Disestablish the JTF CAPMED and establish it as a market management office with 
enhanced MSM manager authorities, similar to the model that would be applied in all 
other MSM markets based on the MSM Governance recommendation. The MTFs would 
continue to be staffed by personnel from all three Military Departments, and common 
clinical and business processes would be maintained. The MTFs would be operated by 
the Military Departments that have historically operated them (i.e., Fort Belvoir 
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Community Hospital would be an Army Hospital; Walter Reed National Military 
Medical Center, a Navy Medical Center). 

The Task Force offers these recommendations with the acknowledgement that while these 
represent majority views of the Task Force members, they do not represent unanimous views. 
The Task Force further recognizes that, while the Task Force submitted these recommendations 
in keeping with the original tasking, the Task Force also attempted to portray the full range of 
options available to the Department leadership for consideration as objectively and thoroughly as 
the timeline would allow. 

Implementation (Concept of Operations) Plan  
This section describes an approach for the implementation of the Task Force’s recommendations, 
should one or more of these recommendations be selected. This approach is also generally 
applicable, with some modifications, should one or more of the other options presented in this 
report be adopted.  
 
Upon selection of the governance decisions for the MHS as a whole, in multi-Service markets, 
and in the National Capital Region, the Task Force recommends that the Deputy Secretary of 
Defense direct the establishment of an Implementation Team. This Team would be tasked to 
develop a more detailed Concept of Operations (CONOPS) for the tasks, responsibilities, and 
resources required to implement the governance decisions. The Task Force further recommends 
the Deputy Secretary of Defense name a DHA Program Executive Officer (PEO) to coordinate 
activities across the Department in the execution of the governance decisions.  
 
In addition, the Task Force recommends the DSD establish an Executive Advisory Committee 
(EAC) to review and advise the PEO and DSD. Members of this Committee would include 
representatives from USD (P&R), ASD(HA), Joint Staff, Military Department Secretaries, 
Comptroller, CAPE, DA&M, Deputy Chief Management Officer (DCMO), Office of the 
General Counsel (OGC), and Office of Legislative Affairs (OLA). The CONOPS should be 
completed in six (6) months beginning in October 2011. Tasks should include the development 
of measures for tracking and assessing the outcomes from this re-organization. The measures 
would permit DoD leaders to assess the performance of the new organization in meeting the 
stated objectives of the reorganization four to five years after implementation. 
 
If these recommendations are accepted, the Task Force believes that implementation actions 
could begin during FY12. The Task Force suggests that aggressive implementation could result 
in completion of activities by the end of FY14; the Implementation Team should work out the 
final timeline for implementation of any decisions made relative to this study. The Army views 
this timetable to be overly aggressive. The timelines below represent notional milestones that the 
Task Force believes are achievable in the near to medium term. 
 

 October 2011: Establish and charter an Implementation Team with a Program Executive 
Officer and Program Specific Study Teams to assess the means and extent by which 
shared services will be organized and directed, and all other activities resulting from the 
Deputy Secretary of Defense’s decision(s).  

 April 2012: The Implementation Team will present a detailed Concept of Operations for 
the stand-up of the Defense Health Agency and the enhanced multi-Service market 
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responsibilities; the approach for consolidating and delivering shared services; and the 
process to disestablish the JTF CAPMED. 

 October 2012: Reach Initial Operating Capability (IOC) for the Defense Health Agency 
and appoint a 3-Star general or flag officer to lead the DHA and establish the enhanced 
multi-Service markets. Disestablish the JTF CAPMED. 

 October 2013: 
o Full Operating Capability (FOC) reached for the DHA. 

 October 2013-2018: Allow for a five-year period to operate the DHA and e-MSM 
constructs before formal evaluation. 

 
The Task Force recommends the immediate establishment of an Implementation Team, led by a 
senior OSD official that would further delineate the specific milestones, concepts of operations, 
and detailed execution plans. The Task Force further recommends that the proposed MHS 
Governance model be permitted sufficient time, following implementation, to be fully evaluated 
in its ability to achieve expected outcomes in terms of clear and measurable criteria for 
performance improvement, agility and efficiency.  
 
The Task Force members wish to express appreciation for the opportunity to serve in this vital 
capacity. The MHS is a unique and indispensable asset in the country’s overall national security 
strategy. The performance of the MHS, especially over the last 10 years of war, has been historic 
and its operations exemplified by increasing joint activity and interoperability. We believe that 
the options and recommendations put forward in this report provide a pathway to a stronger and 
enduring governance model for the system, while maintaining the incredible performance of a 
military health system whose primary mission is to prepare for and go to war. 
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Appendix 1. June 14, 2011, Deputy Secretary of Defense Memorandum with Terms 
of Reference 



DEPUTY SECRETARY OF DEFENSE 

1010 DEFENSE PENTAGON 


WASHINGTON, DC 20301-1010 


JUN 14 2011 

MEMORANDUM FOR SECRETARIES OF THE MILITARY DEPARTMENTS 
CHAIRMAN OF THE JOINT CHIEFS OF STAFF 
UNDER SECRETARY OF DEFENSE (COMPTROLLER) 
UNDER SECRETARY OF DEFENSE FOR PERSONNEL AND 

READINESS 
DIRECTOR, COST ASSESSMENT AND PROGRAM EV ALUA TION 

SUBJECT: Review of Governance Model Options for the Military Health System 

With the pending completion of the consolidation of medical facilities and functions in the 
National Capital Region (NCR) mandated by the Base Realignment and Closure (BRAC) 
statutory process, the governance of military health care in the NCR is an issue that requires 
consideration and decision. This present need for a decision regarding the post-BRAC 
governance of military health care in the NCR provides an opportunity to address the desired end­
state governance of the entire Military Health System (MHS). Furthermore, in light of the 
considerable long-term fiscal challenges the nation faces, and the comprehensive review 
established by the Secretary of Defense to inform future decisions about spending on national 
security, we must ensure that the MHS is organized in a way that curtails expenses and achieves 
savings to the greatest extent possible in meeting its deeply important mission. 

