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Executive Summary 
The Military Health System (MHS) faces a growing structural misalignment between 

its peacetime healthcare delivery model and its wartime medical readiness mission. While 

Military Treatment Facilities (MTFs) are tasked with providing beneficiary care, the Services 

are responsible for generating a medical force capable of operating in high-acuity, 

resource-constrained combat environments. This project evaluates policy options to 

better align clinical practice environments with deployment readiness requirements, 

particularly for low-density, high-demand specialties critical to future conflict. 

The core problem is that many large MTFs predominantly serve a young, healthy 

beneficiary population that does not generate sufficient case volume or acuity to sustain 

combat-relevant clinical skills. A study found that out of the one million annual MHS 

hospital admissions, only 0.5% of the admissions represented combat trauma.1 Under 

these conditions, it is nearly impossible for critical wartime specialties to remain combat 

ready. 

Although simulation, readiness checklists, and episodic military-civilian 

partnerships (MCPs) provide some deployment readiness opportunities, they do not 

consistently replicate the sustained, team-based exposure required for prolonged casualty 

care or near-peer conflict scenarios. Simultaneously, governance tensions between the 

Defense Health Agency (DHA) and the Services complicate accountability, data 

transparency, and resource allocation. The result is a system in which readiness is often 

 
1 Alessia C. Cioci et al., “All Members of Military Surgical Teams Can Benefit from Military-Civilian 
Partnerships.” 
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subordinated to productivity metrics, and clinical currency varies widely across specialties 

and installations. 

 After conducting a qualitative analysis, including stakeholder interviews and site 

visits, this paper identifies protected readiness time as the strongest near-term policy 

option. This approach is immediately actionable, relatively low-cost, and directly 

addresses one of the most persistent barriers to readiness: the lack of dedicated time for 

clinicians to pursue high-acuity training opportunities. However, while necessary, this 

intervention alone is insufficient to resolve the structural mismatch between MTF case mix 

and deployment requirements. Therefore, this paper also advocates for a long-term 

transition toward integrated readiness hub MTFs embedded within civilian trauma 

systems. 

 
In the near term, the protected readiness time policy would: 

• Allocate 10–20% of clinician time as a protected, non-reclaimable resource for 

readiness activities. 

• Enable participation in MCPs, simulation, and off-duty employment without 

competing against MTF productivity demands. 

• Signal institutional prioritization of readiness and build momentum for future 

initiatives. 

 
In parallel, the long-term readiness hub model would: 

• Designate a select number of strategically located MTFs as integrated readiness 

hubs within high-acuity civilian trauma networks. 
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• Consolidate critical wartime specialties at these hubs to ensure consistent 

exposure to trauma and complex surgical care. 

• Expand patient access by incorporating civilian trauma populations into MTFs, 

increasing case volume and acuity. 

• Align infrastructure, staffing, and partnerships around sustained readiness 

generation rather than episodic training. 

 
Together, these policies would move the MHS from a fragmented, time-constrained 

readiness model to a structurally aligned, acuity-driven system. In the near term, clinicians 

would gain immediate access to protected opportunities to build and sustain skills. Over 

time, the system itself would be reoriented to generate readiness organically, embedding 

military providers in environments that reflect the realities of modern conflict. This dual-

track approach balances urgency with sustainability, ensuring that the force is both ready 

today and postured for the demands of future warfare.  
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Source: DHA Combat Support Agency Website 

Introduction 

https://dha.mil/About-DHA/Combat-Support-Agency
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The Defense Health Agency (DHA) is a joint Combat Support Agency established in 

2013 to integrate and manage the Military Health System (MHS). In its mission of 

supporting a medically ready force and a ready medical force, the DHA is responsible for 

overseeing shared services across the MHS, such as education and training, research and 

development, health information technology, medical logistics, and budget and resource 

management. The purpose of the DHA is to improve efficiency, standardization, and 

accountability across what was historically a Service-centric (Army, Navy, and Air Force) 

medical system. 

At the same time, the military departments retain responsibility for organizing, 

training, and equipping medical personnel to meet wartime operational requirements. This 

division of responsibilities has created an inherent tension: the DHA is incentivized to 

emphasize cost control, standardization, and beneficiary care delivery, while the Services 

prioritize operational needs, including clinical currency, high-acuity experience, and 

deployment readiness for critical wartime specialties. 

 
Research Question 

 The tension between financial constraints and combat-relevant clinical skills is 

exacerbated by the fact that MTFs predominantly serve a young, generally healthy 

population. Many critical wartime specialties cannot treat the required number of high 

acuity cases to maintain their Knowledge, Skills, and Abilities—Clinical Activity (KSA-CA), a 

methodology used to gauge surgeon readiness as a proxy to procedural complexity. In fact, 

“[c]ombat trauma represents 0.5 percent of the 1 million annual military health system 
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hospital admissions, presenting a challenge for military surgical teams to remain combat 

ready.”2 

Understanding how DHA and the Services navigate governance, funding, and 

accountability for readiness is central to evaluating how the military can sustain medical 

readiness in a low-acuity clinical environment. Therefore, my current research question is: 

 

 

 

 

 

 

 

Along with the main research question, a second topic emerges: Military-Civilian 

Partnerships (MCPs), a widespread method of integrating military surgical teams alongside 

or within civilian trauma centers with higher rates of patient acuity. Services establish and 

manage MCPs to maintain the deployment readiness of military healthcare providers 

through the bidirectional exchange of information and experience-based skills 

development and maintenance. To explore this research question, I will analyze the 

efficacy, administration, and scalability of MCPs to identify strategies that strengthen 

clinical exposure and readiness of critical wartime specialties.  

