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the early 1990s were years of major 
transitions for the U.S. military in 
general and the military medical 

departments specifi cally. Notably, the fall of 
the Berlin Wall in 1989 and the dissolution 
of the Soviet Union in 1991 marked the end 
of the Cold War and the beginning of a new 
era of national defense strategic vision, pol-
icies, and activities.1 

Th rough the early 1990s, the military 
services and their medical departments 
were sharply downsized—even as major 
combat operations were conducted in Iraq 
and Kuwait (First Gulf War: August 1990–
February 1991) and Somalia (Operation 
Restore Hope: December 1992–May 1993). 
Th e subsequent experiences of the military 
medical departments, particularly aft er the 
First Gulf War, highlighted signifi cant defi -
ciencies in the surveillance of the health 
of active and reserve component military 
members, especially aft er returning from 
overseas assignments in general and from 
active war zones in particular. Most nota-
bly, the military medical departments were 
unable to provide timely and authoritative 
answers when numerous Gulf War veterans 

returned to the U.S. with diverse medi-
cal complaints (“Gulf War illnesses”) of 
uncertain causes and unknown prognoses.2 
Because of diffi  culties in determining who 
deployed, precisely when and where service 
members were located during war-related 
deployments, and the numbers and natures 
of illnesses and risk-related activities of 
war service veterans, it was not possible to 
reliably assess the natures, incidence rates, 
clinical importance of, and risk factors for 
post-war illnesses in a timely manner.2 

Since 1952, the Centers for Disease 
Control and Prevention (CDC) has pub-
lished the Morbidity and Mortality Weekly 
Report (MMWR). Th e CDC describes the 
MMWR as its “primary vehicle for scien-
tifi c publication of timely, reliable, authori-
tative, accurate, objective, and useful public 
health information and recommendations.” 
Until the mid-1990s, the “situational 
awareness” of military medical practitio-
ners and policy makers regarding threats to 
the health, safety, and operational readiness 
of military members relied to a great extent 
on the experiences of non-military popu-
lations (such as reported in the MMWR). 

However, in light of the numerous and 
important diff erences between U.S. civilian 
and military populations (e.g., sociodemo-
graphic characteristics, natures and inten-
sities of health risk exposures), the public 
health experiences of the former are not 
particularly informative regarding the lat-
ter—particularly in relation to war-related 
exposures.

Th e fi rst issue of the Medical Surveil-
lance Monthly Report (MSMR) was pub-
lished in April 1995. On the fi rst page of 
that report, the objectives of the MSMR 
were explained: Th e MSMR will dissemi-
nate “medical surveillance information 
of broad interest. … Th e ultimate goal … 
is to provide … information necessary to 
inform, motivate, and empower command-
ers, their surgeons, and medical staff s to 
design, implement, and resource programs 
that enhance health, fi tness, and readi-
ness.”3 More succinctly, the MSMR aspired 
to be the MMWR of the U.S. military.

Th e MSMR’s objectives were auda-
cious because, in 1995, the Army Medical 
Surveillance Activity (AMSA), the found-
ing home of the MSMR, had no personnel 
or other resources dedicated exclusively 
to its production. In addition, compre-
hensive and reliable health surveillance–
related data were not routinely transmitted 
to, stored in, or available in timely ways 
through a centralized electronic military 
medical database, such as the Army Medi-
cal Surveillance System (AMSS), which was 
operated by AMSA. In addition, there was 
no routine access to the Internet, and capa-
bilities to securely transmit personnel or 
medical records electronically from propo-
nent to client agencies were limited.

A critical military health surveillance 
function is documenting rates of con-
ditions of interest during specifi ed time 
periods in various military, demographic, 
and risk-associated populations. Health 
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“burdens” to the MHS (e.g., total medi-
cal encounters, hospital bed-days) and to 
aff ected military units (e.g., numbers of 
service members aff ected, lost duty days) 
that were due to various illnesses and inju-
ries.5 Reports of numbers, rates, and trends 
of hospitalizations, ambulatory visits, and 
morbidity burdens due to various illnesses 
and injuries among U.S. military members 
have been published in the MSMR each 
year since 2001. Th us, before post-trau-
matic stress disorder (PTSD) and traumatic 
brain injury (TBI) were recognized as “sig-
nature wounds” of the wars in Afghanistan 
and Iraq, the MSMR was highlighting the 
importance of mental disorders (including 
mood disorders, adjustment reactions) and 
musculoskeletal injuries (including injuries 
of the head/neck) as major sources of mor-
bidity, lost duty time, and healthcare usage 
among military members.5