I am therefore directing Dr. Peach Taylor, Deputy Assistant Secretary of Defense (Health 
AffairslForce Health Protection and Readiness), and Major General (Dr.) Doug Robb, Joint Staff 
Surgeon, to serve as co-chairs of a small review team and provide me, within 90 days, a report 
that includes their recommendation for the governance ofthe MHS as a whole and in multi­
Service medical markets, to include the NCR. To ensure a full consideration of these issues, the 
report will be considered by the Deputy's Advisory Working Group prior to my final decision on 
this subject. 

The Secretaries of the Military Departments, the Chairman of the Joint Chiefs of Staff, the 
Under Secretary of Defense (Comptroller), the Under Secretary of Defense for Personnel and 
Readiness, and the Director, Cost Assessment and Program Evaluation will each provide to me by 
June 20, 2011, with a nominee, at the I-star or 2-star level, or a comparable Senior Executive 
Service official, to serve as a member of this review team. 

The terms of reference for this review are attached. By copy of this memorandum, all 
Department of Defense components will fully cooperate in the execution of this review and be 
responsive to all requests for information or other support. 



Attachment: 
As stated 

cc: 
General Counsel of the Department of Defense 
Assistant Secretary of Defense for Legislative Affairs 
Director, Administration and Management 
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TERMS OF REFERENCE 

Review of Governance Model Options for the Military Health System 

These Terms of Reference (TOR) establish the objectives of the review directed by the Deputy 

Secretary of Defense to identifY a governance model for the Military Health System (MHS) as a whole 

and in multi-Service medical markets (to include the National Capital Region (NCR». 

Background 

On 12 September 2007, the Deputy Secretary of Defense established the Joint Task Force National 

Capital Region Medical (JTF-CAPMED) with a mission to (1) ensure effective and efficient delivery of 

world-class health care within the NCR and (2) oversee the consolidation and realignment of military 

health care in accordance with the Base Realignment and Closure (BRAC) statutory process. With the 
pending completion of the consolidation of medical facilities and functions in the NCR mandated by 

BRAC, the governance of military health care in the NCR is an issue that requires consideration and 
decision. 

Outside the NCR, the MHS continues under a mix of governance by the military departments and by 
the Office of the Secretary of Defense. Military departments separately manage medical treatment 

facilities (MTFs) without DoD-wide direct management oversight. Within the Office of the Secretary of 

Defense, the Assistant Secretary of Defense for Health Affairs establishes health care policy, exercises 
budgetary authority over the MHS through the Defense Health Program (DHP) appropriation account, 

and administers beneficiary purchased care through the TRICARE Management Activity (TMA). In 

recent years, there have been numerous recommendations from both within and outside of the Department 

of Defense for increased j ointness in the governance of the MHS to better achieve the missions of the 

MHS and to do so in a more cost-effective manner. In addition, the Secretary's March 14,2011, Track 
Four Efficiency Initiatives Decisions Memorandum directed that the "MHS Support Activity" would 

replace the TRICARE Management Activity and have four divisions: Uniformed Services University of 
the Health Sciences, TRICARE Health Plan, Health Management Support, and Shared Services. 

Furthermore, in light of the considerable long-term fiscal challenges the nation faces, and the 

comprehensive review established by the Secretary ofDefense to inform future decisions about spending 

on national security, we must ensure that the MHS is organized in a way that curtails expenses and 

achieves savings to the greatest extent possible in meeting its deeply important mission. 

The present need for a decision regarding the post-BRAC governance of military health care in the 
NCR provides an opportunity to address the desired end-state governance of the entire MHS to best 
promote the effective and cost-efficient achievement of the MHS mission, potentially to involve a major 

system-wide reorganization. 

Objectives and Scope 

The review will analyze options and provide a recommendation for a governance model for the MHS 

as a whole and in multi-Service medical markets (to include the NCR). In the event the review does not 
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reach a consensus among all members, the co-chairs shall present their recommendation as well as the 
alternative recommendation( s) of the other members of the review group. The analysis of each option 
should address all of the aspects below: 

• 	 The entity or entities having authority, direction, and control of the MHS as a whole (e.g., joint 
medical command; defense health agency or activity; Military Departments). 

• 	 The head of this entity or entities, and the reporting chain between such head and the Secretary of 
Defense. 

• 	 The management, including supervisory chain(s), of individual MTFs (e.g., jointly; by particular 
Military Departments). The review should include a specific recommendation regarding the 
MTFs currently under JTF-CAPMED. 

• 	 The management, including supervisory chain(s), ofmulti-Service medical markets (e.g., jointly; 
through a designated Military Department lead for the market; through coordination among the 
Military Departments in the market). The review should include a specific recommendation for 
the management of the NCR market, currently managed by JTF-CAPMED. 

• 	 The authority, direction and control for mission and administrative support matters over MHS 
personnel among OSD, the Military Departments, and/or joint entities. 

• 	 The budgetary authority for the Defense Health Program among OSD, the Military Departments, 
and/or joint entities. 

• 	 The policymaking authority among OSD, the Services, and/or joint entities. 

• 	 Management of purchased care and other functions currently performed by the TRlCARE 
Management Activity. 

• 	 Management of information technologies and systems, medical logistics, business functions, 
medical construction and facility operations, management support functions, readiness planning, 
medical research, education and training, and other shared services and related functions. 

• 	 Roles ofAssistant Secretary of Defense for Health Affairs, Military Department Secretaries, 
Service Chiefs, Military Department Surgeons General, a Joint Commander (if any), a Defense 
Agency or Field Activity Director (if any), and any other senior leaders in the MRS option being 
considered. 

Methodology 

The review will assess the options based on their fulfillment of the following criteria and such other 
criteria as the review determines necessary: 
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• 	 Provision of high-quality, integrated medical carefor Service members and eligible beneficiaries. 

• 	 Maintenance of a trained and ready deployable medical force to support combatant commanders. 

• 	 Achievement of significant cost-savings through, for example, elimination of redundancies, 
increased interoperability, and other means of promoting cost-efficient delivery of care. 

