

Our next speaker is Dr. Shale Wong. Dr. Wong is a pediatrician and an associate professor at the University of Colorado School of Medicine. She is the director of medical student education and director of mentored scholarship for students and residents in pediatrics. She inspires leadership in health care, focusing on social determinants of health and developing advocates who are empowered to improve the health of communities through service, civic engagement, and public policy. 

Dr. Wong's clinical practice serves children from underserved and vulnerable populations in safety net hospitals, community health centers, and academic clinical settings. She has received multiple awards for clinical practice, teaching and research. 

Dr. Wong earned her MD from the University of Utah School of Medicine, and her MS in public health. She is currently a Robert Wood Johnson Health Policy Fellow assigned to the Office of First Lady, Michelle Obama. 

Please welcome Dr. Wong. 

[APPLAUSE] 

Good morning, everyone. Thank you for that introduction, and thank you so so much for inviting me to be here today. What a thrill. My goodness. To have such a great gathering of all of our military health providers. I've recognized for my career that these are the leaders in so many ways in our fields of medicine, nursing, public health, medical education, really in health care deliver overall. 

So I'm especially honored to be here, and particularly to represent the First Lady and her staff in recognizing an issue that is really among her very highest priorities, and that is the support of our military families. 

The First Lady, along with Dr. Jill Biden, has taken a great interest in shining a new light on the complex lives of military families. Each of them has stepped up and reached out and listened to the stories of military families in order to learn more about their unique needs and challenges. And they've been inspired to explore opportunities to provide greater support. 

As I've worked with the First Lady over the last year, I've learned and observed that she doesn't shy away from complex issues. She's focused her attention primarily on two areas: military families and childhood obesity, both of which require multi-faceted approaches in order to strive toward improvement. Both of which are long-term efforts, without short or simple solutions. And both are critically important to parents, and that's really how she comes to these issues-- as a mother recognizing families and the health of our nation. 

In our work on Let's Move, we've heard the very strong voices of our military leaders come forward to draw attention to the impact of obesity on military readiness. We know that 25% of eligible young adults are too overweight to join the military. That's simply not acceptable. 

The Let's Move Initiative is a comprehensive and collaborative approach that's reaching into our communities to develop healthier meals in schools, greater access to healthy and affordable foods, more opportunities for physical activity in our daily lives. And possibly most importantly, to support parents, empowering them with the tools and the information that they need to make healthier choices for their families. It's imperative that we raise a healthier generation of kids who grow to be strong and productive adults. 

We're seeing people through this initiative come together that you might never have expected to collaborate before. Great efforts are mobilizing and we are now approaching our first anniversary of Let's Move, and seeing impact and momentum that continues to build. 

The First Lady is equally determined to bring that energy and cooperative spirit to supporting military families. 

Now, this is an audience that I don't need to remind about the stressors that are unique to our military families. Whether it deployment or single parenting, separation, or upheaval though from multiple moves, it's you who really know the impact of these challenges through your research, your personal experience, and your patient's experiences. Your positioned to truly know best how to care for these families. 

But our military families clearly need support beyond their base or installation. It needs to extend into our civilian communities, and that's really what I turn to you today and call for your help in helping us address this need among our broader communities to understand the needs of our families and your families. You have a very important role to play in broadening this awareness, and informing the support systems and helping to develop further support systems for those communities. 

After listening to these stories of military families, that First Lady and Dr. Biden have frequently been heard to say that the 1% of our population serves, 100% is needed for support. 

So I'm very pleased to share with you today that later this morning, the President will announce an administration-wide effort to expand and institutionalize the support for military families, demonstrating a greater commitment to the health and well-being of our troops and their families and our veterans. With leadership and a unified effort across Federal agencies, and forging public-private partnerships, we can find a way to better support and meet the needs of the spouses, children and service members who constitute our military families. 

So as you participate in the next several days of this conference, I really want to extend a thanks from the First Lady, from Dr. Biden, and from the White House, for the incredible work that you're doing in providing the best health care available, and always striving to achieve health and wellness for our military families. And I do hope that you'll continue to look for ways to bring your knowledge and understanding of these unique needs to civilian care providers and communities so that we can all work together to build military family resilience. 

Thank you very much and enjoy your conference. 

[APPLAUSE] 

Our next speaker is the 42nd Army Surgeon General and Commanding General of the U.S. Army Medical Command. 

Lieutenant General Eric Schoomaker graduated from the University of Michigan in Ann Arbor where he received his Bachelors and Medical degrees. Lieutenant General Schoomaker has held a variety of key command and staff assignment, including Chief of the Army Medical Corps. Please see the program guide for his complete bio. 

Please join me in welcoming General Schoomaker. 

[APPLAUSE] 

[BEGIN ARMY STRONG VIDEO PLAYBACK] 

[END VIDEO PLAYBACK] 

[APPLAUSE] 

Well good morning, and thank you for this opportunity to speak at the Plenary of the Annual MHS Conference today for my final time in this venue, as the Army Surgeon General and the Commanding General of the United States Army Medical Command. 

It's an absolute joy to see so many great friends and colleagues across the military health system. My colleagues in our sister services from the Uniformed Services University of Health Sciences and Health Affairs, TRICARE Management Activity, former uniform medics from all services, or senior civilians who continue to serve and support us in so many ways. 

Our TRICARE Managed Care Support contractors with whom we've partnered over the last decade or more so successfully in caring for the military family. And our Veterans Administration partners who are an essential link in the chain of recovery and rehabilitation for our soldiers and our families. And so many distinguished leaders, past and present who have helped make us what we are today-- a combined arms healing team, protecting the men and women in uniform who go in harm's way to defend this great nation and to care for their families who sacrifice so much on our, and on the nation's behalf. 

A special greeting to my fellow surgeons in the Army, the Air Force, the Marine Corps, the Coast Guard, thank you for being here. We have a very close and tight partnership with them, with the Joint Task Force Capital Medicine, and with the office of the Assistant Secretary for Health Affairs and TMA. 

A hearty welcome to our new Assistant Secretary of Defense for Health Affairs, Dr. John Woodson, well-known to Army medics. Congratulations, and thank you for your long and distinguished service to our military family and to the nation. 

And a farewell and thanks to Rear Admiral/Major General, Rich Jeffries, and to Ms. Maureen Viall who are going to be leaving service in the Federal system and in the Uniformed Services after long and distinguished careers. Rich and Maureen, thanks for what you've done for us, and congratulations on your retirement. 

I also want to thank our moderator today, Colonel Lorraine Breen, and to Mike Dineen. Lori is an accomplished Army leader. She's a hospital Commander, she's Army Medical Department recruiter par excellence. She's a leader in dietetics and nutrition. Now we're very proud to see you, Lori, in a very important leadership role, the Chief of Staff for the Assistant Secretary of Defense for Health Affairs. 

And I have to say Mike Dineen who spent all weekend on email with us telling us who wasn't going to come and who was going to come and what order they're going to come in. And this talk went from 15 minutes to 30 minutes to 45 minutes to an hour, back to 20 minutes. Mike, it seems to be coming together pretty well. So whatever you've done back there is great. 

Isn't this Army Strong video compelling? 

[APPLAUSE] 

It's really compelling. I told my Executive Assistant, Lieutenant Colonel Chris David, and the staff who helped put this talk together, that whatever we did we had to figure out how to incorporate the Army Strong video into it. But that wasn't really very hard. Fortunately I was asked to speak about how Army Medicine supports strength and resilience among warriors and families. And let there be no doubt that the root of our readiness lies in the strength and resilience of this Army and military family team. 

So it all starts with what it means to be Army Strong. The strength exhibited by our warriors across battlefields and on countless camps, posts, stations in the air and on the seas, in all environments, weather, time of day or season of the year, the strength demonstrated by our families of these Uniformed Service members, whom I'm going to call warriors or soldiers because I am soldier, that strength must be fused with resilience to sustain the uncompromising pace of our efforts in this era of persistent conflict and engagement. 