By 2001, the unprecedented scope 
and capabilities of the DMSS enabled the 
MSMR to track and document the expe-
riences of all U.S. military members from 
the fi rst day of the wars in Afghanistan 
and Iraq. Th roughout the wars, the MSMR 
focused on tracking frequencies, inci-
dence rates, trends, and determinants of 
illnesses and injuries that aff ect Afghani-
stan/Iraq deployers, particularly aft er they 
return from war zone assignments.6–9 In-
depth reports have summarized the post-
deployment experiences of war service 
veterans, particularly regarding illnesses 
and injuries potentially related to war ser-
vice risk. Th e MSMR defi ned several such 
conditions as “conditions of special sur-
veillance interest,” including PTSD, TBI, 
amputations and heterotopic ossifi cations 
(i.e., severe complications of traumatic 
limb amputations), deep vein thrombosis/
pulmonary embolus, severe acute pneu-
monia, motor vehicle (particularly motor-
cycle)–related injuries and deaths, and 
leishmaniasis. For the duration of the wars, 
the MSMR routinely summarized numbers 
and trends of occurrences of these condi-
tions among recently returned war service 
veterans. Other war-related reports exam-
ined post-deployment morbidity and mor-
tality experiences in relation to the nature 
and timing of pre-deployment hospital-
izations, responses to deployment-related 
health assessments, number of previous 

facilities of the Army Medical Department. 
Although 1995 was an auspicious begin-
ning for the MSMR, at year’s end, it was still 
far from its goal of providing timely, reli-
able, comprehensive, authoritative, objec-
tive, and useful information regarding the 
health of all members of both the active 
and reserve components of all the Services.

By the time of the U.S. military inter-
vention in Bosnia-Herzegovina in Decem-
ber 1995 (Operation Joint Endeavor 
[OJE]), monthly rosters of all U.S. partic-
ipants, records of all in-theater hospital-
izations, and summaries of all disease and 
non-battle injury (DNBI)-related medical 
encounters of deployed U.S. military mem-
bers were provided to AMSA for deploy-
ment health surveillance purposes. As a 
result, from February 1996 through March 
1997, each issue of the MSMR reported 
numbers and trends of DNBI-related med-
ical encounters and hospitalizations of U.S. 
military participants in OJE.

In 1997, the AMSS transitioned to 
the Defense Medical Surveillance System 
(DMSS), and by the turn of the century, 
the DMSS was routinely receiving health 
surveillance–related data from sources 
throughout the Department of Defense 
(DoD) and the Military Health System 
(MHS). Data included monthly rosters 
of all individuals in active military ser-
vice; rosters of all service members who 
deployed overseas for extended periods; 
records of all hospitalizations and ambu-
latory encounters in MHS-operated fi xed 
military medical facilities; records of all 
contracted or otherwise reimbursed medi-
cal care in civilian facilities; and records of 
all deaths, notifi able medical events, immu-
nizations, and routinely conducted screen-
ing tests for antibodies to HIV. Upon their 
receipt, these data were integrated into the 
DMSS health surveillance database man-
aged by AMSA. Th e centralized, integrated, 
and comprehensive DMSS database was 
continuously accessible to authorized data 
analysts, including those preparing reports 
for the MSMR.4

In April 2001, for the fi rst time, the 
MSMR reported numbers and rates, by 
diagnostic categories, of all hospitalizations 
and ambulatory visits of active component 
members of all the military services. Also 
in April 2001, the MSMR estimated the 

surveillance of U.S. military members is 
particularly challenging because the mil-
itary is a large, dynamic population of 
young adult men and women who enter 
service from diverse race/ethnicity, socio-
cultural, and geographic backgrounds and 
are exposed to myriad natural and occupa-
tional health risks—some life threatening—
during assignments worldwide. As such, 
access to complete, accurate, and timely 
rosters of all members of the military, in 
all Services and components, with up-to-
date information regarding their military, 
occupational, and demographic character-
istics as well as the natures and locations 
of their assignments, is essential. In 1995, 
AMSA was routinely receiving from the 
Defense Manpower Data Center (DMDC) 
monthly rosters (with demographic and 
military characteristics of each individual) 
of all members of the active component of 
the Army only. To enhance its capabilities 
to conduct health surveillance among U.S. 
military members overall, in 1996, AMSA 
requested and received monthly rosters of 
all members of all of the Services back to 
1990. Th ese data provided the denomina-
tors for calculations of rates of illnesses and 
injuries among various military and demo-
graphic subgroups during specifi ed time 
periods since 1990. 