 
2 Alessia C. Cioci et al., “All Members of Military Surgical Teams Can Benefit from Military-Civilian 
Partnerships.” 

“How can the DHA maximize the medical readiness of critical 

wartime specialties and maintain competency in their Knowledge, 

Skills, and Abilities—Clinical Activity (KSA-CA) in an environment 

with an inconsistent supply of high-acuity cases?” 
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Critical Wartime Specialties Defined 

Modern U.S. military operations increasingly involve small, highly mobile units 

operating in environments where traditionally large field hospitals are not feasible. As a 

result, Combat Casualty Care (CCC) follows a tiered system that moves injured service 

members rapidly from the point of injury to definitive care, as illustrated in Exhibit 1. Early 

care is provided by medics in the field, followed by evacuation to Role 2 facilities, which 

are commonly small, elite units, typically comprised of only 20–30 personnel who are 

positioned close to the battlefield and designed to deliver lifesaving surgical interventions 

under severe resource constraints before patients are transferred to higher levels of care.3 

 
 

Exhibit 1: Roles of Care for Battlefield Casualty 

 

 

 
3 Sussman et al., “The Key to Combat Readiness Is a Strong Military–Civilian Partnership.” 
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Providing effective care in this environment requires exceptional clinical 

proficiency, particularly in managing complex, high-acuity trauma. However, maintaining 

this proficiency during peacetime is a persistent challenge. Military treatment facilities 

predominantly serve a young and generally healthy beneficiary population, resulting in low 

trauma exposure. An active-duty military surgeon typically sees 108 cases/year, which is 

far fewer than the 398 to 533 cases/year among community general surgeons. Moreover, of 

the over one million annual admissions to military hospitals, less than 0.5% are a result of 

trauma.4 A study analyzing the operative case volumes for military surgeons at Army MTFs 

found that obtaining “mastery of general surgery is a nearly impossible proposition given 

the current care models,” which indicate that it would take clinicians over 80 years to 

reach mastery of surgery.5 This disparity raises serious concerns that military surgeons 

may be unable to achieve or sustain the level of mastery required for modern battlefield 

injuries. 

The military incentivizes critical specialties to continue serving though retention 

bonuses; however, there is disagreement over the list of specialties that should or should 

not be considered critical in wartime. While a systemic analysis of military provider 

specialties and their criticalness in war is outside the scope of this paper, it is important to 

note that the definition of a critical wartime specialty is fluid depending on the type of 

conflict (small island versus prolonged counter insurgency), and there is no consensus on 

what accounts for a critical wartime specialty.  

 
4 Sussman et al., “The Key to Combat Readiness Is a Strong Military–Civilian Partnership.” 
5 Plackett et al., “Achieving Mastery of General Surgery Operative Skill in the Army Healthcare System.” 
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The Walker Dip Defined 

A landmark paper published in 2018 by UK Surgeon Vice-Admiral Alasdair Walker 

examined the last two centuries and found that there has been a pattern where military 

medical care improved during wartime, but these advancements are lost by the time the 

next conflict occurred, leading to a loss of life for the young service men and women at the 

start of every new conflict. 

A visualization of the Walker Dip is show in Exhibit 2, where the blue parabolic line 

represents medical capabilities and experience. The MHS’s capabilities peak during 

conflict but then drastically decline during interwar periods. Proactive peacetime 

readiness preparation, represented by the green arrow, can lessen the decline before the 

next conflict. 

 
Exhibit 2: The Walker Dip; Cyclical Nature of Medical Capabilities and 

Experience 

 

Ultimately, three key themes emerge from Admiral Walker’s analysis: 
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1. Post-war military cuts fall disproportionately on medical services, leaving a 

mismatch between the size of forces that can be deployed and the ability to care 

for them when injured.  

2. Insufficient medical representation in military operational planning results in the 

neglect of medical logistics 

3. Technical and procedural lessons are not adequately captured and 

incorporated into training and doctrine.6 

This cycle, known as the “Walker Dip,” or “peacetime effect,” cycle has profound 

consequences, with estimates attributing an estimated 107,000 preventable deaths to 

degraded medical readiness since the beginning of World War II. 7 Addressing this decline 

in clinical currency is therefore both a readiness imperative for the military services and a 

matter of national interest, underscoring the need for durable mechanisms, such as 

military-civilian partnerships, to sustain high-acuity skills outside of wartime. 

 

 

 

 

 
6 Walker, “The ‘Walker Dip.’” 
7 Na et al., “Military-Civilian Partnership to Improve Combat Casualty Care Readiness Among Non-Physician 
Providers.” 
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Military Civilian Partnerships (MCPs) Defined 

MTFs create partnerships with local civilian healthcare facilities through 

Memoranda of Understanding (MOUs), Training Affiliation Agreements (TAAs), and Medical 

Training Agreements (MTAs). While each partnership is unique to reflect local needs and 

resources, typical benefits of an MOU/TAA/MTA include: 

• Attain critical wartime readiness skills and training by providing hands on 

experience that is not seen on a regular basis in MTFs 

• Share best practices between military and civilian providers 

• Reduce expense of sending providers and students on temporary duty or 

extended time away from MTF to attain required training8 

An example of an MOU/TAA/MTA would be the Air Force’s Center for Sustainment of 

Trauma and Readiness Skills (C-STARS), which are a collection of four partnerships with 

University of Cincinnati Medical Center, Baltimore Shock Trauma Center, St. Louis 

University Hospital/Barnes Jewish Hospital, and University Medical Center in Las Vegas, 

NV. These partnerships allow Air Force providers to refresh their skills by working side-by-

side with civilian colleagues treating trauma and critical care patients.  

 

  

 
8 Study and Plan on the Use of Military-Civilian Integrated Health Delivery Systems. 
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Parallels Between Combat Readiness and Medical Readiness 

According to a 2019 RAND study, the cost of training a basic qualified fighter pilot 

ranges from $5.6 to $10.6 million, depending on the complexity of the aircraft.9 This is not a 

one-time investment in combat-ready specialties; rather, the millions of dollars it takes to 

train a pilot must be invested gradually to ensure readiness standards are met.  

The same concept applies to military medical specialties. Just as pilots must train 

through expensive sorties that cost the military millions in resources, critical medical 

specialties must treat real patients under stressful conditions to sufficiently sustain a 

ready medical force. To ensure a pilot is ready for deployment, the Air Force must pay for a 

logistics chain, maintenance crews, training pipelines, and continued sortie flying, all of 

which is extremely expensive. Similarly, for clinicians to treat complex patients at an MTF, 

the Air Force must invest in resources for patient care, adequate staffing (RN's, Medics, 

Support staff, logistics, supplies, and physicians), and increases in cost year by year.   

Despite the great need for increased investment, MHS funding has 

decreased/stagnated year by year. An apt analogy to the flying world would be that military 

medical specialties are trained solely in Cessnas to lower costs, yet they are expected to 

step into an F-35 upon deployment. 