Because the current reality in which we now operate requires a commitment to building and sustaining resilience. As outlined above by this quote from our Chief Staff of the Army, General George Casey, in this month's edition of the American Psychologist, "Resilience is a quality we all know and we recognize as a deep and abiding feature of our history, as a nation, and as a U.S. military." 

"Resilience is what enabled a rag-tag continental Army to rally for the Battle of Trenton, and ultimately to prevail in a war that was marked by far more early defeats than by victories. In like fashion, resilience was what led to the preservation of the Republic and the abolition of slavery during the Civil War-- a war scarred by repeated losses by the U.S. Army and a staggering loss of life. 

Resilience describes the Army, the Navy, the Air Force, and the Marines' dogged refusal to allow adversity to defeat them after Pearl Harbor or on the sands of Iwo Jima, or at Bastogne during the Battle of the Bulge. Resilience is really what built this U.S. military after the war in Vietnam. What marks every amputee's struggle in a current conflict to return to uniform or a productive civilian life. 

And it's what enabled the Walter Reed Army Medical Center and all of Army Medicine to pull ourself up through some really profound self-reflection and re-engineering of our warrior care and transition programs after a severe blow was dealt to the image of army and military health care." 

The Army Psychologist, a journal shown here, is entirely devoted this month to resilience and to the Army's Comprehensive Soldier Fitness Program. The centerpiece and the linchpin of this program is assessment of resilience in each individual soldier and family member. 

This assessment is achieved by the use of a web-enabled Global Assessment Tool or GAT. The GAT is a self-reported survey that measures psychosocial fitness in emotional, social, family and spiritual domains. To date it's been taken by almost a million soldiers from all components of the Army-- active, guard and reserve. 

Now it isn't my ambition today to describe this program. There are several breakout sessions throughout this week devoted to the work of Brigadier General Rhonda Cornum, an Army medic, and her talented team, what they've undertaken with regard to the Comprehensive Soldier Fitness Program. But the Comprehensive Soldier Fitness Program is a vital part of this larger tableau of resilience. 

We define resilience as the ability to grow and thrive in the face of challenges and to bounce back from adversity. In combat it encompassed the qualities which led to Staff Sergeant Sal Guinta here to rapidly adjust to an ambush that he and his fellow soldiers encountered in the Korengal Valley. Actions for which he has been awarded the Congressional Medal of Honor-- the first living recipient of the Medal of Honor in this conflict, and the first since the Vietnam War. 

But as importantly, as importantly, when he returned home it's resilience that allowed him to restore himself physically, psychologically and spiritually, to re-establish friendships and to pursue a personal relationship, which culminated in his proposing to his fiance last year. 

Resilience and all its components exist along a continuum in all of us and in the population. We know this from our own experiences. We've all had times in our own lives when we were particularly vulnerable, either physically or psychologically or in any of the domains of resilience. In the physical domain alone we are increasingly aware of how genetic factors, which predisposed toward the commonest form of diabetes or of atherosclerotic heart disease and some cancers, and many, many other diseases, perhaps even post traumatic stress disorder, lead more readily to clinical disease by moving us closer to this threshold here where intervention and treatment is required. 

Or how prior injuries and illnesses or drug and alcohol abuse may move us closer to that threshold where intervention and treatment to restore health and optimal function may be required. And as I always say, if nothing else this war has also taught us, that despite all of the efforts that we can do to move the risk profile away from that threshold, bad things are always happening to good people regardless of what we try. And we can never fail in a resolve to have world-class care for each and every soldier, sailor, airman, Marine, Coast Guard and civilian who's wounded, ill or injured in a course of serving the nation. 

Our focus is increasingly directed toward how we might assess these risks, and through education and training, behavior modification, early diagnosis and targeted intervention, we can avert adverse clinical and social outcomes. And many of you are going to think after hearing what I have to say here today, and my fellow surgeons, that somehow we were tapped into Senator Daschle's email over the weekend. But quite frankly, we all know that this has become a major focus of the MHS and has been for some time. 

So I'm extraordinarily pleased that when he came this morning, and I thank you, Chip, for bringing him, that he had the message that all of us, that resonated so profoundly with all of us, about this effort and many others that he listed in his top four priorities. 

Now this is one of those times that I as a presenter get a little clammy here, because I'm going to go through a little complex scheme, and I'm praying that my staff and I have got this right. Because in the next graphic depiction I want to convey that we are dissecting resilience into its full array of components. And describe how those of us charged with building and sustaining this resilience must do so through a team or an enterprise approach. 

My goals are to depict that resilience is not unidimensional. And especially important for this audience and reinforced by our last speaker, Dr. Wong, as well as by Senator Daschle, it is not the purview of the medical community alone. This has to be done in partnership with the broader community-- the broader military community and the broader American community. In fact, for many dimensions our principle role is to assist in keeping our soldiers and families strong and resilient and to preclude or prevent their need for intervention and treatment-- to keep them from being patients. 

So we begin with this one-dimensional depiction of resilience and we divide it into its five components or dimensions-- physical, emotional, social, family and spiritual. Recalling my comments about our focus on early understanding of individual strengths and challenges, we overlaid the domains of assessment, education and training, targeted intervention and treatment. This is where our programs are arrayed, are coordinated, are synchronized, and ultimately are integrated. 

So we begin by coordinating across different silos, different services, different elements of the Army and the military at large, by synchronizing those efforts, and ultimately if possible to integrate. It reinforces the reality of a continuum of resilience and resulting variable risks in our goal to shift individual and population risks away from the threshold of adverse outcomes. 

To summarize then, we've taken resilience and we've broken it down into five dimensions along the left part of the scheme. And depicted across the top the domains in which our programs and activity can now arrayed. 

This provides us then with a matrix of programs all designed and executed to build and sustain soldier and family resilience. Some are medical programs, but others such as the Chaplin's Strong Bonds Program, which strengthens and reinforces marriages and relationships, are the responsibility of our enterprise partners. 

Others are clearly, however, within the medical purview such as the program that addresses behavioral health issues across the continuum of the Army's three phases of our expeditionary model of predeployment, deployment, redeployment and reset that's known as the Army Force Generation Model or ARFORGEN. 

I'll describe this integrated behavior, a health system with systems-- the comprehensive behavior health system of care currently being orchestrated by our Deputy Surgeon General, Major General Patty Horoho, whose duties included her being here the first part of the week. But coordinated through all of our regional medical commanders, such as Major General Phil Volpe, here in the front row, and Brigadier General Joe Caravalho and Major General Carla Hawley-Bowland whom I saw earlier today. And Keith Gallagher out in the Pacific, our Brigadier General commanding the Pacific. And, of course, Nadja West, Brigadier General, newest in Europe. 

Another is our mild traumatic brain injury or concussion program of assessment, early intervention and treatment protocols that have been championed by Brigadier General Thomas, our Assistant Surgeon General for Force Projection. This begins in the predeployment phase by training all soldiers and all line leaders, especially our small unit leaders, NCO and officers, and our medical personnel about the prevention and the recognition of concussion. And it enforces mandatory screening at the point of prudential injury, all aimed at reducing the morbidity associated with concussion, recurrent concussions, and associated psychological problems that we now know are associated with concussive injury on the battlefield. 

It even brings in the contributions of the biomedical research community. In the Army this is led by Major General Jim Gilman in the Medical Research and Materiel Command. And all of the material developers of personal protective equipment and of vehicles in both the Army and all of the services in designing more advanced protection for our warriors. 

Before we move on exclusively in the role of Army and Military Medicine and building this multi-disciplinary construct of resilience, I thought you might enjoy a peek into a potential future application of web-enabled tools to build this multi-disciplinary and dimensional resilience within the Army. This program is the building of a virtual resiliency campus through Army OneSource, being led by the Army's Installation Management Commander, INCOM. 