For most MSMR reports, the numera-
tors for rate calculations have been counts 
of medical events, including hospitaliza-
tions, ambulatory visits, positive screening 
tests, self-reported health concerns (e.g., 
pre- and post-deployment health assess-
ments), immunizations, laboratory and 
other medical diagnostic procedures, and 
so on. However, in 1995, there was no cen-
tralized database with electronic records 
documenting all such events among all mil-
itary members. Of note in this regard, each 
month beginning in 1994, AMSA received 
fi les (initially on reel-to-reel tapes) docu-
menting hospitalizations of U.S. Army sol-
diers in fi xed (e.g., not deployed) facilities 
of the Army Medical Department. By July 
1995, hospitalization records back to 1989 
had been added to the AMSS database; as 
a result, in August 1995, the MSMR, for the 
fi rst time, was able to summarize multiple 
years of hospitalization experience—but 
only for active component Army members 
in “brick and mortar” (e.g., not deployed) 
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of serving as the military’s MMWR. Th e 
MSMR’s progress was enabled by unprece-
dented support of military force health pro-
tection and health surveillance initiatives 
and unimaginable advances in telecom-
munications and information manage-
ment/data warehousing technologies. To 
the extent that the U.S. military maintains 
its commitment to accountability for and 
transparency regarding force health pro-
tection, the MSMR’s role in producing and 
disseminating timely, comprehensive, and 
scientifi cally reliable health surveillance 
information will remain essential.
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war zone deployments, gender, military 
occupation, and other military and demo-
graphic factors.10–15

In 2008, the DoD established the 
Armed Forces Health Surveillance Center 
(AFHSC). Th e AFHSC integrated the mis-
sions, capabilities, and resources of three 
military health surveillance entities: the 
AMSA, the DoD Global Emerging Infec-
tious Disease Surveillance and Response 
System (DoD-GEIS), and the Global Health 
Surveillance Activity (in the Offi  ce of the 
Assistant Secretary of Defense for Health 
Aff airs). Since its formation in 2008, the 
AFHSC has been the home of the MSMR.16

In regard to the MSMR’s objectivity 
and openness in documenting war-related 
health threats, a Time magazine reporter 
opined that “sometimes, the doctors will tell 
you what the politicians won’t.” He observed 
that MSMR reports are “unheralded, and 
aren’t rolled out with press briefi ngs, or even 
press releases. Instead, they’re written for 
military medical professionals and quietly 
issued to guide their eff orts in patient care 
and research.”17 Of note in this regard, since 
2011, MSMR reports have been archived 
in PubMed, the searchable database of 
peer-reviewed medical articles operated by 
the National Library of Medicine. Impor-
tantly, the adding of this archiving, search, 
and retrieval capability made the MSMR 
an attractive option for publication of mili-
tary health surveillance–related reports by 
authors outside the AFHSC. Also, it should 
be noted that the full text of all issues of the 
MSMR, dating back to April 1995, are acces-
sible on the AFHSC website at https://www.
afh sc.mil/msmr.

Over the past 20 years, the MSMR has 
advanced a long way in pursuit of its goal 
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perceptions of the relative “impor-
tance” of various health condi-
tions in military populations oft en 

determine the natures, extents, and priori-
ties for resources applied to primary, sec-
ondary, and tertiary prevention activities. 
However, perceptions of importance are 
inherently subjective; as such, they may 
be inconsistent with objective measures of 
the relationships between the conditions 
and their impacts on health, fi tness, mil-
itary operational eff ectiveness, healthcare 
costs, and so on.