No option may be recommended that might interfere with the successful completion of the NCR 
medical recommendation under the Base Realignment and Closure Act by the September 15, 2011, 
deadline. 

Review Group Membership 

The co~chairs of the review will be Dr. Peach Taylor, Deputy Assistant Secretary ofDefense (Force 
Health Protection and Readiness), Office ofthe Assistant Secretary of Defense (Health Affairs), and 
Major General (Dr.) Doug Robb, Joint Staff Surgeon. Other members of the review group will consist of 
one representative at the 1- or 2-star general or flag officer or comparable Senior Executive Service level 
designated by each of the Secretaries of the Military Departments, the Chairman of the Joint Chiefs of 
Staff, the Under Secretary of Defense (Comptroller), the Under Secretary of Defense for Personnel and 
Readiness, and the Director, Cost Assessment and Program Evaluation. The review group shall meet on 
call of the co-chairs and as often as necessary to submit its report in a timely manner. The review shall 
have access to any information in the Department as the review determines necessary to accomplish its 
mission. All Department ofDefense components will fully cooperate in the execution ofthis review and 
be responsive to all requests for information or other support. 

Deliverables 

The review will provide its report to the Deputy Secretary of Defense not later than 90 days from the 
issuance of these Terms ofReference. The report will be coordinated with the General Counsel ofthe 
Department of Defense, the Assistant Secretary of Defense for Legislative Affairs, and the Director, 
Administration and Management. The report shall include the following: 

• 	 At least four options for MHS governance, including but not limited to MHS governance models 
where primary authority is vested in: (1) a Defense Agency/ Field Activity; (2) a Joint Military 
Command; (3) one or more Military Department Secretaries; and (4) a hybrid model 
incorporating features of the other three options. 

• 	 An explanation of each option considered with regard to the aspects of governance listed in 
"Objectives and Scope," above, and an analysis of each option with regard to those aspects. 

• 	 Analysis of the strengths and weaknesses of each option based on the criteria listed in 
"Methodology" above, and any other criteria determined by the review to be relevant. This 
analysis should include an estimate ofthe cost-savings, if any, to be achieved by each option 
compared to current governance. 
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• 	 A recommendation for the governance ofthe MHS as a whole and in multi-Service medical 
markets (to include the NCR). In the event the review does not reach a consensus 
recommendation among all members, the co-chairs shall present their recommendation as well as 
the alternative recommendation(s) ofthe other members ofthe review group. 

• 	 A timeline and process for implementing the recommended governance model for the MHS as a 
whole and in multi-Service medical markets (to include the NCR). 

The report will be considered by the Deputy's Advisory Working Group (DA WG) prior to a final 
decision by the Deputy Secretary of Defense on its recommendations. The DA WG may also convene to 
discuss the progress ofthe review efforts prior to the completion of the report, as determined appropriate 
by the Deputy Secretary of Defense. 
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Appendix 2. November 14, 2003, Under Secretary of Defense (Personnel and 
Readiness) Memorandum, “TRICARE Governance” 
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Appendix 3. September 12, 2007, Deputy Secretary of Defense Memorandum, 
“Establishing Authority for Joint Task Force – National Capital Region/Medical 
(JTF CAPMED) and JTF CAPMED Transition Team” 
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Appendix 4. March 14, 2011, Secretary of Defense Memorandum, “Organizational 
Efficiencies” (Pertinent Elements) 



DEPUTY SECRETARY OF DEFENSE 
10 10 DEFENSE PENTAGON 

WASHINGTON. DC 20301-1010 

SEP 1 2  2007 

MEMORANDUM FOR SECRETARIES OF THE MILITARY DEPARTMENTS 
CHAIRMAN OF THE JOINT CHIEFS OF STAFF 
UNDER SECRETARIES OF DEFENSE 
CHIEFS OF SERVICES 
COMMANDERS OF THE COMBATANT COMMANDS 
ASSISTANT SECRETARIES OF DEFENSE 
GENERAL COUNSEL OF THE DEPARTMENT OF 

DEFENSE 
DIRECTOR, ADMINISTRATION AND MANAGEMENT 
DIRECTOR, PROGRAM ANALYSIS AND EVALUATION 
DIRECTORS OF THE DEFENSE AGENCIES 

SUBJECT: Establishing Authority for Joint Task Force - National Capital 
RegionIMedical (JTF CapMed) and JTF CapMed Transition Team 
(Unclassified) 

The 2006 Quadrennial Defense Review provided strategies to improve the 
management, performance, and efficiency of the Military Health System (MHS). These 
strategies included elimination of redundant command structures, alignment of resource 
streams, and provision of clear lines of authority and responsibility for local decision 
making. 

Effective 14 Sep 07, I am establishing JTF CapMed under the command of 
RADM John Mateczun, MC, USN, as delineated in Annex A and B. JTF CapMed will 
(1) ensure the effective and efficient delivery of world-class military healthcare within 
the NCR Tricare Sub-region (JOA) using all available military healthcare resources 
within this JOA, and (2) oversee the consolidation and realignment of military healthcare 
within the JOA in accordance with the Rase Realignment and Closure Act (BRAC) 
Business Plan 169 and 173E. JTF CapMed will also conduct such other missions as may 
be assigned to improve the management, performance, and efficiency of the MHS. 

Upon receipt of this memol-andum, the current NCR Multiple Service Market 
Office (MSMO) and the NCR Medical BRAC Integration Office will merge to form the 
Transitional Element (TE) of JTF CapMed. RADM Mateczun will establish the Joint 
Table of Distribution (JTD) for the JTF Headquarters. Services will provide additional or 
alternate staffing as requested by the transition team or JTF. 



I have tasked the Under Secretary of Defense for Personnel and Readiness and 
Vice Chairman, Joint Staff to oversee this effort within the Department. Tab A provides 
authorities, guidance, and immediate tasks to establish JTF CapMed. Tab B identifies the 
military units assigned to JTF CapMed. 