It permits us to reach out and touch an increasingly dispersed Army and Army family in all components-- active, guard and reserve, whether at home or deployed abroad. And it gives us a platform that perhaps we can even begin to connect counseling that we're conducting through virtual behavioral health counseling, through videos upon return from theater. 

[BEGIN VIDEO PLAYBACK] 

With today's geographically dispersed Army, staying in touch with friends and family is harder than ever. Army OneSource helps bridge that distance by providing soldiers and families with a virtual community in second life. The Army OneSource community in Second Life has much to offer. They have a number of resources and support options available to promote training and education. 

Monthly events are hosted to bring the community together to learn, share and collaborate. Second Life is an online environment where you can create a virtual representation of yourself called an Avatar. You can make your Avatar look exactly like you or completely different. Change your hairstyle or make yourself taller. Everybody part is customizeable. And there are a variety of clothing options as well. Creating your own personal Avatar is fun and entertaining and could be completed in less than five minutes. 

So what else is coming to Second Life? One of the new programs being developed in the Army OneSource community in Second Life is the virtual resiliency campus. Aligned with the five dimensions of the Comprehensive Soldier Fitness Program, the virtual resiliency campus will provide an interactive and fun way for geographically dispersed soldiers and families to build strength in the physical, emotional, social, spiritual and family aspects of their lives. 

In the dimension of physical fitness the virtual resiliency campus will provide a number of tools that can help soldiers and family members organize their routine and motivate them to accomplish their fitness goals. Army OneSource in Second Life can offer training regiments, instructional classes, and nutritional information to aide in physical resiliency. 

The virtual resiliency campus will also give soldiers and families access to central resources for emotional support. Participants can connect with counselors through real time chat to discuss their personal concerns. There will be tools and events that promote healthy methods of dealing with negative emotions, such as workshops dealing with loneliness and parenting frustrations. 

In the social dimension, soldiers and families can participate in a number of engaging activities that feature interaction and communication with other in-world participants. Games such as fishing competitions, racing and team scavenger hunts all help to form bonds and strengthen social skills in a friendly, stress-free environment. 

The virtual resiliency campus will provide resources designed to strengthen spiritual fitness through education, service directories and games that expose participants to other religions in order to facilitate understanding and acceptance. The virtual resiliency campus will also be designed to provide a fun and engaging place for family members to meet and interact no matter where they are located physically. 

Family resilience can be strengthened through fun events such as live music performances, workshops, races and trivia contests. Army OneSource in Second Life is a great source for a wide variety of tools and features that enable participants to engage in positive, life-affirming activities. The virtual resiliency campus will strengthen soldiers and families for all the stresses that Army life may bring. And build physical, emotional, social, spiritual and family resilience in a changing world. 

[END VIDEO PLAYBACK] 

So it should be obvious that I wasn't the model for the Avatar. Although I did recognize some hairstyles from my earlier career. 

Now, my colleagues especially are commanders in the staff of the Office of Surgeon General and Medical Command Headquarters wouldn't recognize one of my presentations as belonging to me if I didn't at one point throw up a picture of our balanced score card. This is our principle process by which we lead and manage Army Medicine. We marshall our resources, enable our people, align our programs that we're always keeping the end goals in sight. 

The goal for a healthy and protected force, for world-class health care should health be lost through combat wounds or injuries or illnesses. To be an effective and agile medical force capable of deploying on a moment's notice in any environment that soldiers and our sisters serve as warriors may be sent. While never failing to meet the expectations and the needs of all of our stakeholders, our patients and our customers. And patients to me are not customers. 

Essential is that we retain their trust, and that we'll always be with them in providing healing, to relieve suffering and to promote growth. We've been very careful to put what you heard Senator Daschle talk about, a strategic theme or goal to optimize value, and not simply to produce volume. 

Now our current focus to achieve these ends are contained within my top ten initiatives and programs, many of which attend to the topic of today's presentation, and that is building and sustaining resilience and strength. And I want to just spend a few minutes elaborating on a few of these key programs. 

The first is the Comprehensive Behavior Health System of Care. a program which is truly begging for a more appealing acronym. It's a system of systems that's built around the need to support an Army which is engaged in iterative deployments, often into intense combat, and to return to home station to restore and reintegrate, to reset the formation, re-establish family and community bonds to prepare for the next round of deployments. 

It begins in this three-phase cycle with the Trained and Ready Phase. It's followed by the Available Phase during which a unit is available for deployment or contingency operations, which for over the last nine years has meant that you were deployed. It's followed then by a Reset Phase during which redeployment, reintegration and restoring the unit, the soldier and the family occurs. 

The ratio between the Available Phase and the Reset and the Trained and Ready Phase is known as the BOG to dwell ratio, Boots on the Ground to Dwell at home. Our studies have demonstrated that an ideal BOG:Dwell ratio ought to be two years at home, at least, following a one year deployment, 1:2, in order to reestablish relationships and return to one's baseline psychological state. 

unfortunately, the operational temple this force, driven by the demand for our troops and the size of the available force, has not permitted the Army to achieve that optimal BOG:Dwell ratio. And in fact, we haven't done much better than 1:1 or 1:1.3-- less than a year and a half back home for a year deployment since the war began. In fact, there are units out there that deployed for the surge who were in Dwell less than a year. And then had their surge deployment extended from 12 to 15 months. Within the next two years we expect to achieve the minimally desired 1:2 ratio for the entire Army, and longer for the reserve component. 

Now what's not shown on this view of the Army Force Generation model, or ARFORGEN, is that inside this cycle are human beings-- our soldiers and families who must psychologically prepare for, endure and recover from the rigors of deployment, of separation and the stressors of combat operations. And that when behavioral health challenges, psychological challenges occur to that soldier or family is independent of that cycle. 

When a loved one becomes gravely ill, or a spouse back home or a girlfriend or boyfriend decides they've had enough of this relationship because of the frequent absences, and the stress that you heard Mrs. Mullen talk about, even on families back home when those warriors are deployed. When that occurs is independent of the cycle, the phase of the cycle we're in. 

Work by the entire Medical Department and the Military Health System over the past eight years has taught us to link information gathering and care coordination for any one soldier or family across the continuum of this cycle. Our Behavior Health Specialists tell us that the best predictor of future behavior is past behavior. So we should strive to link the management of issues which soldiers carry into their deployment with care providers and a plan down range, and do the same in reverse. 

If you're exposed to horrific combat experiences, or if you're concussed down range, we ought to know about that when you come back and are reintegrated into the Force so that we can begin healing as quickly as possible and anticipate problems before we see adverse social or health outcomes. And those points exist as a series of interconnected touchpoints throughout this cycle. 

This program is based on an accumulation of outcome studies which demonstrate the profound value of using a system of multiple touchpoints in assessing and coordinating health and behavioral health for a soldier in the family. 

The most recent study was conducted during the surge using six brigades of the 3rd Infantry Division that deployed out of Fort Stewart, Georgia. Actually three brigades deployed out of Fort Stewart, Georgia. Three brigades fell in on the 3rd Infantry Division once they arrived in Iraq, and weren't available to have active intervention or assessments and care coordination conducting. 

So the principle authors, led by the Division of Psychiatrists, Chris Warner, and the Division of Surgeon, Ned Appenzeller and their coworkers engaged in an active intervention and care coordination plan for the three brigades coming out of Fort Stewart, over 10,000 soldiers. And contrasted that with the three brigades that didn't have that, another 10,000 soldiers. 

That study was released last week in the American Journal of Psychiatry under the authors that I described, and by this active process of evaluating soldiers for behavior health problems shortly before deployment, and removing those few who are not psychologically fit for deployment, but more importantly by linking all soldiers at home to a care plan down range and reassuring them that care would be available. Operational stress reactions and serious behavioral health problems were dramatically reduced. Dramatically reduced. Some by as much as 80%. 