Several classifi cation systems and 
morbidity measures have been developed 
to quantify the “public health burdens” 
that are attributable to various illnesses 
and injuries in defi ned populations and 
settings.1 Not surprisingly, diff erent clas-
sifi cation systems and morbidity measures 
lead to diff erent rankings of illness- and 
injury-specifi c public health burdens.2

For example, in a given population 
and setting, the illnesses and injuries that 
account for the most hospitalizations are 
likely diff erent from those that account 
for the most outpatient medical encoun-
ters, and the illnesses and injuries that 
account for the most medical encounters 
overall may diff er from those that aff ect 
the most individuals, have the most debil-
itating or long-lasting eff ects, and so on.2 
Th us, in a given population and setting, 
the classifi cation system or measure used 
to quantify condition-specifi c morbidity 
burdens determines to a large extent the 
conclusions that may be drawn regarding 
the relative “importance” of various con-
ditions—and, in turn, the resources that 
may be indicated to prevent or minimize 
their impacts.

Th is annual summary uses a stan-
dard disease classifi cation system (modi-
fi ed for use among U.S. military members) 
and several healthcare burden measures 
to quantify the impacts of various ill-
nesses and injuries among members 
of the U.S. Armed Forces in 2014.

M E T H O D S

Th e surveillance period was 1 January 
through 31 December 2014. Th e surveil-
lance population included all individuals 
who served in the active component of the 
U.S. Army, Navy, Air Force, Marine Corps, 
or Coast Guard anytime during the sur-
veillance period. For this analysis, all inpa-
tient and outpatient medical encounters of 
all active component members during 2014 
were summarized according to the primary 
(fi rst-listed) diagnosis (if reported with an 
International Classifi cation of Diseases, 
Ninth Revision, Clinical Modifi cation [ICD-
9-CM] code between 001 and 999 or code 
V27.0). 

For summary purposes, all illness- and 
injury-specifi c diagnoses (as defi ned by the 
ICD-9-CM) were grouped into 139 bur-
den of disease-related conditions and 25 
categories based on a modifi ed version of 
the classifi cation system developed for the 
Global Burden of Disease (GBD) Study.1 In 
general, the GBD system groups diagnoses 
with common pathophysiologic or etiologic 
bases and/or signifi cant international health 
policymaking importance. For this analy-
sis, some diagnoses that are grouped into 
single categories in the GBD system (e.g., 
mental disorders) were disaggregated to 
increase the military relevance of the results. 
Also, injuries were categorized by aff ected 
anatomic site rather than by cause because 
external causes of injuries are incompletely 
reported in military outpatient records. 

Th e “morbidity burdens” attributable to 
various “conditions” were estimated based 
on the total number of medical encounters 
attributable to each condition (i.e., total hos-
pitalizations and ambulatory visits for the 
condition with a limit of one encounter per 
individual per condition per day), numbers 
of service members aff ected by each condi-
tion (i.e., individuals with at least one medi-
cal encounter for the condition during the 

year), total bed days during hospitalizations 
for each condition, and total number of lost 
work days due to each condition. Th is fourth 
measure represents the days of work time 
lost due to hospitalizations plus one day for 
each “sick in quarters” disposition and one-
half day for each “limited duty” disposition 
that resulted from ambulatory visits for the 
condition of interest.

R E S U L T S

Morbidity burden, by category

In 2014, more service members 
(n=578,351) received medical care for 
injury/poisoning than any other morbid-
ity-related category (Figures 1a, 1b). In addi-
tion, injury/poisoning accounted for more 
medical encounters (n=2,106,494) than 
any other morbidity category and one-fi ft h 
(20.8%) of all medical encounters overall. 

Mental disorders accounted for more 
hospital bed days (n=160,047) than any 
other morbidity category and 44% of all 
hospital bed days overall (Figures 1a, 1b). 
Together, injury/poisoning and mental 
disorders accounted for more than half 
(55.0%) of all hospital bed days and almost 
two-fi ft hs (39.6%) of all medical encoun-
ters. Injuries and poisonings accounted for 
the most lost work time (n=255,925 lost 
work days; 23.9% of the total). 

Of note, maternal conditions (includ-
ing pregnancy complications and delivery) 
accounted for a relatively large proportion 
of all hospital bed days (n=55,570; 15.3%), 
but a much smaller proportion of medical 
encounters overall (n=179,282; 1.8%) (Fig-
ures 1a, 1b); routine prenatal visits are not 
included in this summary.