Attachments: 
As stated 
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Appendix 5. High-Level Description of the Staffing Estimation Method 

Estimate of Staffing Requirements  

In support of the TOR criteria to evaluate options based on the potential to achieve significant 
cost savings through reduction in duplication and variation, the Task Force collected data on the 
organizational structure and staffing levels (military, civilian, and contractor) of the existing 
headquarters, intermediate command and field activities of Health Affairs, the TRICARE 
Management Activity (TMA), the offices of the Surgeons General, and the JTF CAPMED. The 
purpose was to develop a baseline of existing headquarters staffing and to provide an initial 
analysis of whether the options under consideration offered greater or lesser efficiencies in 
overall headquarters staffing. The analytic support team for the Task Force projected the 
potential staffing requirements for the MHS governance options. The details and tables that 
support this analysis are available in a separate volume. This report contains a review of the 
staffing analysis, along with the strengths and weaknesses of this approach. The key assumptions 
that guided the analysis were: 

• For each component, the missions are similar but scope and processes are variables, 

• Service management HQs are sized to accomplish their medical mission through the 
Service specific processes and in the Service operational environment, and  

Current staffing can be used as a benchmark for staffing of consolidated HQ entities 

Our analysis was based on, and extended parts of, a similar analytical model performed by the 
Center of Naval Analyses in support of the 2006 MHS Governance work group. Using the 
organizational charts and inputs from all organizations, the data were aligned by Higher 
Headquarters level and by functional category as shown in Figure A5-1 and Table A5-1. 

 
Figure A5-1. Higher Headquarters Construct 

Higher HQs
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of this element. The analysis adopted that of the Center for Naval Analyses1 (CNA) by using an 
“economies of scale” approach based on the construct, i.e., the combination of two similar work 
elements will result in an output level that is marginally greater than the sum of the individual 
outputs due to scale efficiencies. This approach was used to estimate the staffing for the shared 
services component and Table A5-2 lists the functions considered for shared services. Due to the 
short time available for this Task Force to complete its work, no estimate was made of the 
savings from such items of consolidated contracts and other common business processes. The 
details of the shared services in terms of the functions involved and the level of consolidation 
should be developed further as part of the implementation of any governance changes. 

Part 2: Higher Headquarters 

The management headquarters construct used is given above in Figure A5-1, with each level 
analyzed separately.   

Higher Headquarters. Representing the direct support offices of the ASD(HA) and the 
Surgeons General, this headquarters level was allocated a value of 100 personnel for each 
component for the analysis. Neither the TRICARE Management Activity nor any of the 
Service support activities is included in this allocation. 

Unified Medical Command. To address the Unified Medical Command, we evaluated 
the JTF CAPMED staffing with expansion to an MHS-wide scope and compared this 
result to existing Combatant Commands staffing levels as a benchmark.  

The estimated JTF CAPMED end-state staffing requirement is ~150 personnel to manage 
~10% of the MHS operations. Extending this estimate linearly to the entire MHS 
suggests that approximately 1,500 staff would be needed to manage the entire system. 
Evaluation of Combatant Command staffing, shown in Table A5-3, suggests that UMC 
staffing could range from 2,000-3,000 personnel to oversee and direct the activities of 
over 130,000 personnel assigned and $53B in resources. A conservative estimate of the 
UMC staffing of 1,750 was used as the midpoint between the JTF staffing estimate and 
the lower end of the Combatant Command staffing benchmark. Although comparisons 
offer a reasonable estimate for staffing, the Task Force recognizes that a detailed concept 
plan or business case analysis is required to accurately determine the manpower 
requirements for a Unified Medical Command. 

 

Table A5-3. Combatant Command Joint Table of Distribution Authorizations 

Intermediate Headquarters. This level represents the Regional Headquarters for the 
Army and Navy and the Major Command Medical Staffs for the Air Force. The TMA 

                                                 
1 E. Christensen, CDR D Farr, J. Grefer, and E Schaefer, “Cost Implications of a Unified Medical Command,” 
Center for Naval Analyses, CRM D0013842.A3, May 2006. 

JTD AFRICOM CENTCOM EUCOM JFCOM NORTHCOM PACOM SOCOM SOUTHCOM STRATCOM TRANSCOM
Joint 
Staff

TOTAL 2,695 5,801 3,788 5,703 2,412 5,371 6,209 2,563 6,021 2,601 2,252

*Data is all approved funded authorizations (FY11) as of 1 Aug JTD/JTMD.
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TRICARE Regional Offices (TROs) were not included as they were deemed to provide a 
unique and focused function centered on contractor performance that was different from 
the Services’ regional and Major Command Medical Headquarters. In order to address 
the differences in organizational approach and command environment between the 
Services, a metric was developed that was normalized to the operations and maintenance 
(O&M) budget from the FY12 President’s Budget. This metric was developed by 
reducing the size of the headquarters element by the estimated FTE savings based on 
shared services. As the shared services analysis addressed the shared services staffing 
estimate, removal of shared services from the management headquarters avoided double 
counting of those personnel. Initially, the intermediate headquarters staffing FTEs were 
reduced by the FTEs in functions that would be addressed as shared services. This 
reduced headquarters staffing was divided into the Defense Health Program (DHP) 
provided O&M budget for that Service to produce a metric showing the amount of O&M 
resources executed on a per capita basis of the numbers of people in the Headquarters 
element. This metric was used to estimate the staffing for Regional Headquarters in the 
options. By dividing the metric into the total DHP O&M executed by the Services, an 
estimate of the non-shared services intermediate staffing levels was obtained.  

Support Elements. All Services include a support element for their management 
headquarters. Management headquarters include the Army's Medical Command 
(MEDCOM); the Navy Bureau of Medicine and Surgery (BUMED) and Naval Medical 
Support Command (NMSC); the Air Force Medical Operations Agency (AFMOA) and 
the Air Force Medical Support Agency (AFMSA). These elements provide key staffing 
for the daily common operational requirements for each Service medical organization. 
The analysis utilized the same approach for this level of command as in the intermediate 
headquarters. 