So this wasn't a matter of simply plucking out a few apples who were not suited for, or not prepared because of psychological problems, to go on that deployment. This was a process of polishing every soldier and making them stronger and more resilient when they arrived down range. 

These and other studies like this, especially on the reverse side where we tie events in theatre to our reintegration steps back home, are the underpinnings of the Comprehensive Behavior Health System of Care. And I believe that this is the key to reducing stigma. It's by demonstrating to warriors and their families how proactive engagement with those who can assist in strengthening their psychological health directly translates into success in what they aspire to do, which is to succeed and win in battle, and to be a strong family back home. 

Next are our protocols for prevention, early recognition and comprehensive management of mild traumatic brain injury or concussion. These promise to have similar results and dramatic improvements in warrior health in long-term psychological and physical problems. 

We're finally achieving for warriors in battle what is now the standard of care on any sports field in America or any emergency room evaluating a patient who was injured in a bike accident or a motor vehicle accident or a fall from a ladder. 

As outlined on this slide, all combatants are now required to step out of the battle roster and combat operations as soon as is operationally feasible, and to undergo a protocol that was jointly developed with the Defense Veterans Brain Injury Center, the Joint Services and of VA, along with leaders in brain injury from across the country. Mandatory rest and re-evaluation for all soldiers is required. If these screens then prove positive for a concussion, the warrior's removed from any risk of re-injury until full recovery from signs and symptoms is evident. 

These potential exposures to a blast or other concussive injuries are being recorded in the medical record and they're being tracked. We are far less reliant now upon our warriors to volunteer to remove themselves from combat, because we now know that they won't readily do that. They will not do that. We've got too many examples of young Marines and young soldiers and airman and others who have endured literally dozens of concussive injuries despite clinical practice guidelines down range who will not take themselves out of the battle roster, and violate they trust they feel that the team has in them to be part of the operation. 

And we no longer rely on reported histories of returning soldiers about whether or not they received a head injury, which I think is very, very important as well. I expect this will have a dramatic salutary effect upon the health of the force and prevent complex problems for our soldiers and families and for the system, which must identify and address these issues for many, many years to come. 

You've heard earlier from Senator Daschle and others, and I trust you'll hear from my colleagues, that among the most important improvements in this context is the context in which health is improved and health care is delivered in the MHS. And this is through an MHS-wide effort to implement Patient-Centered Medical Home within the primary care environment. And I commend my colleague, Lieutenant General Bruce Green, and before him, Jim Roudebush, and all of Air Force Medicine for taking the lead in this critical effort. 

As I've told my people, no awards for reinventing the wheel. They have detonated all the mines in the mine field-- we're just going to follow right behind them, plagiarize every SOP they've got, put Army Medicine at the top of the page and take credit for it. That's how it works. 

[APPLAUSE] 

Heck, they do it to us all the time. 

[LAUGHTER] 

And we in Army Medicine have been engaged for the last two to three years in real hard work in tightening up our primary care enrollment, in matching standard resource requirements to that enrollment, and to measure and reward for, and reward for-- and I think this is one of the keys-- we reward for, we incentive, the kind of practices that we want to see, administrative and clinical. We reward for access and continuity of care, as well as patient-centered services and patient satisfaction. 

To our Performance Based Adjustment Model or PBAM, of funding our regional medical commands and medical treatment facilities, we are now poised, I believe, to institute a Patient-Centered Medical Home very, very agilely in over 66 sites across the Army over the next two years. We've already begun opening a series of community-based medical homes-- community-based medical homes-- which re-site the care that's been delivered in our MTS to our enrolled family members out into leased space in communities where our families live. 

And I want to thank and extend appreciation to Rear Admiral Chris Hunter for her support of this initiative. We have 17 of these clinics planned in 11 communities across the Army and we've already cut the ribbon on several of them, starting with Fort Campbell, Kentucky. 

The Patient-Centered Medical Home Initiative promises to be among the most important tri-service efforts we are currently undergoing to improve patient and population health, to improve the patient's experience of our system of care, transparency about the health and health record, and to keep our beneficiaries from even becoming patients in the first place. 

Now I've described a number of efforts being undertaken which build and sustain resilience in our soldiers and our families. As I head toward the end of my talk, I just want to talk about the fact that although these are centered around the individual service member in his or her family, that what they really require is the entire medical system, and even the larger Army and the military health system, to undergo important organizational transformations and transitions to achieve optimal effectiveness. To do what's right at the least consumption of resources. We do what's right and are effective with the least consumption of resources, that is we're optimally efficient. And together that's the value we keep talking about. 

Army Medicine has just completed some important transitions to achieve these ends. It began with reorganizing our Regional Medical Commands here in [? Konas ?] to better align with the TRICARE regions so as to create a more seamless partnership with our Managed Care Support contractors. 

In addition, we have assigned flag level deputies to each of our Regional Medical Commands to provide oversight and coordination of all readiness related tasks and programs for the total Army, active and reserve components in that region are readiness deputies. 

We combined all our public health related programs and resources across Army Medicine into one public health command under Brigadier General Tim Adams up at Aberdeen. And we've religiously applied the PBAM model of funding, that I described earlier, to place all care within an MTF under a business plan which relies upon optimal primary care enrollment of the community, improvements in population health measures through HEDIS and others. Coordination of sub-specialty care and the MTF with a network and the like. 

This program of business orientation is now being taught through a series of courses orchestrated by the AMEDD Center & School under the command of Major General David Rubenstein, to our NCO leaders, our civilian leaders, to all of our leaders who are aspiring to be deputy commanders of hospitals and clinics, and to our community at large. 

Our commanders know that there's no longer a burn rate for funds. But an earn rate by which they earn the dollars I provide them at the beginning of the fiscal year by complying with a business plan that they build with their leadership team. Earnings that are based as much or more on doing what's right for patients as earnings simply generated by widgets of productivity that are measured in RWPs and RBUs. We want to get at what Mrs. Mullen talked about of the 15 and 1. We want to solve problems for our families and our patients in as few encounters and more effectively than ever before. 

Finally, this whole process mirrors an effort in the entire Army to break down stove pipes and to center our efforts around four core enterprises, which encompass human capital, material, readiness, and services and infrastructure on our installations. And we in the medical community, although we're represented in each one of those core enterprises, are most concentrated in services and infrastructure. 

Championed by four-star leaders and each core enterprise and by senior commanders and overseen by the Army's senior leadership, the secretary, the undersecretary, that chief and the vice chief. This promises to standardize and provide optimal efficiency for our Army in a time of unrelenting demand on our soldiers, demands upon our communities and families and austere budgets. 

And I placed in there too the MHS Quadruple Aim because I believe that that is an enterprise approach to common standards of performance, which I think is going to revolutionize how we're working. 

All of what we do in Army Medicine rests upon a foundation of trust we have forged with our soldiers and their loved ones. Recently in an effort to better advance this culture of trust, a videographer sat down with the leadership of Army Medicine and talked to a few of us about our thoughts on trust. Now however it appears in the film, there really was no coordination of the questions, we didn't even know what the questions were going to be, and we responded without scripts. The filming was even done at separate times for all of us. 

Yet what came together tells much about how deeply ingrained and understood this notion of trust is in all of us. It's part of our DNA right down to the last man or woman in our formation. And so I ask that you watch this film. 

[BEGIN VIDEO PLAYBACK] 

We are an organization now 235 years old. 

We've had at every conflict or every battle that has fought to preserve our freedom, we've had Army Medicine there. 

And our warrior ethos talks about mission fist, never accepting defeat, never quiting, and most importantly to our medics, to never leave a fallen comrade. 

That's the contract we made with the American soldier and his or her family. 

We talked about the privilege to serve for those that are entrusted to our care. So trust is embedded in our basic mission. 