  

 
9 Mattock et al., The Relative Cost-Effectiveness of Retaining Versus Accessing Air Force Pilots. 
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Methodology 

Source: DHA History Webpage 

https://dha.mil/About-DHA/Our-History
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Most quantitative data about military medical readiness metrics are controlled or 

sensitive information. For security purposes, the methodology of this study consists of 

qualitative analysis, including interviews with key stakeholders across the DHA, site visits 

to DHA Headquarters and Alexander T. Augusta Military Medical Center, and attending the 

weekly Joint Trauma Center Combat Casualty Care (CCC) Conference, a weekly virtual 

discussion of recent cases and lessons learned to improve battlefield medical care. 

 
Stakeholder Interviews 

Stakeholder interviews with individuals both in and outside the military were the 

primary source of qualitative data. These interviews were either conducted over Zoom or 

in-person during a two-day research visit to DHA headquarters and Alexander T. Augusta 

Military Medical Center, an MTF on Fort Belvoir, Virginia. The information gathered from 

these sources highlights the disparity between current MTF case mixes; every interviewee 

highlighted the fundamental mismatch between the current MTF case mix and readiness 

needs for certain specialties. A detailed stakeholder-by-stakeholder summary of interview 

insights is provided in the appendix.  

 
Site Visits to DHA Headquarters and A.T. Augusta Military Medical Center 

 An in-person, two-day research visit to DHA headquarters and Alexander T. Augusta 

Military Medical Center, an MTF on Fort Belvoir, Virginia revealed three key findings: 

1. Data availability and quality are consistent challenges across the enterprise for 

all health specialties. 
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2. MTFs located near VA centers can receive at times up to 20-30% of their case 

load from older, sicker VA patients, allowing for higher volume and acuity of 

cases. 

3. Operating in a joint environment (a combination of Army, Navy, and Air Force 

personnel) fosters a sharing of best practices but may increase tensions due to 

differences in policy and best practices. Compromise and clear communication 

are necessary for operating in a joint environment. 

 
Joint Trauma Center Combat Casualty Care (CCC) Conference 

 The Joint Trauma System (JTS) hosts weekly conferences on Combat and Casualty 

Care (CCC) via Teams. The JTS’s main mission is to save lives with data; medical 

performance optimization requires access to consistent and quality information. While 

this report focuses on the clinical readiness of Role 2 providers, establishing 

communication across the continuum of care is essential for patient safety. In other 

words, readiness requires training teams across roles, not just within roles. 

 
Joint Trauma System: The Case for Enterprise-Wide Solutions  

 The Joint Trauma System (JTS) is a tri-service trauma system that was created after 

COL John B. Holcomb deployed in the early years of the wars in Iraq and Afghanistan, 

where he saw that there was a glaring lack of communication and coordination between 

“anything to anybody.”10 Since then, the JTS was created to improve combat casualty care 

through an integrated approach to better organize and coordinate care through 

 
10 “History - Joint Trauma System.” 
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“prevention, prehospital integration, education, leadership and communication, quality 

improvement/performance improvement, research, and information systems.”11 

 By transforming fragmented systems into cohesive networks while still allowing 

service flexibility for unique needs and environments, the JTS has become a cornerstone of 

modern trauma care.12 This paper argues that, to promote standardized readiness 

objectives and maximize cohesion, the DoD must coordinate any new readiness initiatives 

enterprise-wide, rather than service specific, for three key reasons: 

1. Standardize improvements to readiness attainment 

2. Promote seamless continuum and quality of care 

3. Invest in readiness training during peacetime to ensure rapid adaptability for 

emerging threats 

All these arguments for promoting an enterprise-wide solution to maintaining and 

improving critical wartime readiness also apply to the JTS; the ability to rapidly and 

effectively coordinate medical care and medical readiness across services is necessary for 

future conflicts, which will most certainly require large-scale trauma care and both 

conventional and unconventional threats. 

  

 
11 Spott et al., “The Joint Trauma System.” 
12 Henry et al., “The Joint Trauma System.” 
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Findings 

Source: DHA History Webpage 

https://dha.mil/About-DHA/Our-History
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Across interviews with clinicians, senior Service leaders, DHA officials, and policy 

analysts, combined with site visits and conference attendance, six sentiments emerged 

consistently, suggesting convergence across levels of the enterprise: 

1. The current case mix within MTFs does not provide sufficient volume or acuity to 

meet the readiness demands of critical wartime specialties. 

2. MCPs are an effective tool for maintaining readiness, and they often emerge based 

on local needs and context. 

3. MCPs are most effective when standardized at the enterprise level but designed 

and managed locally to fit service-specific and MTF-specific needs. 

4. A persistent tension exists between DHA’s productivity and cost-control mandate 

and the Services’ readiness requirements. 

5. The DHA treats readiness as a non-recoupable expense, instead of as a 

benefit/investment, which skews decision-making toward financially-focused, 

rather than readiness-focused, objectives. 

6. Simulation is necessary but insufficient for readiness; sustained exposure to real 

patients is required. 

The goal of the following policy options is to increase the attainment of readiness 

metrics while minimizing operational and financial costs. Additionally, each policy should 

be measurable to ensure that any intervention meaningfully does what it was implemented 

to accomplish.  
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Short-Term Policy Options 

Source: Defense Visual Information Service 

https://www.dvidshub.net/search/2.0?q=health
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This paper provides leadership with two different sets of policy options: short-term 

interventions and long-term structural reforms. The short-term interventions are designed 

to produce incremental improvements in readiness within the constraints of the current 

MHS structure and responsibilities. These options are more feasible, less resource-

intensive, and have shorter time-horizons because they focus on optimizing or tweaking 

existing structures. While these options can meaningfully enhance clinical exposure and 

reduce some readiness gaps, they do not fully resolve the underlying structural mismatch 

between peacetime healthcare delivery and wartime medical requirements. As a result, 

short-term options are necessary but not sufficient to achieve sustained readiness at the 

enterprise level. 

 
Short-Term Option 1: Create Clinical Readiness Exchange Marketplace 

Establish a DHA-managed marketplace that matches providers to MCPs using data on 

readiness gaps, stratified by specialty, and available high-acuity clinical environments, 

including civilian hospitals and VA centers. Through this system, providers would “bid” for 

readiness-relevant rotations, and civilian partners would advertise their specific case mix 

and team roles. 

