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THURSDAY, FEBRUARY 28, 2008.

DEFENSE HEALTH PROGRAM

WITNESSES

HON. S. WARD “TRIP” CASSCELLS, M.D., ASSISTANT SECRETARY OF
DEFENSE FOR HEALTH AFFAIRS

LIEUTENANT GENERAL ERIC B. SCHOOMAKER, M.D., PH.D., ARMY SUR-
GEON GENERAL, COMMANDER, U.S. ARMY MEDICAL COMMAND

VICE ADMIRAL ADAM M. ROBINSON, M.D., SURGEON GENERAL, U.S.
NAVY

LIEUTENANT GENERAL JAMES G. ROUDEBUSH, M.D., SURGEON GEN-
ERAL, U.S. AIR FORCE

INTRODUCTION

Mr. MURTHA. I want to welcome this distinguished panel before
the Committee. This is an open hearing. And we appreciate what
you folks have done. I was just talking to some of you privately,
and Mr. Young was, too. And of course, what we have been wres-
tling with is trying to figure out, is there a better time to inter-
vene? Can we intervene sooner?

And Admiral Mullen gave me a book, “War and Redemption,”
which talks about the difficulties and struggles people had in
World War II and Iraq and so forth. And I have read three or four
books. John Parrish, Dr. Parrish, wrote a book about his experience
in Vietnam. And a couple other books I have read talked about the
emotional and mental problems that they have had.

One thing I found is when I went to Fort Hood, I found a much
better clinical screening course than I saw before, a much better
counseling service. And I think, as we work our way through this
extra money we put in last year and we get case workers out there
who can follow people through the whole system, I think we are
going to be much better off. But we welcome you. And there are
a lot of different hearings going on, and many of our members are
both chairmen and ranking members, because they are senior be-
fore they can get on this subcommittee anyway, so we will go as
quickly as we can. We will take your testimony, if you will summa-
rize it for us, and we will get right to the questions.

Mr. Young.

Mr. YOUNG. Mr. Chairman, I just want to extend my welcome
also to the witnesses today. And as I have said so many times be-
fore, you know, I do not have much of a medical background, but
I have seen what I consider to be some real miracles in our mili-
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tary hospitals. And we have had some problems, but we deal with
the problems. We are just glad to have you here, and I look forward
to hearing your testimony.

Mr. MURTHA. Nobody has been in the forefront more than Mr.
Young and his wife going to the hospitals, talking to people, mak-
ing sure that they had—and I have done my bit, and we want to
make sure medical services get their share of the budget. And some
of the things we have done I think have been obviously very impor-
tant to the overall ability of the medical services to respond to the
needs that are out there of the troops.

So, Dr. Casscells, we will start with you and go right through the
surgeons general. But we want to keep your opening statements as
short as you can.

Dr. CASsCELLS. Thank you, Mr. Chairman, Congressman Young.
I really want to say, on behalf of the Under Secretary, Dr. Chu,
and Gordon England, and all the Pentagon leaders, and you will
hear from the services, we appreciate this chance to visit with you.
We come here, as usual, with two eyes open, two ears open, and
great appreciation for what this committee has done.

Mr. MURTHA. Is his microphone turned on there?

SUMMARY STATEMENT OF DR. CASSCELLS

Dr. CASSCELLS. Sorry, sir. Thank you, Mr. Chairman, Congress-
man Young. I really want to say, on behalf of the Under Secretary,
Dr. Chu, and Gordon England and all the Pentagon leaders, and
you will hear from the Services, we appreciate this opportunity to
get your guidance. We have gotten a lot of excellent guidance over
the past year, in addition to some extraordinary support. And as
I mentioned to you a minute ago, you and this Committee have
been the leading advocates for the healthcare for our members.
And it is deeply, deeply appreciated because it is an arm wrestle
in the Pentagon. Dollars do count, as well as the other guidance.
So your continued interest in this and Mr. Young’s and Mrs.
Young’s is deeply, deeply appreciated, sir.

So we are today, again, to get guidance and to give you a report.
The simple form of the report is, we are making pretty good
progress. The GAO report this morning in the Washington Post on
the situation at Walter Reed, for example, is encouraging. We have
got a ways to go. I actually have some data, which I can share with
you, which just came out yesterday, from a survey that we commis-
sioned done by an independent pollster of 600 of our recently
wounded warriors. That, too, shows a big change compared to last
year. Again, there is some room for improvement. So we are always
looking for new ideas, and we welcome this opportunity to get some
input from you, sir. Thank you.