Medical encounters, by condition

In 2014, the four burden of disease-
related conditions that accounted for the 







































 MSMR  Vol. 22  No. 4   April 2015 Page  24

of nervous system disorders, which steadily 
rose by 112,224 visits (11.7%) from 963,158 
in 2010 to a high of 1,075,382 visits in 2014.

During 2010–2014, the relative rank-
ing of injuries and poisonings as primary 
causes of ambulatory visits declined. How-
ever, the military operational impacts of 
various conditions cannot be assessed by 
numbers of attributable ambulatory visits 
alone. For example, in 2014, injuries and 
poisonings accounted for approximately 
one of every 23 ambulatory visits over-
all, but, of ambulatory visits occurring at 
MTFs, 16% (more than 1 in 10) had lim-
ited duty dispositions. Of particular note 
in relation to injuries and musculoskele-
tal conditions, in 2014 as in the past, joint 
and back injuries/back pain accounted for 
extraordinarily large numbers of ambu-
latory visits and lost duty time; resources 
should be focused on preventing, treat-
ing, and rehabilitating back pain/injuries 
among active component members.

It should be noted that the summary 
data presented here using the major diag-
nostic categories of the ICD-9-CM system 
deserve more detailed examination, as 
presented in Tables 2 and 3. For example, 
the general category identifi ed as “nervous 
system” encompasses diseases of the ner-
vous system and the sense organs (eyes 
and ears). Tables 2 and 3 indicate that the 
more common diagnoses in this category 
refer to sleep disorders, disorders of refrac-
tion and accommodation, pain disorders, 
headaches and migraine, and hearing loss. 

Closer scrutiny discloses that the overall 
increase in annual visits for this category 
from 2010 to 2014 (described above) can 
be attributed entirely to a rise in diagnoses 
of organic sleep disorders from 188,123 in 
2010 to 359,675 in 2014.3

Several limitations should be con-
sidered when interpreting the fi ndings 
of this report. For example, ambulatory 
care that is delivered by unit medics and 
at deployed medical treatment facilities 
(such as in Afghanistan, Iraq, or at sea) 
may not be documented on standardized, 
automated records and thus not archived 
in the DMSS (the source of data for this 
report). In turn, this summary does not 
refl ect the experience of active component 
military members overall to the extent that 
the natures and rates of illnesses and inju-
ries vary among those who are deployed 
and not deployed. 

Also, this summary is based on 
primary (fi rst-listed) diagnosis codes 
reported on ambulatory visit records. As 
a result, the summary discounts morbid-
ity related to comorbid and complicating 
conditions that may have been docu-
mented in secondary diagnostic positions 
of the healthcare records. Furthermore, 
the accuracy of reported diagnoses likely 
varies across conditions, care providers, 
treatment facilities, and clinical settings. 
Although some specifi c diagnoses made 
during individual encounters may not 
be defi nitive, fi nal, or even correct, sum-
maries of the frequencies, natures, and 

trends of ambulatory encounters among 
active component members are informa-
tive and potentially useful. For example, 
the relatively large and sharply increasing 
numbers of ambulatory visits for mental 
disorders in general, and the large num-
bers of visits for organic sleep disorders 
among males, refl ect patterns of responses 
by the MHS to the eff ects of combat- and 
deployment-related stresses on active 
component service members. 

Lastly, this report documents all 
ambulatory healthcare visits but does not 
provide estimates of the incidence rates 
of the diagnoses described. Illnesses and 
injuries that necessitate multiple ambula-
tory visits for evaluation, treatment, and 
rehabilitation are over-represented in this 
summary of the ambulatory burden of 
health care, in contrast to common, self-
limited, and minor illnesses and injuries 
that require very little, if any, follow-up or 
continuing care.
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individuals who are eligible for care 
through the Military Health System 
(MHS) (“benefi ciaries”) include fam-

ily members of active component service 
members, family members of National 
Guard and Reserve service members, and 
retirees and eligible family members of 
retirees. In 2014, there were approximately 
1.91 million active component family 
members, 520,000 Guard/Reserve family 
members, and 5.37 million retirees and 
their family members eligible for medical 
care from the MHS.1 Some benefi ciaries of 
MHS care do not enroll in the healthcare 
plans provided by the MHS (e.g., if they use 
insurance through their own employment); 
also, some of those who are enrolled do not 
seek care through the MHS. 