Impact on Deployment Readiness 

• Pros 

o Improves access to high-acuity experiences 

o Increases transparency & data collection around readiness gaps 

o Encourages provider agency in attaining readiness 

• Cons 
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o Episodic, individual rotations may not sustain team-based readiness 

o Does not address systemic mismatch between MTF caseload and readiness 

requirements 

Operational Feasibility 

• Pros 

o Builds on MyVector, an existing, familiar platform model used by the Air 

Force, which reduces development risk and increases user comfort 

o Easier to scale compared to one-off MCP negotiations 

o Preserves local execution while enabling enterprise visibility 

 

• Cons 

o Requires high-quality, interoperable readiness and clinical data that does 

not yet consistently exist 

o DHA needs sufficient resources and authority to manage the marketplace 

o Risk of uneven participation by service members and civilian partners 

Financial Feasibility 

• Pros 

o Relatively low upfront cost 

o Leverages existing online infrastructure and civilian capacity 

o Improves cost efficiency by investing in highest-need specialties 

• Cons 

o Savings are indirect and may be difficult to demonstrate in budget cycles 
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o Does not inherently resolve MTF staffing backfill costs 

Measurability of Outcomes 

• Pros 

o Strong potential to generate standardized metrics 

o Enables enterprise-level tracking of readiness demand vs. supply 

o Facilitates comparative evaluation of MCP effectiveness 

• Cons 

o Depends on accurate self-reporting or automated data feeds, both of which 

are historically challenging 

o Measuring quality of experience instead of just volume remains difficult 

 
Short-Term Option 2:  Codify “Readiness Time” as Protected Operational 

Resource 

Establish a common definition for full-time equivalent (FTE) for each specialty and require 

that each deployable clinician be allocated protected readiness time that cannot be 

reclaimed for MTF productivity, is explicitly tracked and reported at the enterprise level, 

and can be used for MCPs, embedded rotations, simulation, or off-duty employment. 

Impact on Deployment Readiness 

• Pros 

o Reduces opportunity cost of readiness training 

o Improves access to MCPs, simulation, and external rotations 

• Cons 

o Each specialty requires a unique percentage of FTE to gain readiness skills 
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o Not sufficient for high-acuity skill sustainment 

o Does not solve case-mix limitations inherent in many MTFs 

o Uneven uptake: providers located closer to readiness opportunities will have 

more to gain than those geographically far from the opportunities 

Operational Feasibility 

• Pros 

o Can be implemented without restructuring facilities or billets 

o Clarifies expectations for commanders and clinicians 

o Aligns readiness with other protected operational requirements (e.g., pilots 

and flying hours) 

• Cons 

o Likely resistance from MTF leadership, who value productivity over readiness 

generation 

o Enforcement challenging without strong governance 

o Risk of providers poorly using the protected time due to lack of MCP data 

collection system 

Financial Feasibility 

• Pros 

o Low direct cost 

o Improves efficiency by explicitly acknowledging readiness as a mission 

requirement 

• Cons 
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o Indirect revenue loss from reduced clinical throughput 

o May require civilian staffing augmentation 

Measurement of Outcomes 

• Pros 

o Time allocation is easy to track and audit 

o Enables correlation between readiness investment and outcomes 

• Cons 

o Time spent on readiness does not equate to improved readiness 

o Requires self-reporting by providers, which may lead to “checking the box” 
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Long-Term Policy Options 

Source: DHA History Webpage 

https://dha.mil/About-DHA/Our-History
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 The following long-term structural reforms fundamentally reconceptualize the roles 

and responsibilities of the MHS. These options acknowledge that the current system, 

which centers around large MTFs serving a relatively low-acuity beneficiary population with 

military providers, is not optimized to generate a deployment-ready medical force. 

Therefore, these long-term solutions are inherently more complex, costly, and time-

intensive, requiring sustained leadership commitment and congressional support. 

 Importantly, these categories are not mutually exclusive, nor are they competing 

alternatives. Rather, they are complementary components of a comprehensive strategy. 

Short-term interventions maintain and improve readiness while building institutional 

momentum for more ambition reforms. However, without a transition to long-term 

structural change, the MHS is unlikely to consistently meet the readiness standards 

required for future conflict. 

Ultimately, achieving a medically ready force requires more than incremental 

change; it requires a deliberate shift in how the MHS defines its core mission and organizes 

its resources to support it. 

 
Long-Term Option 1: Designate Critical Wartime Specialty Billets with Civilian 

Hospitals as Primary Duty Station 

Acknowledging that readiness cannot be generated in MTFs, critical wartime 

specialties must be assigned solely to partnerships with adequate acuity levels. In other 

words, this option proposes to expand upon the existing partnerships within underserved, 

urban environments that see high levels of trauma cases (e.g., gunshot wounds, stabbings, 

etc.). Examples of these existing partnerships include the Navy’s MCP with Chicago’s Cook 
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County, as well as the Army’s Military Civilian Trauma Team Training program at Vanderbilt. 

Importantly, this option’s key barrier is not setting up the partnerships but convincing DHA 

that these MCPs are valuable enough to readiness generation to warrant a move of all 

critical wartime specialties to these facilities.  

Impact on Deployment Readiness 

• Pros 

o High and targeted impact for critical wartime specialties 

o Allows for critical specialties to train in small groups or teams instead of 

individuals 

• Cons  

o Benefits concentrated in selected specialties, not enterprise-wide 

o Risk of creating a two-tier medical force 

Operational Feasibility  

• Pros 

o Aligns duty location directly with readiness requirements 

o Reduces friction between MTF productivity demands and readiness training 

o Proven viability through existing Army initiatives; Alexander T. Augusta 

Military Medical Center is staffed with approximately 80% civilian employees 

while most military providers operate in civilian partnerships 

• Cons 
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o Current DHA thinking blames MCPs for loss in number of patients seen for 

beneficiary care without weighing the appropriate benefits of readiness 

generation or the impacts of incessant cost cutting 

o Requires major changes to billet structure, career paths, and promotion 

models 

o Potential resistance from Services and commanders losing personnel 

o Complicated command-and-control relationships; civilian institutions would 

struggle with staffing shortages when large numbers of military personnel 

are deployed 

Financial Feasibility 

• Pros 

o Reduces need to generate high-cost acuity artificially in MTFs 

o Civilian staffing backfills may be more predictable than episodic rotations 

• Cons 

o Civilian backfill costs may increase MTF operating expenses 

o Savings accrue to readiness but not necessarily to healthcare delivery 

budgets 

Measurement of Outcomes 

• Pros 

o Continuous exposure allows more reliable readiness tracking 

o Easier to assess sustained competence rather than episodic proficiency 

• Cons 
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o Requires self-reported data from military physicians, which may be biased or 

difficult to obtain 

o Requires consistent data-sharing agreements with civilian institutions. 