[The statement of Dr. Casscells follows:]
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Mr. Chairman, distinguished members of this committee, thank you for the
opportunity to discuss the Military Health System (MHS). The MHS serves more than
2.2 million members of the Active, Reserve, and National Guard components with more
than 272,000 service members deployed overseas.

Earlier this year, the Secretary of Defense charged me with being the guarantor of
quality health care for service members and their families. Quality health care is one of
the Secretary’s top goals. In the past year, we have reexamined our aims and core
competencies and made several additional important steps in the multi-year
transformation that will prepare our military forces and our military medical forces for
the future.

The Washington Post series has been a call to action. We are working on new
performance measures to help us respond more rapidly to the incidence and prevalence of
the wounds caused by an improvised explosive device- (IED-) driven war. In addition,
we are developing a program to better understand and treat a never-before-seen diagnosis
— mild traumatic brain injury (TBI).

We also understand that the seven-year war has put additional stress on military
families. We are committed to working closely with the under secretary of Personnel and
Readiness to reduce even further our low levels of domestic violence and divorce.

The MHS Strategic Plan — Keeping Warfighters Ready. For Life.

Our goal is excellence in clinical care (including prevention and protection) and
research. We focus on combat care, humanitarian assistance, and disaster readiness,
especially in those areas where others cannot operate. We strive to foster communication
and “jointness” among our Services; key government agencies, such as the Departments
of Health and Human Services (HHS), Homeland Security and State; nongovernmental
organizations; and international organizations.

‘We shaped our strategic plan with the recommendations contained in the 2006
Quadrennial Defense Review (QDR), Medical Readiness Review (MRR), Base
Realignment and Closure Commission (BRAC) reports, as well as several strategic
offsite meetings in 2007 and 2008.

This plan — developed in concert with the Surgeons General, the Joint Staff and
our line leaders ~ recognizes that our stakeholders, including this congressional body
representing the American people, expect the following outcomes from the resources
invested in military medicine:

» A fit, healthy and protected force;
= The lowest possible deaths, injuries and diseases during military
operations, superior follow-up care, and seamless transition with the

Department of Veterans Affairs (VA);

= Satisfied beneficiaries;
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= Creation of healthy communities; and
= Effective management of health care costs.

We are revamping our internal measures, so we can better determine what is
working and what is not. We welcome open competition and reward cooperation. We
encourage innovation from all of our personnel while maintaining a disciplined focus on
our mission.

A Fit, Healthy and Protected Force & Lowest Possible Deaths, Injuries and Diseases

Our primary objective is ensuring that every service member is medically
protected and fit for duty. Together with the military commanders, we use a variety of
tools to achieve this outcome.

Based on outcomes data, process measures, and independent assessments by
health care organizations around the country, our military medical personnel have
performed extraordinarily on the battiefield and in our military treatment facilities
(MTFs) worldwide. We are proud of these accomplishments — improving virtually every
major category of wartime medicine, and many areas of peacetime medicine, including:

= Towest Disease, Non Battle Injury (DNBI) Rate. As a testament to training,
medical readiness and preparedness, preventive medicine approach and
occupational health capabilities, we are successfully addressing the single
largest contributor to loss of forces — disease. The present DNBI rates for
Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF) are
the lowest ever reported, 5% and 4% respectively. By comparison, the DNBI
rates in Desert Shield/Desert Storm were 6.5% per week, Operation Joint
Endeavor (Bosnia) were 7.1% per week, and Operation Joint Guardian
(Kosovo) were 8.1% per week.

= Lowest Death to Wounded Ratio. Our agility in reaching wounded service
members, and capability in treating them, has altered our perspective on what
constitutes timeliness in life-saving care from the “golden hour” to the
“platinum fifteen minutes.” We are saving lives of wounded troops who
would not have survived even 10 years ago. For example, the wounded-in-
action in-theater survival rate has been 97%, compared with 75% in World
War 1l and 81% in Vietnam.

= Reduced time to evacuation. We now expedite the evacuation of service
members following forward-deployed surgery to stateside definitive care.
Using airborne intensive care units and the latest technology, we have been
able to move wounded service members from the battlefield to the highest
quality of definitive care in the United States in as little as 48 hours.

Our commanders expect the MHS to ensure that service members are physically
fit and that we promote healthy behaviors. We instituted an Individual Medical
Readiness (IMR) metric to assess each service member’s preparedness for deployment.
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The IMR provides commanders with a picture of the medical readiness of their soldiers,
sailors, airmen and marines down to the individual level. Current health assessments and
dental examinations and up-to-date medical vaccination records comprise some of the
measures we use to calculate the IMR of U.S. military forces.