At the center what we do is preserve life, to relieve suffering, to optimize function. And at all times to promote the growth of the people we care for. 

The premise that we work on is that there is a culture there of trust, and therefore, I'm automatically going to make the assumption that you have my best interest at heart and I have your best interest. 

That's the kind of relationship with our patients that we never want to lose. 

Keeping your promises is, it's about a commitment you've made, and if you do what you say you're going to do, then your people trust you. 

And everything you do needs to be related to how you build and communicate that trust. That if you can't do that, that all of the technical expertise and all of your hard work and all of your late nights will be for non. 

And if you don't have trust then you can not ever have a positive relationship, because trust is the basis, I believe, of every positive relationship. 

You never move away from your core value, you never move away from the foundation which trust is based upon. 

This notion of cultivating trust, it's something that's measurable and tangible, it's reflected in discreet behaviors. 

And it starts by us leaders modeling the behaviors that we want our people to display. 

And we're trying to cultivate what those behaviors are, what the dialogue is, and how one measures it. And to do that we have to be able to do it in a somewhat standard way from one end of Army Medicine to the other-- for where the sun comes up to where the sun goes down. 

I think what we've learned over probably the last nine years is the importance of transparency, the importance of looking critically at what we do to see where we can improve. 

We have to be open to listening to our people. We have to make sure that we have those periodic dialogues with them, between staff and supervisor, et cetera. That extends all the way to our patients. Positive feedback let's us know that we're moving in the right direction, we're doing the right kinds of things. The negative feedback let's us know where we need to redirect. 

We want to ensure that our patients understand that we have the best for them at the forefront of our decisions. And so they need to trust us that we have their best interest, and we need to trust each that we're working collaboratively as a team to achieve that. 

It's that trust that we want to keep coming back to and cultivating. Because it's at the cornerstone it's really more than that, it's the glue that holds the whole organization together. 

Our whole mission is about taking care of America's sons and daughters. 

I believe our nation trusts us to provide the very best health care for those that are wearing the cloth of our nation. 

The American fighting man and woman will take enormous risks, will kick down a door in the worst neighborhood in the world because they're armed with the knowledge that over their shoulder is a medic who, if they're harmed in the course of defending the country, will be there to save their life, to ensure that they're brought back to their families. Will have the greatest opportunity to return to uniform, and if not, to return to life as a productive citizen. 

[END OF VIDEO PLAYBACK] 

It's been my distinct privilege and pleasure to serve as the Army Surgeon General and the Commanding General of the Army Medical Command during this period of almost unprecedented challenge and stress on the nation's military. I serve with a talented Command Sergeant Major and the best leaders, the best soldier medics, civilian and military, I've ever encountered in my career. Thank you for all of what you do for our services and for our service members. God bless our soldiers, sailors, airman, Marine, Coast Guardsmen, God bless America. 

[APPLAUSE] 

I'd like to have everyone note that there has been a change to our program schedule. General Peter Chiarelli will not be able to join us this morning, but he will be with us tomorrow. 

Vice Admiral Robinson, Surgeon General of the United States Navy will close out our morning session, and it is my pleasure to introduce him. 

Admiral Robinson assumed duties as the 36th Surgeon General of the Navy, and Chief Of the Navy's Bureau of Medicine and Surgery on August 27, 2007. A medical officer since 1978, he has held many distinguished positions throughout his Navy medical career, including Commander Navy Medicine National Capital Area Region. 

It is my pleasure to introduce him, and for additional information about his bio, please see the complete bio in the guide. Ladies and gentlemen, Vice Admiral Robinson. 

[APPLAUSE] 

Good morning. I know it is both jolting and anti-climactic for me to stand up here at the end of the great Army presentation, and with the Vice Chief of the Army supposedly here, and now you get the Surgeon General of the Navy. But don't worry, tomorrow General Chiarelli will be here and you can hear him. 

I'm also thankful to all of the men and women who are sitting in the audience, all of the men and women who around the world that aren't with us, all of our brothers and sisters in Arms' Way, who are doing the hard work of Military Medicine, the hard work of Navy, Army, Air Force Medicine. I didn't say Marine because Navy Medicine is Marine Medicine. 

But those Navy assets that are with the Marine Corps, all of those people who are doing what we have asked them to do, doing it selflessly, and who embody all of the things that you saw in that last video regarding Army and trust, integrity, transparency, honor, courage and commitment. All of that ethos of service, I thank everyone for that very much. 

I also thank Rich Jeffries, General Schoomaker. He went ahead and said that Rich is retiring. As a matter of fact, Rich Jeffries will retire this coming Friday. He's the Medical Officer Marine Corps-- many of you know him. There is a tribute to the Medical Home, to the Air Force, which I absolutely agree with. But I have to tell you that Rich Jeffries and a lot of my family practice colleagues, Bob Kiser and others, will say that Family Home is a family practice and a pediatric and a construct that many have had for many, many years, and certainly we in Navy Medicine have utilized it. 

However, for the first time in the history of the Military Health System we are actually putting it in as a value-added and as a very basic tenet of how we will deliver care. So I just wanted to throw that in there to make sure that we give credit where it is due. 

I'd like to thank Admiral Hunter, my Surgeon General colleagues, the Deputy Surgeon Generals, all the people that have brought this conference together. Mike Dineen has not been on the phone with me all weekend; he has been on the phone with my staff all weekend, and he begged me to take this slot this morning and that wasn't hard to do because we will make sure that we keep this conference going and we're all here to help one another. 

My job this morning is to talk and shifting things around a little bit. Talk about education training and talent management, and about all of those things that we must do in order to make sure that we get the best and the brightest. And then that we make sure that the best and the brightest have all of the tools that they need in order to do the hard work on the battlefield or in the hospitals around the world. And, in fact, make sure that our beneficiaries get the care that they need, and it's the care that we are truly privileged to give them. 

The ethos of service, which I've already mentioned, that ethos of honor, courage and commitment, is the basis from which we do everything. And in staying with first principles we always stay with patient and family-centered care. Patient and family-centered care. The relationship we have with our patients and with our families-- if you like warrior and family-centered care, that's fine. But it's the patient, physician, provider relationship that is important and we must stay on that first principle in order to make an effort to let people know what we need. 

So the objective is education training and it an effort that I hope that we can stay true to what the basic tenets of the Military Health System are all about. 

Navy Medicine is worldwide. We have 63,000 people that are all over the world. We serve our personnel through a life cycle of training and a life cycle of commitment. So we bring people in, and our model is to make sure that we give them what they need as we bring them in. We make sure that we manage every effort and every stage of the continuum of care, that we bring medicine to the patient and we do not make the patient go to the medicine. That we case manage them and that we help them get to where they need to be on a daily basis. 

We emphasize prevention over disease, something that is incredibly important. It is hard to do it, it is expensive to do, but the return on the investment is so great that we must continue to do it. And I think we've heard this morning from many speakers, including Senator Daschle and others, that the disease model is the one we should get away from. We really need to go to the prevention model in order to have the biggest impact on our patients. 

And we have to be a leader and an innovator in the health care community, and I believe that the MHS is truly a model at making sure that we can give the nation a very good view of how care can be and what it should be. 

I don't think that there is anyone-- well, I shouldn't say that. Most people in Navy Medicine have seen this particular slide, and this just goes to the people that we have across the field. This particular slide is taking care of our people, which is the concept of care. In the middle of the triangle the concept of care is very important because it's patient and family-centered and it's the basic philosophical construct under which we have to work. 

Now process without execution is busy work, so in order to make sure that we don't have just a bunch of busy work going on with that concept of care, we need to make sure that we have a fully, ready force, fully trained. A force that we have, in fact, recruited, we've gotten the right people, then we have given them the right equipment, both intellectually and physically. And I think the right equipment, both morally and spiritually, to get the job done. 

