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MEMORANDUM FOR RESERVE COMPONENT COORDINATION COUNCIL (RCCC)

SUBJECT:  AC/RC Integration Item 98-95, Medical and Dental Readiness in the Reserve Component

ISSUE:  Individual medical readiness requirements are different between the Active Component and Reserve Component.

1.  BACKGROUND.  Individual medical readiness includes the provision of such things as physical examinations and immunizations.  Active Component/Reserve Component difference include:

     a.  Funding:  Active Component medical and dental readiness requirements are provided by the direct health care system under Defense Health Program funding.  Army Reserve Component medical and dental readiness has been historically funded with Service dollars, rather than through the Defense Health Program.  The fact that Army Reserve Component soldiers are not normally beneficiaries of the direct health care system, coupled with Reserve Component medical force structure reductions impedes accomplishment of these requirements.  The Army historically funded Reserve Component early deployer medical and dental readiness requirements through program funding created in fiscal year 1996 during the fiscal year 1998-2003 Program Objective Memorandum.   During the fiscal year 2001-2005 Program Objective Memorandum, this program received an increase of $51.8M, as a result of a decision made by the Army Vice Chief of Staff during a Medical Functional Area Analysis.

     b.  Statutes:  The 1996 Defense Authorization Act (Section 1074a of Title 10, United States Code) directed the Secretary of the Army to provide all Selected Reserve early deployers an annual medical/dental screening (not an Active Component requirement), a biennial “over 40” exam (not required of Active Component), and dental care to meet deployment standards (Category II).  Section 10206, Title 10 United States Code, requires a periodic physical exam for all other Ready Reserve personnel every 5 years.

2.  STATUS.  

     a. A capitation model developed by the Office of The Surgeon General, Reserve Affairs was used during the fiscal year 2002-2007 Program Objective Memorandum to validate funding requirements.  The validation assumes that most services would be contracted, while 20-33% of requirements will continue to be provided by Reserve Component medical assets.  The Program Objective Memorandum process resulted in an increase in annual funding when compared to the last Presidential Budget position.

     b.  A preliminary recommendation of the Congressionally directed 746 Study has been to repeal the special requirements for medical and dental evaluations that apply only to the Army Selected Reserve and not to the Active Army.  In the interim, the National Guard Bureau and the Office of the Chief, Army Reserve are developing implementation guidance in coordination with the Office of The Surgeon General.  Until congressional action deletes this requirement, the National Guard Bureau and the Office of the Chief, Army Reserve intends to work towards compliance via a combination of organic dental capability, civilian practitioners, and the Veterans Health Administration. 

3.  MILESTONES.  

     a.  During the fiscal year 2002-2007 Program Objective Memorandum submission, all Reserve Component medical and dental readiness requirements were validated in the Manning Program Evaluation Group.
     b.  On 12 September 2000, the Assistant Secretary of the Army (Manpower and Reserve Affairs) signed a letter announcing the Federal Strategic Health Alliance.  This agreement provides the mechanism for nationwide medical and dental readiness support by the Federal Occupational Health Agency and the Veterans Health Administration to the Army's Reserve Components.  Services include periodic physical examinations, annual dental screening, all required routine and force protection immunizations, and post deployment screenings. The Federal Strategic Health Alliance will be the key to enhancing medical and dental readiness in the Reserve Components.  The network will include some 173 Veterans Affairs Medical Centers, associated community-based outpatient clinics and over 8,000 separate points of service within the Federal Occupational Health Agency network.  The Alliance will offer proximity and access to services otherwise not currently available. 

c.  The TRICARE Dental Program (TDP) began services on 1 February 2001.  The new dental program replaces the TRICARE Selected Reserve Dental Program and expands dental insurance coverage.  Program enrollment is voluntary, but the reduced cost and improved benefits should make this new program more attractive to members of the Reserve Components and improve dental readiness. Reserve Component members of the Selected Reserve and the Individual Ready Reserve may enroll as a single participant or they may enroll eligible family members in the family member plan.  The major benefits of the new TRICARE Dental Program is the expansion of benefits and a reduction in the enrollment “lock in” time from 24 to 12 months.  This means a Reserve Component member must express the intent to remain in the Reserve for 12 months after enrolling in the program.  The TRICARE Dental Program offers expanded dental care benefits that include an increase in the lifetime maximum coverage for orthodontic care.  The TRICARE Dental Program is a valuable benefit that with marketing success will improve the well being of Reserve Component members and can improve the dental readiness of the Reserve Component forces.      

4.  RESOURCE IMPLICATIONS.  

     a.  The provision of all Selected Reserve medical and dental readiness requirements by contract is projected to cost $60M per year.

     b.  Total Reserve Component funding for medical and dental readiness is $15M for fiscal year 2001.

5.  CONGRESSIONAL/LEGISLATIVE IMPLICATIONS.  By directing an in-depth study of Reserve Component readiness (1997 National Defense Authorization Act section 746), and by directing additional medical readiness requirements for the Army Selective Reserve (1996, Section 1074a, Title 10 United States Code), Congress has indicated an increased interest in the status of Reserve Component medical and dental readiness.  
6.  COORDINATION.  Assistant Secretary of the Army (Manpower &Reserve Affairs)- COL Mitchell 703-602-2424; National Guard Bureau-MAJ Fletcher, 703-607-7148; Office of the Chief, Army Reserve-LTC Donahue, 703-601-3492.

7.  RECOMMENDATION AS A RESERVE COMPONENT COORDINATION COUNCIL AGENDA ITEM.  While much progress continues to be made on Reserve Components early deployer medical readiness, this only accounts for 17% of the force.  Hence, Reserve Component Medical Readiness for the remainder of the force should remain a Reserve Component Coordination Council item of interest.  The fiscal year 2002-2007 Program Operating Memorandum critical level is significantly below validation requirements.
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