Staffing Requirements. The final impact on staffing requirements for a governance 
option was estimated by adding the results for the shared services and the intermediate 
headquarters, less projected saving. These results were determined as ranges, shown in 
Figure A5-2. This figure shows the range of potential changes that is available from the 
model and the data provided. Clearly, the optimum result will lie between these two 
extremes and be dependent on the particular option assessed. For example, the Single 
Service option and the DHA with MTFs are very similar analytically and therefore any 
differences between them will depend on differences in the efficiencies found in the 
support and Intermediate HQ areas.  
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of the overall savings for a particular option. The analysis did not include any allocation of 
requirements by component due to the differences in the staffing and operational environments 
between the components. Any allocation of reductions in particular should be informed by a 
more detailed analysis that would address the differences in the way the different components 
staff the various functions. This would avoid penalizing components that already have highly 
efficient processes potentially to the point of reducing their ability to deliver the needed 
functional outputs. 

For the Unified Medical Command, there is interplay between the UMC staff and the support 
and intermediate headquarters staff that cannot be easily modeled without a more detailed 
analysis, therefore the UMC estimate is on the low end of the typical COCOM staff size. The 
estimate of the staffing requirements for the UMC is in the range of other COCOM staffs and 
indicates that a UMC may not provide significant savings as stated previously. 



TASK FORCE ON MILITARY HEALTH SYSTEM GOVERNANCE 
 

 
 

Appendix 6. Side-By-Side Comparisons of each MHS Governance Option depicting 
TOR Criteria and Strengths and Weaknesses 
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MHS Governance 



MHS Governance Options
TOR Elements Side-by-Side Comparison

MHS Option 1:
As Is Current Structure

MHS Option 2:
A Defense Health Agency (DHA) with Medical 
Treatment Facilities (MTFs) remaining in the 

Military Departments 

MHS Option 3: 
A Defense Health Agency (DHA)  with 

Medical Treatment Facilities (MTFs) placed 
under the authority, direction and control of 

the Agency

MHS Option 4: 
Unified Medical Command (UMC) with 

Service Components

MHS Option 5: 
Single Service – one Military Department 
Secretary assigned responsibility for the 

MHS

1 Entity having authority, direction and 
control of MHS as a whole.

The ASD(HA) would be responsible for all 
authority, direction, and control of policy and 
resources of the MHS as a whole, consistent 
with DoD Directive 5036.01.

The ASD(HA) would be responsible for all authority, 
direction, and control of policy and resources of the MHS as a 
whole, consistent with DoD Directive 5036.01.

The Director, DHA would be responsible for authority, 
direction, and control of the MHS. ASD(HA) would 
have an oversight and policy role. Military 
Departments would be responsible for the size and 
capabilities of the active duty medical forces.

The Commander, US Medical Command, would 
be responsible for authority, direction, and 
control of the MHS as a whole through its 
components.

The designated Military Department Secretary 
would be responsible for the management and 
oversight of the MHS.

2 Head of entity or entities, and the 
reporting chain to the Secretary of 
Defense.

Military Department reporting chains would 
remain as they currently exist with Service 
Surgeons General reporting to their Service 
Chiefs who would report to their Military 
Department Secretaries who would report to the 
Secretary of Defense.

Component reporting chains would remain as they currently 
exist with Service Surgeons General reporting to their Service 
Chiefs who would report to their Military Department 
Secretaries who would report to the Secretary of Defense.

The Director, Defense Health Agency (DHA) would report to 
the ASD(HA) who would report to the USD (P&R) who would 
report to the Secretary of Defense.

Component reporting chains for headquarters and TOE-
assigned military personnel would remain as they 
currently exist. Service Surgeons General would 
continue reporting to their Service Secretaries who 
would report to the Secretary of Defense, but overall 
reporting chains would be changed for garrison care.

The Director, DHA would report to the ASD(HA), 
who would report to the USD (P&R), who would 
report to the Secretary of Defense.

The Commander, US Medical Command, would 
report directly to the Secretary of Defense.

The designated Military Department Secretary 
would establish a medical organizational model 
as they determine is best suited to manage the 
MHS (likely with geographic or regional 
intermediate headquarters). The leader of the 
medical organization would report to the 
Military Department Secretary. The Military 
Department Secretary would report to the 
Secretary of Defense. 

3 Management and Supervisory Chains of 
MTFs.

MTF commanders would report through their 
established Military Department chains of 
command. 

MTF commanders would report through their established 
Military Department chain of command.

MTF commanders would report through intermediate 
commands established by the DHA Director. 

MTF commanders would report through their 
components to the US Medical Command. 

MTF commanders would report through the 
organizational model that the designated Military 
Department Secretary has put into place, through 
the Military Department chain of command. 
There may be an intermediate command structure 
put in to place by the Military Department 
Secretary based on geographic or functional 
mission considerations.

4 Management and Supervisory Chains of 
Multi-Service Markets.

Based on the selection for MSM governance 
(see Section, “Multi-Service Market 
Governance” further in this report).

Based on the option selected for MSM governance (see 
Section, “Multi-Service Market Governance” further in this 
report).

As all medical treatment facilities would be operated 
by the DHA, vice the Services, the concept of Multi-
Service Markets would no longer be applicable. 

The Commander, US Medical Command, would 
designate the Market Manager. Supervisory 
chains would continue through their Service 
Components. Larger, complex entities like the 
NCR may report outside component chains.

There would be no Multi-Service Markets. All 
MSMs would function under one Service.

5 The authority, direction, and control for 
mission and administrative support 
matters over MHS personnel among 
OSD, the Military Departments, and/or 
joint entities.

The authority, direction, and control over MHS 
personnel would reside within the Military 
Departments. 

The authority, direction, and control over MHS personnel 
would reside within the Military Departments, except for those 
assigned directly to the DHA. 

The Director, DHA would have authority, direction, 
and control over MHS personnel assigned to the 
medical treatment facilities within rules established 
with the Military Department Secretaries. TOE forces 
would report through their Service structures. 

The authority, direction, and control over 
assigned MHS personnel would reside within the 
Service Components of the US Medical 
Command, who report to the UMC commander. 

The Military Department Secretary would have 
authority, direction, and control over MHS TDA 
personnel assigned to the medical treatment 
facilities. TOE forces would report through their 
separate Service structures. 