We need to make sure that we leverage the professional education and training, and that we do that through a series of research and development and educational institutions that we have in our military and in our Navy from the enlisted ranks all the way through post graduate schools. And among that training situation is the Uniformed Services University, which stands as a stellar example of how you can do medical training for the armed forces. Chip Rice and the folks at USU have done a spectacular job, as have others through the years, of making sure that we can give the professional education to our physicians. 

But now we need to take that model and we need to make sure that we give it also to all of our enlisted training. I'll have a slide later on for the METCI, but that is one of the most important, if not the most important thing, that we have coming forward because we have to make sure that the education and training in the development of our enlisted colleagues is comparable to anything that we do for our professionally trained colleagues. 

We make we have to make sure that we have health services and that we, in fact, get out of the disease, go to the prevention, and go to the wellness and to the population health aspects of what care should be. This is incredibly important because as the base of the triangle, as it were, is that ability to make sure that we are giving the right care and that it is a care model that will not, in fact, make people or leverage disease or leverage bad behavior or leverage behavior that is not going to help. 

But we turn that around and we say no, we want you to do good behavior, we want prevention. We want to make sure that you do not get the diseases that will kill, that will hurt us. That we stay at the top of our game, and that we keep a model that, in fact, accomplishes that. 

So with those three pyramids that you can see at the bottom of this model, it supports the one thing that is incredibly important to us and that is our fully ready force. You see, at the end of the day, no matter what I may say, no matter how much training I did in surgery, in colon and rectal, and how many residents that I finished at Bethesda or Portsmouth, at the end of the day the reason we exist is not to do training. 

It is not to do the education. It is to make sure that we can give the care to the warriors on the field. That we can do the force health protection that we can have a full, fit and ready force that we deploy with the war fighters. That we support the war fighters in whatever way is possible. And that we also support the eligible family members and those who have worn the cloth of the nation. That is what our mission is. So we have to make sure that we do that with a fully ready force. 

We have to look at how we deliver the health care and make sure that that is a quality delivery system. We have to look at product lines, we call in the Navy, but we have to look at exactly what we're trying to do. And then we always have to look at our line leadership that will define the requirements that we need to work towards. 

So with those three things, this is that Navy Medicine concept of care. And at the very top of that it's always the concept that we must take care of our people. There is nothing that is more important in anything that we do. 

Now I can't go through the Military Health Conference here without getting the Quadruple Aim. And I will tell you that the Quadruple Aim is very powerful for many different reasons. But I think that Admiral Hunter and TMA working off and leveraging off of Dr. Berwick, I think that this is a magnificent construct for how we should run the TMA-- not the TMA, but our Military Health System. That this actually puts all of the pieces that we need to have together, and that the Quadruple Aim in summary is actually what I have already talked about with the concept of medicine, of Navy Medicine. 

I would also tell you that the concept of Air Force and the concept of Army Medicine and the concept of Coast Guard Medicine is no different than this Quadruple Aim. But now we have a standardized approach to look at this and that we have a standardized way of counting and measuring, as it were. So that we can understand how we are progressing through it, we have a standardized way of what we are looking at, and then we have a standardized way of delivering that care to our patients and understanding what we, in fact, giving them. 

I think that the Quadruple Aim tied in with the Medical Home is one of the most powerful things that has occurred in my lifetime in the Military Health System. And I think Chris, and particularly Chris, because she has brought that construct to us at TMA and she has incorporated it very thoroughly here. 

I think Dr. Woodson, our new Health Affairs, is very privileged to be here, and it's wonderful to be here at this time because this is a time when I have seen for the first time in my career real changes that I think are game changers within the Military Health System with both the Quadruple Aim and with the Medical Home. So I think that that's a very important aspect. 

Now there's no way in the world that my staff, and if you know me you know I don't like-- I'm not a complex person. I don't count and measure well. I'm more of a holistic thinker. So with that in mind, Jerry LaCamera and all the M1 people said, oh let's get this model up here so the Surgeon General can show us all about what this means. But with that said, I'll go through this. I actually understand it. It has a lot of great things that we need to talk about here. And it actually gives you a medical manpower strategy and a total force strategy for Navy Medicine that's very informative as to what we do. 

Because at the top you can see that we have the ends, that's a beneficiary care, and the readiness mission. We have the ways, and that's the recruiting, the accessioning, the education, the training, the developing medical capabilities, the training and education. And then we have the means, which are the clinics and the hospital. The one thing that I would like for you to look at is as you look at the bottom of this and you see the clinics and the hospitals, I want you to recognize something. This is just a little pet peeve of mine. 

We, none of us, and we, in Navy Medicine, can not do what we need to do in terms of training our people and getting to the ways in the ends if I don't have strong graduate medical education and research and development within the graduate medical education within the hospitals and the clinics of Navy Medicine. 

I will also tell you that I don't think you can do the same in Air Force or Army. I know that we have different service thoughts on that. I think the Army and the Navy are closest. But I will only emphasize to you that we have to have very strong graduate medical education and research and development in order to get where we need to be. 

The second thing I would offer to you is this. That in order to hone and sustain the medical capabilities that you see there, the practice proficiency training, that all occurs in the military treatment facilities. In other words, no matter where you're coming from in Navy Medicine, whether you're with Blue Navy or Green Navy, whether you're operationally or whether you're with graduate medical education, whether you're with a teacher, or whether you're at 29 Palms or Pax River at a clinic, everything that you have, every corpsman nurse, medical service corps officer physician or dentist at some point or another has to come back through a military treatment facility to do REFTRA refresher training, and to get that skill back. 

So that competency model is based on a very strong and effective medical treatment facility route, and also a very strong and effective graduate and health education, graduate medical education, graduate health education model in order for that to work. 

When we do that, as you look at the tip of that sphere, you can see that we can surge forward, we can give the right person going at the right place, equipped with the right things that he or she needs both intellectually, physically and morally and spiritually so that they can accomplish the goal of Military Medicine, they can accomplish the goal of Navy Medicine as we go to our operational commitments and do what we need. 

Now our personnel are our most important assets. I'll use that word as opposed to resource. Resource is about things; assets I think are more about people. The key here is that we have to make sure that we lead our people because we manage things. You manage an inventory, you don't manage your personnel. You lead your people. You lead your personnel, you do not manage them. 

The reason that I tell you this is because this is another first principle and it's a philosophical basis from whence we all must come in order to make sure that we can get to everything that was discussed in the last video clip you saw with the Army, and that is on the trust. So you have to lead people and that means you have to invest in them. 

The second thing is that leadership requires vision. You have to know where you're trying to go if you're going to lead someone. So you have to make sure that you maximize the vision of the 70% of the people, which I should say, 70% of our O&M budget is based upon the personnel that we had. 

So the vision of where we're trying to go is going to inform us greatly as to how much money we are going to pour into that training. And there is an incredible amount of money that we are going to, in fact, do. We have to make sure that we're good stewards of the money that we have and we also have to be good leaders of the people that we're privileged to take care of. And in doing that and in doing the fore-shaping and in doing the talent management, we have to make sure that we don't ever forget that the foundation stone of talent management, the foundation stone of our force is education and training. 

Now we have to make sure that we have education and training of both our enlisted and our officer. Very often we talk about officer. I can talk about USU for days at a time or medical school or residency programs, but at some point I have to make sure that I've come down and I'm giving the right amount of educational material to our enlisted communities and that we have career pathways for both officer and enlisted so that they will know how they will progress, how they can progress, and how they can improve their lot in whatever we do. 

In order to accomplish that we have to also make sure that we have a robust, analytic system so that we can figure out how many officers we need, how many enlisted we need. Now in doing that I will tell you at BUMED I have been very blessed and privileged to work with some wonderful people for the last four years. Joe Marshall, who's M1 and who's our money person-- excuse me, M8, and Jerry LaCamera, our M1, have been wonderful to work with. And they have come through with some John's Hopkins applied physics laboratory industrial engineering studies that have helped us to do several things. I want to make sure that I get this right. 