MHS benefi ciaries may receive care 
from resources provided directly by the 
Uniformed Services (i.e., military medical 
treatment facilities [MTFs]) or from civil-
ian healthcare resources (i.e., outsourced 
[purchased] care) that supplement direct 
military medical care.1 In 2014, approxi-
mately 6.6 million individuals utilized 
inpatient or outpatient services provided by 
the MHS (data source: the Defense Medi-
cal Surveillance System). In the population 
of MHS care recipients in 2014, there were 
more females (58%) than males (42%) and 
more infants, children, and adolescents 
(<20 years: n=1.9 million; 28.5%) and more 
seniors (65 years or older: n=1.8 million; 
27.0%) than younger (20–44 years: n=1.3 
million; 19.9%) or older (45–64 years: 
n=1.6 million; 24.6%) adults.

Since 1998, the MSMR has published 
annual summaries of the numbers and 
rates of hospitalizations and outpatient 
medical encounters to assess the health-
care “burdens” of 16 categories of illnesses 
and injuries among active component mili-
tary members. Last year, for the fi rst time 
and using similar methodology, the MSMR 
published a report that quantifi ed the health 
care for illnesses and injuries among non-
service members in 2013.2 Th is report is an 

update to provide a summary of care pro-
vided to non-service members in the MHS 
during calendar year 2014. Healthcare bur-
den estimates are stratifi ed by direct versus 
outsourced care and across four age groups 
of healthcare recipients.

M E T H O D S

Th e surveillance period was 1 January 
through 31 December 2014. Th e surveil-
lance population included all non-service 
member benefi ciaries of the MHS who 
had at least one hospitalization or outpa-
tient medical encounter during 2014 either 
through a military medical facility/pro-
vider or a civilian facility/provider (if paid 
for by the MHS). For this analysis, all inpa-
tient and outpatient medical encounters 
were summarized according to the primary 
(fi rst-listed) diagnoses documented on 
administrative records of the encounters if 
the diagnoses were reported with Interna-
tional Classifi cation of Diseases, Ninth Revi-
sion, Clinical Modifi cation (ICD-9-CM) 
codes that indicate the natures of illnesses 
or injuries (i.e., ICD-9-CM codes 001–999). 
Nearly all records of encounters with fi rst-
listed diagnoses that were “V-codes” (care 
other than for a current illness or injury, e.g., 
general medical examinations, aft er care, 
vaccinations) or “E-codes” (indicators of the 
external causes but not the natures of inju-
ries) were excluded from analyses; however, 
encounters with primary diagnoses of V27.0 
“outcome of delivery, single liveborn” were 
maintained. 

For summary purposes, all illness- and 
injury-specifi c diagnoses (as defi ned by the 
ICD-9-CM) were grouped into 139 burden 
of disease-related conditions and 25 catego-
ries based on a modifi ed version of the clas-
sifi cation system developed for the Global 
Burden of Disease (GBD) Study.3 Th e meth-
odology for summarizing absolute and rela-
tive morbidity burdens is described on page 
5 of this issue of the MSMR.

R E S U L T S

In 2014, a total of 6,657,025 non-service 
member benefi ciaries of the MHS had 
80,453,596 medical encounters (Table 1). 
Th us, on average, each individual who 
accessed care from the MHS had 12.1 med-
ical encounters over the course of the year. 
Th e top three morbidity-related categories, 
which accounted for approximately one-
third of all medical encounters, were “signs, 
symptoms, and ill-defi ned conditions” 
(12.2%); musculoskeletal diseases (11.8%); 
and injuries and poisonings (9.9%) (Figures 
1a, 1b). Signs, symptoms, and ill-defi ned 
conditions, injuries and poisonings, and 
disorders of the sense organs were the ill-
ness/injury categories that aff ected the 
most individuals (44.8%, 32.0%, and 29.6% 
of all benefi ciaries who received any care, 
respectively).