6 The budgetary authority for the Defense 
Health Program (DHP) among OSD, the 
Military Departments and/or joint 
entities.

The DHP would be sustained, and authority 
over the DHP would reside with the ASD(HA). 

The DHP would be sustained, and authority over the DHP 
would reside with the ASD(HA). The Service Surgeons 
General and the DHA would develop their own DHP inputs to 
ASD(HA).

Authority over the DHP would reside with the 
Director, DHA with oversight from ASD(HA).

Authority over the DHP would reside with the 
Commander, US Medical Command. 

Authority over the DHP would reside with the 
designated Military Department Secretary.

TOR Elements



MHS Governance Options
TOR Elements Side-by-Side Comparison

MHS Option 1:
As Is Current Structure

MHS Option 2:
A Defense Health Agency (DHA) with Medical 
Treatment Facilities (MTFs) remaining in the 

Military Departments 

MHS Option 3: 
A Defense Health Agency (DHA)  with 

Medical Treatment Facilities (MTFs) placed 
under the authority, direction and control of 

the Agency

MHS Option 4: 
Unified Medical Command (UMC) with 

Service Components

MHS Option 5: 
Single Service – one Military Department 
Secretary assigned responsibility for the 

MHS

TOR Elements

7 The policymaking authority among OSD, 
the Services, and/or joint entities.

The ASD(HA) would execute policy. The ASD(HA) would execute policy through the Director, 
DHA. 

The ASD(HA), subject to the authority, direction and 
control of USD (P&R), would be the senior policy 
authority within the MHS.

The Director, DHA would execute policy through the 
DHA structure.

Policy matters would be coordinated with the Director, 
DHA, and Military Department Secretaries.

The ASD(HA), subject to the authority, direction 
and control of the USD (P&R), would be the 
senior policy authority within the MHS. Policy 
matters would be coordinated with the UMC 
Commander and Military Departments.

The ASD(HA), subject to the authority, direction 
and control of the USD (P&R), would serve as 
the senior medical advisor to the Secretary of 
Defense, and  retains policy authority within the 
MHS. The designated Military Department 
Secretary would execute ASD(HA) policy 
directives.

8 Management of purchased care and other 
functions currently performed by the 
TRlCARE Management Activity.

The Director, TMA (currently dual-hatted by 
the ASD(HA)) would manage purchased care 
and other TMA functions. 

The Director, DHA would assume control of TRICARE 
Contracts and all other TMA functions, with the exception of 
select financial management activities which would migrate to 
the OASD(HA).

The Director, DHA would assume control of 
TRICARE contracts and all other TMA functions.

The Commander, US Medical Command, would 
assume control of TRICARE contracts and all 
other TMA functions.

The designated Military Department Secretary 
would assume control of TRICARE contracts 
and all other TMA functions.

9 Management of information technologies 
and systems, medical logistics, business 
functions, medical construction and 
facility operations, management support 
functions, readiness planning, medical 
research, education and training, and 
other shared services and related 
functions.

Shared services activities, including but not 
limited to, this listing would be delivered 
though a collaborative process between the 
ASD(HA) and the Military Departments. 

All shared services activities, including but not limited to, this 
listing would be delivered under the authority, direction and 
control of the Director, DHA.

The Director, DHA would control shared and common 
functions.

The Commander, US Medical Command would 
be responsible for managing and directing shared 
and common functions through the subordinate 
Joint Health Support Command.

Medical shared services activities would move to 
the single designated Military Department 
Secretary. 

10 Roles of Assistant Secretary of Defense 
for Health Affairs, Military Department 
Secretaries, Service Chiefs, Military 
Department Surgeons General, a Joint 
Commander (if any), a Defense Agency 
or Field Activity Director (if any), and 
any other senior leaders in the MHS 
option being considered.

The ASD(HA) would continue the 
responsibilities outlined in DoD Directive 
5136.01, “Assistant Secretary of Defense for 
Health Affairs”, and as Director, TRICARE 
Management Activity.

The Military Departments would continue to be 
responsible for management and oversight of 
their military medical personnel, medical 
readiness programs, and health care delivery 
within their respective medical treatment 
facilities. The Military Department Secretaries 
would be responsible for assigning duties to 
their respective Surgeons General and 
organizing their medical forces.

The ASD(HA) would retain most responsibilities outlined in 
DoD Directive 5136.01, “Assistant Secretary of Defense for 
Health Affairs”, and would supervise the DHA Director.

The Military Departments would continue to be responsible 
for management and oversight of their military medical 
personnel, medical readiness programs, and health care 
delivery within their respective medical treatment facilities. 
The Military Department Secretaries would be responsible for 
assigning duties to their respective Surgeons General and 
organizing their medical forces.

The Director, DHA would assume all responsibilities currently 
outlined in DoD Directive 5136.01TRICARE Management 
Activity, and would have the authority to issue program 
guidance regarding medical research and development, health 
information technology, military medical logistics, military 
medical construction, medical education and training, and all 
other responsibilities as provided by the Secretary of Defense.

The ASD(HA) would retain policy-making activities, 
and would supervise the DHA Director.  

The Service Components would continue to be 
responsible for management and oversight of their 
medical readiness programs.

The Director, DHA would assume budgetary control of 
the DHP and all responsibilities currently outlined in 
DoD Directive, 5136.12, TRICARE Management 
Activity, and would have the authority to issue 
program guidance regarding medical research and 
development, health information technology, military 
medical logistics, military medical construction, 
medical education and training, and all other 
responsibilities as provided by the Secretary of 
Defense. The Director, DHA, would also have overall 
supervision of all medical treatment facilities.

The ASD(HA)  responsibilities would be 
delineated in an updated DoD Directive and 
focused only on policy-making activities.  

The Service Components would continue to be 
responsible for management and oversight of 
their military medical personnel and medical 
readiness programs. The Service Secretaries 
would be responsible for assigning duties to their 
respective Surgeons General and organizing their 
medical forces.