We have an enterprise two for establishing the uniformed requirements. So this enterprise two, which we are developing, actually allows us to provide a robust analytical construct for our uniformed service members that Navy Medicine needs. And it also includes our Marines and their families. So that we can actually go to our PERS, go to N1, and say listen N1, these are the things that we need from a uniformed perspective. This is Navy Medicine. Navy Medicine takes care of Marines and Blue-- we take care of two distinct populations of people. And these are the amounts of people we need and we can give robust data to actually inform them as to how we got to those conclusions. 

The second thing that the studies, or the tools have done, is to inform an assessment of the risk based on less than full mobilization scenarios. In other words, we look at the 10-year war, we look at how we are, in fact, deploying our people across the world, and we look at exactly how many it's going to take to do both the Garrison Mission and both the Operational Missions. And what can we, in fact, have as a minimum, as a maximum, and how do we sustain the effort of the war, giving the population and the personal of the people that we have. 

The enterprise also helps us related to specialty mix. This is a very interesting question, because very often our personal people will look at a specialty mix. They will say, oh General Surgeons, you're only at 80% or 75% or 85%, that's not too bad. You know, we won't put much money there, but we have 101% in pediatrics. Oh we're going to cut them way back. 

Well the problem is that both sets are deceptive, because 80% in general surgery in a 10-year war I think you can all recognize is a problem. But the 101 with pediatrics actually is not too many, because we have a lot of intensive care and a lot of medical requirements that are being fulfilled on the battlefield by those pediatricians. 

We have neonatologists that are MTFs that are fulfilling a lot of family-centered issues with those pediatricians. We're doing adolescent medicine in many of our clinics around the world with those pediatricians. We're doing all sorts of different things. So at the end of the day, not only that in Navy Medicine, pediatricians, family practitioners, general internists and emergency physicians I'm sending forward as General Medical Officers-- we're no longer sending interns in those jobs. 

So you see, we need to make sure that we have a tool that will inform our PERS and will let us know exactly how we're trying to develop our workforce and what we're trying to do. And not just sit down with ledgers and columns and try to convince people that I don't. But I actually have an analytic, too, that will show them with mobilization and scenarios, how it works in order to keep the system and the enterprise going. 

And then we developed a uniform requirement for the demand-based staffing model. The demand-based staffing model is different than our old activity manning document. But it is a way that we can have a look at the demand-based staffing model based on something called the Compendium Report. I've seen it a hundred times, I couldn't explain it to you if my life depended on it. But I will tell you, Jerry LaCamera can explain it to you. And you will probably swallow your tongue before he's done. 

But the key here is that he can look at that Compendium Report and tell you exactly what your work load is, and this becomes incredibly powerful in terms of resourcing. He can look at the demand-based staffing and he can tell you what your fit to fill assessment is of all of your clinics and your hospitals, and he can also look at a total force assessment that can come out of that demand-based staffing tool. 

So it becomes incredibly important to have those kinds of analytic and business tools available for all of us so that we can make sure that we recruit, we retain, we educate, we train, and we incentive the right workforce so we can get the right person with the right care with the right education with all of the requirements to the right place at the right time. 

So I think that as we move along, and I'm spending a lot of time here but I wanted to cover these things, I will only say that I think that some of the things that we can do a little better is this standardize our training and education across the enterprise-- I'm talking about across the MHS. And that I think that a lot of that well help eliminate gaps, overlaps, and increase the efficiencies through resource sharing and through integration of learning strategies. And I think a lot of that is occurring actually at the next log which I have coming forward at the METC. 

Now the METC, AS you can see on this slide, the Medical Enlisted Training Campus, is the world's largest medical education and training institution for enlisted. You can see that the Navy, the Army, and the Air Force are coming together at San Antonio. You can see as you look at this slide that the Navy, and it doesn't matter the amount of places that we're giving up, but we're giving up our Naval School of Health Sciences at Portsmouth, our Naval School of Health Sciences in Balboa, in San Diego. We're also giving up our schoolhouse in Great Lakes, which is really one of the fundamental anchors that we have in our Navy in training our corpsman. 

The key is though that we're coming together in a new facility, my hat is off to Admiral Bob Kiser who's sitting in the audience who is the first Commandant of Betsy, who has been doing a spectacular job at bringing the three services together, leveraging the best of each of the services, making sure that we never lose sight of first principles, making sure that we never lose sight of family and patient-centered care. 

Making sure we never lose sight of the ethos of service, making sure we never lose sight of the ethos of honor, courage and commitment for the Navy, and all of the ethos which are the same things for the Air Force and our Army colleagues. Making sure that we will prepare our enlisted personnel to go forward and to do the best that we can, the best that they can under any conditions. And certainly the high water mark is this war. 

But as our [? ACMAC ?], General [? Dunfer ?] told us on Saturday at our meeting, the benchmark or the high water mark for Navy Medicine, we haven't come to it yet. I would suggest to you that the high water mark for the Military Health System and certainly for the METC has not been attained. We're going to work on that because the future is where the high water mark will be met. 

And I have no problems in my mind at all at knowing that with the integrity, with the honesty, with a partnering that the colleagues and my sister services will do, we will get the enlisted training together, we will come together as a Military Health System. And we will come together not because we're Navy and Army and Air Force, but because we are Americans. And the Military Health System, and the warriors, and the families, and the people of this country expect that from us and we will deliver that to them. 

So my hat is off to everyone at the METC who has been doing an incredible job. I came back, I said several days there about a month ago, and it is one of the most inspiring things that I have seen. I will also get-- I'm going to get a parochial just for a second. I'm also very heartened, as I look at [? Forest ?] [? Martinez ?] sitting there, I'm very heartened because I can see that each of our services will have those traditions and all of those customs and all of the things that each service has that we need to pass on to our sailors, soldiers and airman. 

Those will be included in that training so that we will not leave anyone behind, nor will we leave any service behind in terms of making sure that we cover the full ethos of what it means to be a soldier, what it means to be a Marine, what it means to be a sailor, what it means to be an airman. And I think that that is going to be very important as we go through and continue with the METC. 

Medical Home. Medical Home has been talked about this morning already. It's been talked about in many different constructs. First of all, this is the Navy Medicine's Medical Home logo that we're putting out. In order for an institution, a clinic, hospital, a Medical Home clinic, to get that logo they have to actually go through a standardized set of personnel readiness and also [? material ?] and NCQA registration or be granted the NCQA a imprimatur of quality. 

So you can't just tack this up when you say you have a medical home. And, in fact, we will do that. By the way, the logo is a person and they have their arms around a home. It took me a long time to see the person in that one, but my staff and others with medication and with counseling have been working on me. I'm slowly getting there. So I don't know if that's good or bad. 

Many have talked about Medical Home. Let me leave you with just a couple of thoughts about Medical Home. A Medical Home is not brick and morter. Medical Home is not about a clinic. Medical Home is a philosophical construct on how you deliver care. It includes that construct of it is not disease oriented, but it is prevention oriented. It includes a construct that it is not about walls, but it's about service to patients. It's about having ready access to patients. It's about 21st century communication with patients. It's about making sure that we leverage the best of all of the professionals that we work with, and those professionals include our enlisted, our nurses, our medical assistants, as well as our physicians and nurse providers. So it's bringing the whole team together. 

It's a concept that says we not only do the primary care, but we can also integrate specialty care into that. It's a concept that says that we must, in fact, look at how we are taking patients through their whole medical system, and we have to make sure that we always look at them as individuals so that we actually case manage them in a much more personal, up close, and a much more safe way than we've ever done before. It's a way that people will have connection with us 24/7/365. 

