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rthur L. Kellermann, MD, MPH, became Dean of the F. Edward Hébert School of Medicine at the Uniformed
Services University of the Health Sciences, on September 7, 2013. The unique school has ranked among the
top in the nation, and is the country’s only federal medical school.
Dr. Kellermann’s distinguished career is anchored in academic medicine and public health. Prior to joining USU, he
held the Paul O’Neill-Alcoa Chair in Policy Analysis at RAND, a non-profit research organization. He was a professor
of emergency medicine and public health and associate dean for health policy at the Emory School of Medicine in
Atlanta. He founded Emory’s Department of Emergency Medicine and served as its first chair from 1999 to 2007.
He also founded the Emory Center for Injury Control, a World Health Organization Collaborating Center.
A two-term member of the board of directors of the American College of Emergency Physicians, Dr. Kellermann was
subsequently given the College’s highest award for leadership. He also holds “excellence in science” awards from the
Society for Academic Emergency Medicine and the Injury Control and Emergency Health Services Section of the American
Public Health Association. Elected to the Institute of Medicine (IOM) in 1999, he co-chaired the IOM Committee on
the Consequences of Uninsurance and served on several other IOM committees. He currently serves on the IOM’s
Governing Council.
A clinician and researcher, Dr. Kellermann practiced and taught emergency medicine for more than 25 years in
public teaching hospitals in Seattle, Washington; Memphis, Tennessee; and Atlanta, Georgia. His research addresses
a wide range of issues, including healthcare spending and information technology, injury prevention, treatment of
traumatic brain injury, emergency care and disaster preparedness.
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Every medical student comes here on a full scholarship
and receives the salary and benefits of a junior officer, so
debt is not a concern. And although 35% to 40% of each
class have prior military service, the majority of students
come to us from the civilian world; nearly one in five
represent the first generation in their family to graduate
from college.
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Fourth is the closely related concept of “team based care”
On average, the military employs fewer doctors and more
nurse practitioners, physician assistants, corpsmen and
medics than the private sector. A Special Forces medic
in Afghanistan may perform more lifesaving procedures
in a night than I did in a year of staffing the ER of a level
1 trauma center.

Optimal outcomes depend on a lot more than the physician or surgeon. They depend on great nurses, medics,
corpsmen, critical care air transport personnel and many
others. In the military the emphasis is on selfless service
and team success. They practice and work together. It’s
never about you or me. It’s about the patient who is
counting on us.

Fifth, the military’s use of “requirements-driven” research.
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commanders and medical officers by their unit’s
Walter Reed within 2 or 3 days of injury. None of this was
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ment and outcomes. As a result, the entire system learned
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which measures a commanders ability to safeguard the
this in the U.S. as well.
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systems typically award bonuses to executives and physicians for gross revenues. To drive effort in a fee-for-service
environment, most healthcare systems’ use RVUs [relative
value units] to determine the “productivity” of their doctors and award bonuses. In the future, high-performance
health systems should ask their providers, “What’s your
DNBI rate?” Imagine if we used this same approach to
grade mayors and corporate CEOs. Attention would be
focused where it belongs—on their ability to keep their
population healthy.
What can we learn about coordinated care from
the military’s success in reducing fatalities in
combat casualty care during wars in Iraq and
Afghanistan?
First and fundamentally, it’s understanding that individual
effort is important but your team makes the difference.

The military’s care is based upon “requirementsdriven research,” a very different philosophy
than the typical NIH “investigator-initiated”
approach to research and one that’s in line with
the latest thinking on incentivizing high-value
innovation. What can the market learn about
this approach?
Prior to joining USU, I completed a study at Rand on
how we can alter incentives in healthcare to encourage
high value innovation. For a variety of reasons, innovation has produced dramatic improvements in efficiency
and value in other sectors of the economy, but not in
healthcare. Today, the cast-iron foundry I worked in as
a high-school student in Tennessee makes 10 times the
number of skillets it made 4 decades ago with the same
or fewer workers. But in healthcare when we implement

new technology it almost always results in higher costs. It
doesn’t have to be this way. When the military identifies
a healthcare problem or bottlenecks it turns to USU and
other military research organizations and says, “We need
an answer to X.” It’s a purposeful process that is linear and
results-oriented. Our incentive is to find a solution, ideally
at a modest cost. That’s why our research program isn’t
oriented around what pays best; it’s oriented around the
answers the military needs to its most challenging health
problems. That’s why USU has outstanding programs in
traumatic brain-injury, PTS, surgical critical care, rehabilitation, emerging infectious disease and preventive medicine.
The care team has become an integral feature of
accountable, coordinated care. What can we learn from
the military’s approach to teamwork and team-based
care, which is interdisciplinary, uses task-shifting and
increasingly employs remote technologies?
The military’s patient-centered medical homes employ
more non-MDs then most healthcare systems. On shipboard
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and “down range” (in conflict zones) the military relies on
enlisted providers, including Army Medics, Navy Corpsmen
and Air Force Med Techs to perform a wide range of tasks.
Ironically, when these versatile and skilled providers return
stateside, they are relegated to simpler roles. Even worse,
when they retire from the military, the roles they played so
well in service to their country have no analog in the civilian
world. It’s absurd that an Independent Duty Corpsman who
served as the “doc” on a ship full of sailors for months at a
time can’t join a primary care practice and start contributing
the next day. With the help of mobile IT, skilled individuals
like these could end the provider shortage in no time flat.
The views expressed are those of Dr. Kellermann and do not necessarily
represent those of the Uniformed Services University of the Health Sciences
or the Department of Defense.
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