Cardiovascular diseases accounted 
for more hospital bed days (n=960,598) 
than any other illness/injury category and 
16.5% of all hospital bed days overall (Fig-
ures 1a, 1b). An additional 35.9% of all bed 
days were attributable to injuries and poi-
sonings (11.2%), mental disorders (9.0%), 
musculoskeletal diseases (8.1%), and diges-
tive diseases (7.7%). 

Of note, maternal conditions (includ-
ing pregnancy complications and delivery) 
accounted for relatively more hospital bed 
days (n=370,286; 5.5%) than individuals 
aff ected (n=190,014; 2.9% of all benefi cia-
ries) (Figure 1a).

Direct care vs. outsourced care

In 2014, among non-service mem-
ber benefi ciaries, most medical encoun-
ters (88.8%) were in non-military medical 
facilities (“outsourced care”) (Table 1). Of 
all benefi ciaries with any illness or injury-
related encounters during the year, many 
more received exclusively outsourced care 
(n=4,566,448; 68.6%) than either military 
medical (direct) care only (n=906,452; 
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inevitable eff ects of aging on the health and 
healthcare needs of the older segment of 
the MHS benefi ciary population. 

However, many of the health condi-
tions associated with the largest morbid-
ity and healthcare burdens in older age 
groups of benefi ciaries are also associated 
with unhealthy life styles (e.g., unhealthy 
diet, inadequate exercise, tobacco use). As 
such, to varying extents, the most costly 
health conditions may be preventable and 
their disabling or life-threatening long-
term consequences may be avoidable. Ill-
nesses and injuries that disproportionately 
contribute to morbidity and healthcare 
burdens in various age groups of MHS 
benefi ciaries should be targeted for early 
detection and treatment and by compre-
hensive prevention and research programs.
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autism-related encounters each during the 
1-year surveillance period. 

As among pediatric benefi ciaries, 
among young adults (18–44 years), men-
tal disorders accounted for more medical 
encounters than any other major category 
of illnesses or injuries. However, the pro-
portion of all encounters attributable to 
mental disorders was markedly less among 
adults (18–44 years) (14.9%) compared to 
pediatric (28.4%) benefi ciaries. Also, the 
mental disorders that accounted for the 
largest healthcare burdens among adults 
(18–44 years)—mood, anxiety, and adjust-
ment disorders—diff ered from those that 
most aff ected the pediatric age group. 

It is not surprising that the highest 
numbers and proportion of hospital bed 
days among 18- to 44-year-olds were for 
maternal conditions because this age group 
encompasses nearly all women of child-
bearing age. 

Among older adults (aged 44–64 
years), musculoskeletal diseases were the 
greatest contributors to morbidity and 
healthcare burdens; and among adults aged 
65 years or older, cardiovascular diseases 
were the major morbidity and healthcare 
burdens. 

Of musculoskeletal diseases, back 
problems were the major source of health-
care burden; and of cardiovascular diseases, 
essential hypertension, cerebrovascular dis-
ease, and ischemic heart disease accounted 
for the largest healthcare burdens. Th e 
fi ndings are not surprising and refl ect the 

E D I T O R I A L  C O M M E N T

Th is report describes the second esti-
mate of overall morbidity burdens among 
non-service member benefi ciaries of the 
MHS. Th e report notes that a large major-
ity of the healthcare services for current 
illness and injury (excluding encounters 
with diagnoses identifi ed by V-codes) that 
are provided through the MHS to non-
service member benefi ciaries are delivered 
in non-military medical facilities (i.e., 
outsourced [purchased] care). Th e report 
also documents that the types of morbid-
ity and the natures of the care provided 
for evaluation and treatment sharply dif-
fer across age groups of benefi ciaries. Of 
particular note, individuals aged 65 years 
or older account for nearly half of all med-
ical encounters (46.1%) and a majority 
(60.9%) of all hospital bed days delivered 
to benefi ciaries not currently in military 
service.

In 2014, mental disorders accounted 
for the largest proportions of the morbid-
ity and healthcare burdens that aff ected 
the pediatric (0–17 years) and young adult 
(18–44 years) benefi ciary age groups. 
Among pediatric benefi ciaries, 61.7% 
of medical encounters for mental dis-
orders were attributable to autistic dis-
orders, attention defi cit disorders, and 
developmental speech/language disor-
ders. Of particular note, children aff ected 
by autistic disorders had, on average, 44.5 