It will require us to change how we think. We can not continue to have clinics between 7:00 and 3:00, Monday through Friday and holidays off. We're going to need to have Sunday evening clinics, we may need to have Saturday evening clinics, we may need to have clinics on holidays, we may need to have clinics at all sorts of different times. And we also need to leverage the IT systems because we can talk with patients even in the middle of the night by texting or telephones or by email that we've never been able to do before, and help them, in fact, get through whatever crisis that may occur. 

It is truly a game changer. I don't think that I know a lot about it but I can tell you that what I do know about it is not about a concept of building or logo. It's a concept of care and it's a concept, it's a philosophical construct that we must get into as a health system, and as a Military Health System I think we're leading the way. 

So I'm going to let other experts tell you about Medical Home. I can tell you that in Navy Medicine, Captain Maureen Padden, who is presently the Executive Officer at Pensacola, who's coming to BEMED in February to be the program manager for the Medical Home Program. Is a real expert, and she, working with TMA, working with Mike Dineen, working with sister services, we're going to try to make sure that we institute the best and the most profound Medical Home that we can get. 

Finally, and this is my last topic, and I think this is incredibly important from a talent management point of view. And that is diversity. Now I had an interesting talk on diversity last week in a Navy Medicine off site. It was a guy named Dr. Edwin Nichols who some of you may or may not know. But Dr. Nichols, if you ever want to have someone come and be really provocative-- by the way, provocative is the wrong word because he is totally provocative. 

But he is such a quiet, gentle person, and he is such an intellectual of the first order, a man that speaks French and German, a man that writes, speaks Mandarin, and writes Chinese. A man that can take you through the classical phases of philosophy. And a man that can make you understand this one concept. That diversity is, at the end of the day, about cultural competence. 

It's about understanding our differences, and it's about having cultural competence so that you can actually leverage the best of everyone around you. Of making sure that you recognize that people learn and they think and they speak and they react in different ways, but being different isn't bad. It may be different from you, but just because it is different from you doesn't mean that it's something that you should shun or that is bad for you. 

By the way, if you don't know what I'm talking about, I'm talking about cultural bias. We all have them. By the time we're three and a half years old, through the lenses of our families, Dr. Nichols said, we all have been permanently maneuvered into a situation of how we think of the world around us. Now that doesn't mean that you're cast and forever lost there. It just means that that's the journey you have started on. 

What you do as you develop your mind, as you become culturally competent, you will then learn how you can, in fact, look out and re-chart the course that your family may have started you on. Because how you start is not how you have to finish. We can decide how we finish. And that's going to be based upon our ability to understand who we are, who we are with, and how they may be different from us, but not better or worse than us, just different. And if we leverage against that, we too can learn from them. 

The CNO has, in his diversity thoughts, has been this a major effort in his tenure as the Chief of Naval Operations. The five pillars of the diversity are training, outreach mentoring, strategic coms and accountability. The key here is you can do this any way you want to, but here's the deal. If you don't look at everyone around you, if you don't take the John Stewart Mills' utilitarian principle of everyone has value we just need to find it, if you want to make sure that you don't leave anyone behind, then you're going to have to learn how to be culturally competent and how we look at everyone around us and how we will bring them into the fold. If you are in the United States and you recognize that by 2037 the majority will be the minority. And that the minority will be the majority. 

If you don't understand that the minority as the majority is not just African American, but it's all the minorities of the colored peoples of the world and peoples with different backgrounds as opposed to what we have normally thought of as the Anglo-Saxon American. If you look at that, and if you say but we need to make sure that we don't get lost as a Military Health System or we don't get lost a a military, then you will recognize that we need to, in fact, invest in looking somewhat like what America will look like at the 2030, 2040, 2050 parts of this century. 

So it's a way of making sure that we can stay agile and that we can stay engaged and that we leave no one behind. It's another way, if you will, of making sure that the ethos that we espouse on a daily basis-- honor, courage and commitment-- that the trust that the Army has put up so poignantly in their last video, that the ethos of the Air Force, the Coast Guard, and all the other services, it's a way of making sure that we never lose that and that we can go into the future and gain that with the right people who understand that America is not about any one type of person. But America is a multi-colored, multi-layered fabric of peoples from everywhere and that we all stand under the same traditions of honor, courage and commitment, with loyalty to our Constitution and the country whose course it directs. 

So those are my words on diversity. I really would love to talk with anyone at length, Marvin Jones, my Diversity Officer, Captain Marvin Jones is absolutely incredible in terms of diversity, and he will be available to anyone who would like to talk to him from the BUMED level. 

As I finish I'd like to say a couple of things. Number one, I'd like thank Dr. Woodson, Dr. Stanley for everything that they have done-- their leadership, their vision. Dr. Woodson is new and just arriving. Dr. Stanley's been here for several months and I think has made a profound change in what we're doing in Military Medicine and in the building regarding health affairs, and I appreciate him. 

I also would like to thank Dr. Peach Taylor who's been sitting in for a while, and Al Middleton who sat in for a while, as well as Chip Rice, because their leadership and their guidance was crucial at a time when we needed it. I know they're more than happy to move over and get back into their other positions. However, I still wanted to thank them for what they're doing. 

I think that as leaders we need to make sure that we do what General [? Dunfer ?] said to us on Saturday. We have to really be intrusive, we have to really knock our people in the head in the sense of getting in their face and understanding that we need to know them, we need to counsel them, we need to affirm them, we need to understand them, we need to bond with them, and we need to make sure that they recognize that we're always committed to them. 

When we do that then the Readiness Mission is pretty much summed up, because if we can do that then we can understand that our people and that what we do are no better than the people that we lead. And we have to recognize this. No matter what your mission is, I don't ever think it's mission, I always think it's people. And the reason for that is the mission may not get done, and I've never seen a mission get done by a mission. I've only seen missions get done by people. I have never seen people let anyone down if they feel that they are affirmed and that you are with them. And by the way, if they feel the opposite, I've never seen any mission be accomplished. 

So I think it's very important to recognize that this is not about inanimate and non-animate objects. This is about sentient beings, it's about beings with feelings, it's about making sure that we care for our people. 

In San Antonio a couple of weeks ago I was asked a couple of things, and that is in my 34 years in the Navy and in the military, what has the military taught me and what have I learned from military, and what have I learned as being a physician for the same amount of time? From the military I have learned this, and I answer this question very quickly because I know what it is. It's selfless service. Service is a thing that I've learned from the military and the group of people that I had with is why I have stayed all these years. It certainly wasn't for the money. But it was for the people. 

And the thing that I've learned from medicine is love of humanity. And I've learned that also tangentially from the military, but that service piece and that love of medicine piece is exactly what fits together perfectly, and it is exactly where the Military Health System is and should continue to be. And if we do it right it will always be a real beacon light of hope for not only our military, but our world. 

Thank you very much. 

[APPLAUSE] 

Thank you, Admiral Robinson. And everyone, please give a round of applause to all of our speakers for this morning. 

[APPLAUSE] 

Right now I need to make a few administrative announcements. 

First, you'll need to display your name badge for access to the sessions and the exhibits hall. And the exhibit hall opens tomorrow morning. 

To receive continuing education credit for conference sessions, please scan your name badge as you enter the session, and complete and submit a session evaluation form. Please see the program booklet for more information on continuing education units and accreditation. 

If you don't need continuing education credits, please enter the session without scanning your badge. If you need assistance in finding a room, please stop by the information desk or review the facility maps and floor plans in the conference program booklet. 

And make sure that you take your belongings with you and ensure any personal items are labelled. If you lose anything, please check the hotel lost and found. We can not guarantee the safety of personal belongings. 

The breakout session begins promptly at 1300 hours. Please arrive on time to avoid disrupting the session. 

Now we are breaking from lunch. The hotel has set up a grab and go lunch option in the Half Moon Bay Restaurant, located on the ground level of the hotel. And there are a number of restaurants in the hotel and surrounding area for your convenience. This concludes the opening Plenary session of the 2011 MHS conference.