 
Long-Term Option 2: Integrate Select MTFs into Civilian Trauma Systems as 

High-Acuity Readiness Hubs 

Rather than relocating individual providers to civilian institutions, this option 

restructures a select number of strategically located MTFs into fully integrated, high-acuity 

care centers by embedding them within civilian trauma systems. These designated 

“readiness hubs” would be located in urban or underserved areas with high trauma volume 

and would accept civilian patients directly, allowing military clinicians to sustain combat-

relevant skills within a military facility. All critical wartime specialties would be 

consolidated and assigned to these hubs, aligning infrastructure, personnel, and patient 

population with readiness requirements. 

Impact on Deployment Readiness 

• Pros 

o Sustained impact across entire care team because it replicates team-based 

trauma cases within MTFs 

o Enables continuous exposure high-acuity, high-volume cases without relying 

on external rotations 

o Builds institutional expertise and “centers of excellence” for combat 

casualty care 

• Cons 
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o Readiness gains concentrated at specific locations, leading to potential 

security risks 

o Potential over-reliance on a limited number of sites for readiness generation 

Operational Feasibility 

• Pros 

o Builds on existing models (e.g., Nellis AFB integration with civilian trauma 

flow) 

o Enables standardization within hubs 

o Reduces need for constant coordination with multiple external civilian 

partners 

• Cons 

o Requires significant restructuring of MTF roles, missions, and geographic 

distribution 

o Necessitates formal agreements to allow civilian patient care within federal 

facilities 

o Potential issues with billing, malpractice, and other operations the MHS has 

little experience in 

o Potentially poor optics of having military providers seen as treating primarily 

civilian patients  

Financial Feasibility 

• Pros 
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o Maximizes return on investment by aligning infrastructure with readiness 

output 

o Reduces inefficiencies of maintaining large, low-acuity MTFs 

o Potential to offset costs through billing mechanisms for civilian care 

• Cons 

o Significant investment and restructuring of electronic health record and 

billing system to allow for recoupment of expenses 

o Requires continuous and sustained funding for expanded responsibilities 

and integration 

o Financial benefits may not be realized for a long time 

Measurement of Outcomes 

• Pros 

o Centralized locations enable standardized data collection and readiness 

tracking 

o High patient volume improves reliability of readiness metrics (case volume, 

acuity, team performance) 

o Easier integration with trauma registries and performance improvement 

systems 

• Cons 

o Requires interoperability between military and civilian data systems 

o Attribution of readiness gains may still be complex across team-based care 

environments 
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Long-Term Option 3: Gradually Shift Resources from Standalone to 

Embedded MTFs 

Gradually divest from large, costly, stand-alone MTFs that primarily serve low-

acuity beneficiaries and increase investment in MTFs embedded in civilian trauma centers 

and VA hospitals so that military providers can sustain deployment-ready skills. Over time, 

the MHS will transform into a collection of smaller, cheaper clinics that focus more on 

primary care and use the referral system for more complex cases. 

Impact on Deployment Readiness 

• Pros 

o High potential impact across all medical specialties 

o Supports team-based, prolonged casualty care readiness 

o Addresses the root cause of readiness shortfalls 

• Cons 

o Near-term readiness disruption possible during transition 

o Success depends heavily on execution quality and leadership alignment 

Operational Feasibility 

• Pros 

o Resolves the structural mismatch between beneficiary care and readiness 

missions 

o Simplifies readiness generation by co-locating providers with appropriate 

case mix 

o Aligns with long-term trends toward civilian network care 
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• Cons 

o Highly disruptive and politically sensitive 

o Requires congressional approval, beneficiary transition planning, and 

workforce restructuring, all of which would be incredibly difficult to obtain 

o Long implementation timeline 

Financial Feasibility 

• Pros 

o Potential for significant long-term cost savings from reduced infrastructure 

o Redirects funds from low-readiness-yield facilities to high-impact readiness 

platforms 

• Cons 

o Significant transition costs 

o Savings may take many years to materialize 

Measurement of Outcomes 

• Pros 

o Clear linkage between environment and readiness metrics 

o Embedded environments allow consistent data capture and benchmarking 

• Cons 

o Attribution challenges during transition period 

o Risk of confounding variables as systems are restructured 
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Analysis of Policy Options 

Source: UC Magazine Article 

https://magazine.uc.edu/issues/1011/medics.html
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Description of Criteria and Weighted Scores 

The following analysis evaluates the proposed policy options designed to improve 

clinical readiness for critical wartime specialties within the MHS. While these options differ 

in scope, cost, and time horizon, all are assessed using a consistent set of decision criteria 

to enable direct comparison and minimize analytical bias. 

This paper uses a weighted scoring model based on four criteria derived from 

stakeholder interviews: 

1. Contribution to Deployment Readiness: this is the most important outcome, so 

it is weighted at 50%. 

2. Operational Feasibility: weighted equal to Financial feasibility at 20%. 

3. Financial Feasibility: weighted equal to Operational feasibility at 20%. 

4. Measurability of Outcomes: while important, measurability is a continuous 

challenge that will likely require additional initiatives currently underway to 

collect adequate and actionable data from providers engaging in all options to 

increase deployment readiness. Therefore, measurability is weighted at 10%. 

Short-term options are evaluated within the constraints of the existing MHS 

structure and are intended to produce incremental improvements in readiness. In 

contrast, long-term options are assessed based on their ability to resolve the underlying 

structural misalignment between peacetime healthcare delivery and wartime medical 

requirements. Despite these differences, applying a uniform evaluative framework ensures 

that each option is judged on its relative strengths and limitations rather than its scale or 

ambition alone. 
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To further enhance the analytical rigor, each option is scored using a standardized 

three-tier scale (high, moderate, low), which is then weighted according to the relative 

importance of each criterion. This structured approach reduces reliance on purely 

qualitative judgment and enables transparent comparison across options. 