The Unified Command Plan (UCP) would 
establish the missions and responsibilities for the 
UMC, which should include responsibilities 
currently outlined in DoD Directive 5136.12, 
TRICARE Management Activity, and would 
have the authority to issue operational and 
program guidance regarding medical research 
and development, health information technology, 
military medical logistics, military medical 
construction, medical education and training.

The ASD(HA) would retain most responsibilities 
as delineated in an updated DoD Directive and 
focused on policy-making activities.  

The Service Components would be responsible 
for identifying their requirements for medical 
support to the designated Military Department 
Secretary.  

The designated Military Department Secretary 
would assume all responsibilities currently 
outlined in DoD Directive, 5136.12, TRICARE 
Management Activity, and would have the 
authority to issue operational and program 
guidance regarding medical research and 
development, health information technology, 
military medical logistics, military medical 
construction, medical education and training, and 
all other responsibilities as provided by the 
Secretary of Defense.

11 Effect on the Guard and Reserve forces. No effect would be anticipated on the Guard 
and Reserve forces, and they would remain 
aligned with their respective Service.

No effect would be anticipated on the Guard and Reserve 
forces, and they would remain aligned with their respective 
Service.

No effect would be anticipated on the Guard and 
Reserve forces, and they would remain aligned with 
their respective Service.

No effect would be anticipated on the Guard and 
Reserve forces, and they would remain aligned 
with their respective Service.

No effect would be anticipated on the Guard and 
Reserve forces, and they would remain aligned 
with their respective Service.
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MSM Governance Options
TOR Elements Side-by-Side Comparison

MSM Option 1:  
Informal Multi-Service Market 

Management

MSM Option 2:  
Existing Multi-Service Market 

Management

MSM Option 3:  
Enhanced Multi-Service Market 

Management

MSM Option 4: 
Single Service

MSM Option 5: 
Executive Agent

MSM Option 6:
Command Authority

1 Management and Supervisory 
Chains of MTFs.

MTF commanders would report through their 
Component organizations (however the 
Components determine is the best 
organizational model for their Service). 

MTF commanders would report through their 
Military Departments. 

MTF commanders would report through their 
Component organizations (however the 
Components determine would be the best 
organizational model for their Service). 

MTF commanders would report through the 
Service designated to lead that market. 

The Market Manager would have mission and 
budgetary control over the medical treatment 
facilities within the market area. The major 
facilities could be either multi-Service facilities 
or “owned” by a single Service.

MTF commanders would report to the Market 
Commander. 

2 Management and Supervisory 
Chains of Multi-Service Markets.

There would be no designated MSM. The 
frequency and intensity of coordination of 
activities is entirely subject to the preferences of 
local commanders. Supervisory chains for the 
MTF commanders would continue as their 
Service Component directs. 

The designated MSM Managers would have 
responsibilities for coordinating business plans 
and leading a collaborative process within their 
markets, consistent with the direction in the 
USD (P&R) November 2003 memorandum and 
with the Memorandums of Agreement 
established within their market. Supervisory 
chains for the MSM Manager would continue 
as their Service Component directs. 

The designated MSM Managers would have 
additional responsibilities and authorities. They 
would develop a unified business plan for the 
market covering a five year period; be empowered 
to develop and implement common business and 
clinical processes throughout the market; use a 
common workload accounting process; establish a 
single credentialing process and system; have direct 
budget authority for all medical treatment facilities 
in the market; and have authority to re-direct 
personnel within the market for short-term (less 
than six months) reassignment. Supervisory chains 
for the MSM Manager would continue through their 
Service chains as their Service Component directs. 
Dispute resolution would continue as in the past to 
the Service SGs and to ASD(HA), as needed.

The market would no longer be “multi-Service.” Supervisory chains for the MSM 
Manager/Executive Agent would continue as 
their Executive Agent directs. 

The Market Commander would report to the 
Secretary of Defense, or a Combatant 
Commander.

3 The authority, direction, and control 
for mission and administrative 
support matters over MSM 
personnel.

The authority, direction, and control over MSM 
personnel would reside within Service 
Components.

The authority, direction, and control over MSM 
personnel would reside within Service 
Components.

The authority, direction, and control over MSM 
personnel would reside within Military 
Departments, although the Market Manager would 
have the authority to direct short-term reassignment 
of personnel as demand for health care in that 
market dictates.

The authority, direction and control over MHS 
personnel would reside with the designated 
Service.

The authority, direction, and control over MSM 
personnel would reside within the Executive 
Agent, subject to policy direction of the 
ASD(HA) as informed by an executive 
oversight board.

The authority, direction, and control over the 
MSM would reside with the Market 
Commander.

4 The budgetary authority for the 
Defense Health Program (DHP) 
within the MSM. 

The DHP would be distributed through the 
Military Departments to the individual medical 
treatment facilities within an MSM.

The DHP would be distributed through the 
Military Departments to the individual medical 
treatment facilities within an MSM.  

The DHP would be distributed directly from OSD to 
the Market Manager. 

The DHP appropriation would be distributed 
through the Military Department for those 
markets in which the Military Department 
serves as Single Service. 

The DHP would be distributed through the 
Military Department of each market’s 
Executive Agent to the Market EA, and 
subsequently to each MTF within an MSM.

The DHP would be distributed directly to the 
Market Commander. 

5 Management of MSM-specific 
shared services and related 
functions.

The MTF commanders would be responsible for 
coordinating activities regarding, referral 
management, capacity, and workload planning. 

The Senior Market Manager would be 
responsible for coordinating activities regarding 
common appointing, referral management, 
capacity and workload planning, and 
development of a consolidated business plan.

The Senior Market Manager would be responsible 
for coordinating and directing common activities to 
include: common appointing, referral management, 
capacity and workload planning, and development 
of a consolidated business plan. This change has the 
potential for significant savings in the direct care 
and purchased care sectors. 

The Senior Service official in the market would 
be responsible for directing the activities of the 
subordinate medical treatment facilities in 
his/her chain of command. 

Appointing, referral management, credentialing, 
business planning, and other activities in the 
market would be directed by the designated 
Executive Agent.

The Market Commander would be responsible 
for directing all activities and processes within 
the Area of Responsibility (AOR). 