 
Justification Framework for Scoring 

To reduce subjectivity and ensure consistency, each score (high, moderate, low) is 

anchored in explicit thresholds. 

Contribution to Deployment Readiness:  

1. High: 

a. Directly increases sustained exposure to high-acuity, combat-relevant 

cases  

b. Improves team-based readiness (not just individual skills)  

c. Addresses known gaps identified in interviews (e.g., trauma, critical care, 

prolonged casualty care)  

2. Moderate 

a. Improves readiness indirectly or intermittently (e.g., episodic exposure, 

simulation augmentation)  

b. Benefits limited to specific services or individuals rather than system-

wide  

3. Low 

a. Minimal change to clinical exposure or skill sustainment  
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Operational Feasibility:  

1. High 

a. Builds on existing programs or authorities (MCPs, MyVector, etc.)  

b. Requires minimal changes to governance, billets, or command structure  

c. Low internal resistance  

d. Low external resistance (Congress, public relations, etc.) 

2. Moderate 

a. Requires policy adjustments, coordination across stakeholders, or 

moderate restructuring  

b. Moderate internal resistance  

c. Moderate to low external resistance 

3. Low 

a. Requires major restructuring of MHS roles, billet distribution, or 

command relationships  

b. High internal resistance  

c. High external resistance 

Financial Feasibility:  

1. High 

a. Low upfront cost or cost-neutral  

b. Leverages existing infrastructure or funding streams  

c. Costs are predictable and contained  

2. Moderate 
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a. Requires moderate investment but within existing budget flexibility  

b. Tradeoffs required but not system-breaking  

3. Low 

a. High upfront costs (infrastructure, staffing, system redesign)  

b. Requires new funding authorities or major reallocation  

c. Long timeline for return on investment, if any at all 

Measurability of Outcomes:  

1. High 

a. Generates consistent, objective, and trackable data (e.g., case volume, 

acuity, KSAs)  

b. Data can be captured passively or through integrated systems  

2. Moderate 

a. Data is available but inconsistent, self-reported, or fragmented  

b. Requires major additional effort to track  

3. Low 

a. Limited or no reliable mechanism to measure outcomes  

b. High reliance on subjective assessment  
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Option-Criteria Matrix 

The following table weighs each option against the four criteria. The long and short-

term options were integrated in the same table to depict the tradeoffs immediately visible. 

 
 Short-Term 

Option 1: 
MCP 
Marketplace 

Short-Term 
Option 2: 
Protected 
Time 

Long-Term 
Option 1: 
Billets Solely 
Embedded 
in MCPs  

Long-Term 
Option 2: 
MTF 
integration 
w/civilian 
system  

Long-Term 
Option 3: 
Divest from 
Large MTFs 

Contribution to 
Deployment 
Readiness (50%) 

Low Low High High High 

Operational 
Feasibility (20%) 

Moderate High Low Moderate Low 

Financial 
Feasibility (20%) 

Moderate Moderate Low Low Moderate 

Measurability of 
Outcomes (10%) 

Low Low Low High Low 

Total Score 1.4 1.6 2 2.4 2.2 
 
The following justifications expand upon the scoring in the matrix: 

• The short-term options score “Low” on readiness because, while they increase 

exposure, they are episodic and do not address the underlying cause of readiness 

gaps. 

• Feasibility drops for long-term options because they all require some degree of 

restructuring and political alignment. 

• Long-Term Option 3, Divesting from large MTFs, scores “Moderate” on Financial 

Feasibility because there would be long-term cost savings from operating only 

small, cheap MTFs; however, the argument can be made that referring all specialty 

care to the civilian network may incur extra costs. 
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• Long-Term Option 2, MTF integration with civilian systems, scores “Moderate” on 

Operational Feasibility because this model is already being piloted at MTFs like 

Nellis ABD’s Mike O’Calligan Military Medical Center. 

• Long-Term Option 1, Billets solely embedded in MCPs, scores “Low” on Operational 

Feasibility because the optics of moving all critical specialties to civilian centers to 

treat solely civilian patients would be much harder to gain Congressional approval 

for, even if this option is already occurring to some degree, as evidenced by the 

MTFs staffed by predominantly civilian providers. 

• Long-Term Option 2, MTF integration with civilian systems, scores “High” on 

Measurability of Outcomes because it is the only proposal that keeps all critical 

wartime specialties inside the MTF, making it easier to collect data versus when 

providers operate in civilian systems. 

 
Discussion 

From this option-criteria matrix, three key themes emerge: 

1. Long-Term Option 2: MTF Integration with Civilian Systems: highest scoring option 

because it balances of readiness impact and feasibility. 

2. Best Short-Term Lever, Option 2 Protected Time: Most immediately actionable 

operationally and financially. 

3. Tradeoffs: Options with the highest readiness impact tend to score lowest in 

feasibility, illustrating a fundamental tradeoff between transformational 

effectiveness and implementability within the current MHS structure. 
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Final Recommendations 

Source: DHA History Webpage 

https://dha.mil/About-DHA/Our-History
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Short-Term Recommendation: Immediate Changes to Improve Readiness 

within Existing Structures 

In the near term, the MHS should prioritize the implementation of a Short-Term 

Policy Option 2: Protected Time for Readiness Training. Relatively low-cost, operationally 

feasible, and implementable in a short time-horizon, this short-term policy option 

improves clinical readiness within the constraints of the current system.  

However, the implementation or protected time should be viewed as a stabilization 

strategy rather than a long-term solution. While this option allows for providers to increase 

exposure to higher-acuity care through off-base opportunities, this measure does not fully 

resolve the structural mismatch between peacetime care and wartime requirements. 

Rather, it represents a critical first step toward improving readiness in the near term. 

 
Long-Term Recommendation: Structural Reform to Align the MHS with Its 

Readiness Mission 

While short-term interventions are necessary, they are insufficient to achieve 

sustained, enterprise-wide readiness. The MHS must pursue long-term structural reforms 

that fundamentally realign where and how military clinicians gain clinical experience. This 

paper recommends a deliberate transition toward a model where key MTFs located in 

urban environments that see high rates of trauma cases are integrated within the civilian 

ambulatory system so that critical wartime specialties and their teams can work together 

to treat civilian patients with wounds that resemble those we predict to see in future 

conflicts. Ultimately, this option transforms the stationing requirements for select 
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specialties as well as the roles and responsibilities of select MTFs into integrated trauma 

readiness hubs. 

These reforms acknowledge a central reality: readiness cannot be consistently 

generated in low-acuity environments. Achieving a medically ready force will require 

rethinking the role of MTFs, consolidating critical specialties in locations that provide 

appropriate case mix, and aligning infrastructure investments with readiness outcomes 

rather than beneficiary volume alone. Although these changes are resource-intensive and 

will require sustained leadership commitment, they offer the most effective path toward 

ensuring that military medical personnel are prepared for future conflict. 

  
Integrated Approach: Building Toward Transformation 

Short-term and long-term policies should not be pursued in isolation. Instead, the 

MHS should adopt a phased, integrated approach that uses a short-term intervention to 

generate immediate improvements while simultaneously laying the groundwork for 

structural transformation. Early successes from short-term initiatives can build 

institutional trust, demonstrate measurable readiness gains, and create the momentum 

necessary to support more ambitious reforms. 

At a minimum, any action is preferable to maintaining the status quo. Continued 

inaction risks further erosion of clinical readiness, particularly as the force moves deeper 

into a peacetime environment characterized by low trauma exposure. The next conflict is 

not a distant possibility; it is an increasingly likely contingency. The MHS cannot afford to 

remain reactive. 
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Strategic Imperative 

The MHS stands at a critical inflection point. Incremental improvements will buy 

time, but only deliberate structural change will ensure long-term readiness. Military 

leadership must act with urgency — balancing feasibility with necessity — to ensure that 

when the next conflict emerges, the medical force is not only available, but fully prepared 

to deliver life-saving care in the most challenging operational environments. 

 
Potential Obstacles and Risk Mitigation Strategies 

Should the DHA pursue Long-Term Option 2: MTF integration with civilian systems, there 

are seven potential obstacles and risk mitigation strategies: 

Risk 1: Civilian Patient Integration 

• Obstacles 

o Legal constraints on treating civilian patients within federal MTFs 

o Complex reimbursement mechanisms (billing, insurance, TRICARE 

coordination) 

o Variability in state and local regulations 

• Mitigation Strategies 

o Leverage existing programs to establish precedent 

o Develop standardized DHA-led contracting and reimbursement frameworks 

o Coordinate with Congress, if necessary, to clarify or expand statutory 

authorities 

o Work closely with public affairs to prepare for inevitable mistakes in treating 

civilian patients 
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Risk 2: High Upfront Infrastructure and Resource Requirements 

• Obstacles 

o Significant investment required to upgrade selected MTFs to trauma-

capable, high-acuity centers 

o Need for expanded staffing, equipment, and support services to handle 

increased patient complexity 

o Budget constraints given competing priorities within DHA and the Services 

• Mitigation Strategies 

o Implement phased rollout beginning with a small number of pilot “readiness 

hubs” 

o Prioritize existing MTFs already located near high-volume civilian populations 

o Establish dedicated readiness funding lines separate from beneficiary care 

budgets 

o Conduct cost-benefit analyses tied to readiness outcomes to support 

sustained investment 

Risk 3: Workforce Consolidation and Personnel Disruption 

• Obstacles 

o Relocating critical wartime specialties to centralized hubs may disrupt 

careers, families, and assignment stability 

o Resistance from personnel unwilling to move or specialize within a hub-

based system 
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o Security risk in consolidating geographic location of critical wartime 

specialties 

o Staffing shortage risk due to deployment cycles 

• Mitigation Strategies 

o Provide clear career pathways and promotion advantages for hub-based 

assignments 

o Phase consolidation over time to minimize disruption 

o Geographically separate hubs and select MTFs within defensible regions 

o AFFORGEN Cycles ensure that providers are only ‘in the bucket’ to deploy for 

6 months out of every 24 

Risk 4: DHA–Service Governance Tension 

• Obstacles 

o Disagreements over ownership and control of hub MTFs between DHA and 

the Services 

o Risk that centralized hubs are perceived as DHA-driven initiatives that 

undermine Service-specific readiness needs 

o Lack of clarity in decision-making authority for staffing, operations, and 

readiness standards 

• Mitigation Strategies 

o Establish joint governance structure with clearly defined DHA and Service 

roles 
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o Allow Services to retain authority over readiness requirements and 

personnel assignment 

o Position DHA as infrastructure and integration enabler rather than 

operational controller 

o Formalize governance through multi-service agreements and oversight 

bodies 

Risk 5: Cultural Resistance to Redefining the MTF Mission 

• Obstacles 

o Resistance from leaders and staff who view MTFs primarily as beneficiary 

care facilities 

o Perception that shifting toward civilian trauma care undermines the 

traditional military healthcare mission 

o Institutional inertia against large-scale structural change 

• Mitigation 

o Reframe MTFs as readiness generation platforms rather than solely 

healthcare delivery facilities 

o Communicate alignment with combat casualty care mission and future 

conflict requirements 

o Highlight successful models (e.g., Nellis) as proof of concept 

o Use pilot programs to demonstrate improved readiness outcomes and build 

support 
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Risk 6: Geographic and Access Inequities 

• Obstacles 

o Consolidation of critical wartime specialties at select hubs may reduce 

access to care or training opportunities at other MTFs 

o Personnel assigned to non-hub locations may experience reduced clinical 

exposure 

o Potential impact on beneficiary access in areas where MTF capabilities are 

reduced 

• Mitigation Strategies 

o Clearly define hub-and-spoke model, with non-hub MTFs supporting referral 

pathways 

o Use rotational assignments or temporary duty (TDY) opportunities to 

broaden access to hubs 

o Conduct regional access-to-care analyses before restructuring MTF 

capabilities 

o Maintain essential services at non-hub MTFs while shifting high-acuity 

functions 

Risk 7: Data Integration and Performance Measurement Challenges 

• Obstacles 

o Lack of resourced framework necessary for data collection, reporting, 

processing, and analysis.  
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o Inconsistent data capture across sites may limit ability to measure readiness 

gains 

• Mitigation Strategies 

o Standardize data collection requirements across all readiness hubs 

o Integrate trauma registry systems and expand tools like QuEST for team-

based tracking 

o Require data-sharing agreements as a condition of civilian patient 

integration 
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Conclusion 

Source: DHA OPMED Webpage 

https://dha.mil/Offices-and-Programs/OPMED
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To prepare for future conflicts, the AFMS and DHA must proactively address 

pressure points in current training methodologies for critical wartime specialties. By 

implementing a critical wartime billet system, the MHS can effectively address the 

concerns listed in Admiral Walker’s seminal research: 

1. Proactively investing in a new billet system would combat the typical and 

ongoing post-war military budget cuts, which fall disproportionately on medical 

services. 