TOR Elements
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NCR Governance 



NCR Governance Options
TOR Elements Side-by-Side Comparison

NCR Option 1:
As Is Current Structure Reports to 

Secretary of Defense/Deputy Secretary of 
Defense

NCR Option 2:
JTF CAPMED Reports to a Combatant 

Commander (COCOM)

NCR Option 3:
NCR Reports to a Defense Health Agency

NCR Option 4:
NCR Medical Treatment Facilities 

Report to an Executive Agent

NCR Option 5:
NCR Reports to a Single Service

NCR Option 6:
Enhanced MSM Management

1 Management and Supervisory 
Chains of NCR MTFs.

Two MTF commanders, Walter Reed National 
Military Medical Center and Ft. Belvoir 
Community Hospital, would report to the NCR 
JTF Commander. 

Two MTF commanders, Walter Reed National 
Military Medical Center and Ft. Belvoir 
Community Hospital, would report to the NCR 
JTF Commander. 

Walter Reed National Military Medical Center 
and Ft. Belvoir Community Hospital, and 
potentially the other NCR medical facilities, 
would report to the Director, DHA.

Identified commanders would report through 
their chain of command to the Military 
Department Secretary/Executive Agent.

MTF commanders would report through the 
designated Service chain of command. 

MTF commanders would report to Service 
chains of command. 

2 Management and Supervisory 
Chains of the NCR.

The NCR JTF Commander would report to the 
Secretary/Deputy Secretary of Defense.

The NCR JTF Commander would report to the 
COCOM Commander.

The NCR Market Manager may be one of the 
two MTF commanders and would report to the 
Director, DHA.

The NCR Market Manager would report through 
the Executive Agent chain of command.

The NCR Market Manager would report through 
the designated Service chain of command.

The NCR Market Manager would rotate between 
the Services and would report through their 
Service chain of command.

3 The authority, direction, and 
control for mission and 
administrative support matters 
over NCR personnel.

The authority, direction, and control over the 
NCR would reside with the JTF Commander. 

The authority, direction, and control over the 
NCR would reside with the NCR JTF 
Commander. 

The Director, DHA, who reports directly to the 
ASD(HA), would have authority, direction and 
control for mission and administrative support 
matters over NCR personnel.

The day-to-day management and execution 
responsibilities over the NCR would reside with 
the Market Manager and the Executive Agent, 
subject to policy direction of the ASD(HA) as 
informed by an executive oversight board.

The authority, direction, and control over the 
NCR would reside with the NCR Market 
Manager.

The authority, direction, and control over the 
NCR would remain with the parent Service of 
individual MTFs.

4 The budgetary authority for 
the Defense Health Program 
(DHP) within the NCR. 

The DHP would be distributed directly to the 
NCR JTF Commander to redistribute to assigned 
forces.

The DHP would be distributed directly to the 
NCR JTF Commander to redistribute to assigned 
forces, but is overseen by the COCOM 
Commander.

The Director, DHA, who reports directly to the 
ASD(HA), would have budgetary authority for 
the NCR.

The DHP would be distributed directly to the 
Executive Agent to redistribute to assigned 
forces. 

The DHP would be distributed through the 
designated Service to the NCR Market Manager 
to redistribute to NCR facilities.

The DHP would be distributed directly to the 
NCR market manager to redistribute to assigned 
forces. 

5 Management of NCR-specific 
shared services and related 
functions.

The NCR JTF Commander would be responsible 
for directing all activities and processes within 
the assigned Joint Operations Area (JOA). 
Shared services and other efficiencies would be 
implemented by command authorities through 
JTF developed processes.

The NCR JTF Commander would be responsible 
for directing all activities and processes within 
the assigned AOR. Shared services and other 
efficiencies would be implemented by command 
authorities through NCR JTF developed 
processes.

The Director, DHA would be responsible for 
shared services. 

The Executive Agent, through the NCR Market 
Manager, would be responsible for directing all 
activities and processes, subject to oversight by 
an executive board and the ASD(HA).

The NCR Market Manager would be responsible 
for directing all activities and processes in 
accordance with designated Service processes 
and policies.

The NCR Market Manager would be responsible 
for directing all activities and processes within 
the assigned AOR. 

TOR Elements
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Appendix 7. MHS Task Force Report Acronyms 



Acronym Definition 

AOR Area of Responsibility 

ASD Assistant Secretary of Defense  

BRAC Base Realignment and Closure 

CAPE Cost Assessment and Program Evaluation 

CJCS Chairman of the Joint Chiefs of Staff 

COCOM Combatant Command 

CONOPS Concept of Operations 

CSA Chief of Staff, Army/Combat Support Agency 

DA&M Director of Administration and Management 

DCMO Deputy Chief Management Officer 

DHA Defense Health Agency 

DHP Defense Health Program 

DMOC Defense Medical Oversight Committee 

DoD Department of Defense 

EAC Executive Advisory Committee 

eMSMO Enhanced Multi-Service Market Office 

FBCH Fort Belvoir Community Hospital 

FOC Full Operating Capability 

FTE Full Time Equivalent 

GME Graduate Medical Education 

HA Health Affairs 

IOC Initial Operating Capability 

JMD Joint Manning Document 

JOA Joint Operations Area 

JTD Joint Table of Distribution 

JTF CAPMED Joint Task Force National Capital Region Medical 

MHS Military Health System 

MHSSA Military Health System Support Activity 

MOA Memorandum of Agreement 

MOU Memorandum of Understanding 

MSM Multi-Service Market 

MTF Medical Treatment Facilities 



Acronym Definition

NCR National Capital Region

NORTHCOM United States Northern Command

OGC Office of the General Counsel

OLA Office of Legislative Affairs

OSD Office of the Secretary of Defense

P&R Personnel and Readiness

PEO Program Executive Officer

SECDEF Secretary of Defense

TDA Table of Distribution and Allowance

TMA TRICARE Management Activity

TOE Table of Organization and Equipment

UCP Unified Command Plan

UMC Unified Medical Command

USD Under Secretary of Defense

WII Wounded, Ill and Injured

WRNMMC Walter Reed National Military Medical Center