2. Pushing for large-scale policy change and connecting this change to future 

conflicts would increase medical representation in military operational 

planning. 

3. Learning from technical and procedural lessons by incorporating them into the 

implementation of this policy would promote continuous improvement and 

education13. 

Therefore, action is needed to combat the “Walker Dip.” It is imperative that the 

DHA work proactively to address the importance of clinical currency and frame it as both a 

readiness imperative for the military services and a matter of national interest. Through the 

classification of critical wartime billets, the DHA would promote a durable mechanism for 

sustaining high-acuity skills outside of wartime. 

  

 
13 Walker, “The ‘Walker Dip.’” 
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Appendix 

Glossary of Terms 
• Air Force Specialty Code (AFSC): alphanumeric code used by the United States Air 

Force to identify a specific job. 
• Air Force Medical Service (AFMS): medical arm of U.S. Air Force and Space Force 

whose mission is to generate medically ready forces, deploy expeditionary medics, 
and improve the health of beneficiaries.  

• Clinical Currency: a healthcare professional’s knowledge and skills required for 
practice. It is commonly referred to as getting the “sets and reps” necessary for 
deployment in the Air Force. 

• Comprehensive Medical Readiness Program (CMRP): checklist that outlines the 
tasks a medic in a specific AFSC needs to do to be ready for deployment. 

• Center Cincinnati Center for Sustainment of Trauma and Readiness Skills 
(CSTARS): a collection of 4 partnerships (Cincinnati CSTARS, St. Louis CSTARS, 
Baltimore CSTARS, and Las Vegas CSTARS) that all consist of an embedded faculty 
of diverse medical professionals who support a rotational training platform for the 
Air Force’s Critical Care Air Transport Teams. 

• Defense Health Agency (DHA): a joint combat support agency between the U.S. 
Army, Navy, and Air Force medical services to provide medically ready force and 
ready medical force to combatant commands in both peacetime and wartime. 

• Department of Defense (DoD): recently renamed to Department of War (DoW) 
• Full-time equivalent (FTE): Unit of measurement used to compare the workload of 

employees across various contexts. An FTE of 1.0 is equivalent to a full-time worker, 
and an FTE of 0.5 signals half of a full work. 

• Joint Trauma System (JTS): established to utilize data to provide the optimum 
chance for survival to service member injured in any theater of operation. 

• Knowledge, Skills, and Ability—Clinical Activity (KSA-CA): a methodology used 
to gauge surgeon readiness as a proxy to procedural complexity. 

• Large Scale Combat Operations (LSCO) 
• Medical Performance Optimization (MPO) 
• Military-Civilian Partnerships (MCP): allow military medical personnel to practice 

complex trauma care in high-volume trauma centers. 
• Military Treatment Facility (MTF): a military hospital owned or operated by a 

military, often reserved for the use of military personnel and their dependents. 
• Wright Patterson Medical Center (WPMC): community-based hospital that 

partners with several civilian health care organizations in the Greater Dayton area 
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Stakeholder Interviews Expanded Takeaways 
To protect the privacy of interview participants, all stakeholders are presented in a 

de-identified format. Given the relatively small and interconnected nature of the Military 
Health System, the use of specific titles, institutions, or roles could allow readers to infer 
individual identities. To mitigate this risk, stakeholders are categorized by functional role 
and organizational level rather than by name or exact position. 

This approach preserves the analytical value of the interviews by demonstrating 
engagement with a diverse set of subject matter experts across Service, Defense Health 
Agency, Military Treatment Facility, and policy domains, while ensuring that individual 
participants cannot be readily identified. The insights presented reflect consistent themes 
across multiple stakeholders and are intended to represent broader institutional 
perspectives rather than attributable individual viewpoints. 

1. Senior Enterprise Stakeholders 
a. Readiness frameworks, like CMRPs, are necessary but retrospective and 

often misaligned with future conflicts 
b. Readiness is treated as a cost center, not strategic investment, resulting in 

limited long-term planning 
c. Readiness definitions and requirements are inconsistent and require re-

evaluation as the nature of war changes 
d. Enterprise-level standardization (MOU/TAA/MTA, etc.) is beneficial, but must 

be paired with local execution flexibility 
e. DHA’s role should be enabling body, not controlling authority 
f. Simulation is widely regarded as necessary but insufficient without real-

world clinical exposure 
2. Service-Level Stakeholders 

a. There exists a persistent mismatch between MTF case mix and clinical 
exposure necessary for deployment readiness 

b. Access to high-acuity training opportunities varies significantly by location, 
specialty, and leadership support 

c. Tensions between DHA priorities (cost, throughput, recapture, etc.) and 
Service priorities (readiness) create constant friction 

d. Centralized guidance with decentralized execution is the most viable model 
for partnerships 

3. Operational Medical Leaders 
a. Readiness gaps are most acute in high-acuity, low-volume specialties, not 

routine care fields 
b. MCPs are the most effective mechanism for generating clinical readiness 
c. The effectiveness of a partnership depends on local leadership support, 

champions, and relationship-building with civilian/VA partners 
d. Readiness is fundamentally a risk-mitigation function, which conflicts with 

cost-efficiency incentives 
4. Readiness Program Stakeholders 
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a. The MHS is optimized for beneficiary care, not for generating high-acuity 
clinical experience 

b. Data collection, standardization, and transparency remain major 
weaknesses across readiness programs 

c. Readiness measurement tools exist but face challenges with scalability, 
usability, and integration across systems 

d. The primary barriers to readiness generation are not policy but 
implementation, accountability, and the lack of collaborative culture across 
services 

5. Clinical and Enlisted Workforce Stakeholders 
a. MCP participation is essential but unevenly accessible and dependent on 

local advocacy and leadership buy-in 
b. Readiness metrics often rely on self-reporting, leading to concerns about 

data reliability and validity 
c. Limited training capacity, resource constraints, and long budget cycles 

restrict responsiveness to readiness gaps 
d. Greater joint-service alignment and modernization of training and readiness 

platforms are needed 
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