The Department has programs to protect our service members against a variety of
ilinesses. We continue to view smallpox and anthrax as real threats that may be used as
potential bioterrorism weapons against our soldiers, sailors, airmen and marines. To date,
with vaccines we have protected almost 1.6 million service members against anthrax
spores and more than 1.1 million against the smallpox virus. These vaccination programs
have an unparalleled safety record and are setting the standard for the civilian sector.
Since the Food and Drug Administration (FDA) published the Final Order confirming
that the anthrax vaccine absorbed (AVA) is safe and effective for its labeled indication to
protect individuals at high risk for anthrax disease, we restarted the mandatory anthrax
vaccination program.

The DoD has also been a leader in planning for a possible global epidemic of
avian influenza. The lessons of the 1918 pandemic, which killed more American soldiers
in WWI than the enemy did, has not been lost on the military. We recognize that as a
globally deployed force we are uniquely vulnerable, and also responsible for contributing
1o the global efforts in surveillance, education (i.e., hygiene) and rapid eradication.

We are also ensuring our service members are medically evaluated before
deployments (through the Periodic Health Assessment), upon return (through the Post-
Deployment Health Assessment) and then again 90-180 days after deployment (through
the Post-Deployment Health Reassessment). These health assessments provide a
comprehensive picture of the fitness of our forces and highlight areas where we need to
intervene. For example, we have learned that service members do not always recognize
or voice health concerns at the time they retumn from deployment.

For the period of June 1, 2005 to January 8, 2008, 466,732 service members have
completed a post-deployment health reassessment, with 27% of these individuals
receiving at least one referral for additional evaluation. By reaching out to service
members three to six months post-deployment, we have found that the most prevalent
concerns are physical concerns, e.g., back or joint pain and mental-health concems. This
additional evaluation gives medical staff an opportunity to provide education,
reassurance, or additionai clinical evaluation and treatment, as appropriate. Fortunately,
as these clinical interactions occur, we have learned that only a fraction of those with
concerns have diagnosed clinical conditions.

The new forms with the TBI screening questions and other improvements were
officially published on September 11, 2007. Since then, the Services have worked hard to
modify their respective electronic data collection systems. They finished this work in late
December. In addition, the Armed Forces Health Surveillance Center-Provisional
(AFHSC-P), which is the repository for the electronic forms, has successfully tested data
feeds from the Army, Air Force, and Navy systems. No problems were identified.
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The Services will start using the new forms for health assessments, and dates will
vary with each Service. To ensure a smooth and timely start, we issued a policy
memorandum to establish a 60-day implementation phase during which AFHSC-P will
accept both the old and new versions of the forms. We have encouraged the Services to
start using the new versions of the forms immediately rather than waiting for the formal
announcement. The Army plans to start selected pilot tests of the new forms between
now and April 1, 2008. The Air Force has produced its own implementation memo and
expects to start using the forms this month. The Navy is considering an immediate start.

The Department is working on a number of additional measures to evaluate and
treat service members affected or possibly affected by TBI. In August 2006, we
developed a clinical-practice guideline for the Services for the management of mild TBI
in-theater. We sent detailed guidance to Army and Marine Corps line medical personnel
in the field to advise them on ways to look for signs and to treat TBI.

The “Clinical Guidance for Mild Traumatic Brain Injury (mTBI) in Non-
Deployed Medical Activities,” October 2007, included a standard Military Acute
Concussion Evaluation (MACE) form for field personnel to assess and document TBI for
the medical record. The tool guides the evaluator through a short series of standardized
questions to obtain history, orientation (day, date, and time), immediate memory (repeat a
list of words), neurological screening (altered level of consciousness, pupil asymmetry),
concentration (repeat a list of numbers backwards), and delayed recall (repeat the list of
words asked early in the evaluation). The evaluator calculates and documents a score,
which guides the need for additional evaluation and follow-up. The MACE also may be
repeated (different versions are available to preclude “learning the test”), and scores may
be recorded to track changes in cognitive functioning.

US Central Command (USCENTCOM) has mandated the use of clinical
guidelines, which include use of the MACE screening tool, at all levels of care in theater,
after a service member has a possible TBI-inducing event. Furthermore, Landstuhl
Regional Medical Center is using MACE 1o screen all patients evacuated from the
USCENTCOM area of responsibility with polytrauma injuries for co-morbid TBI. In
addition, MACE is used in MTFs throughout the MHS.

To supplement mental-health screening and education resources, we added the
Mental Health Self-Assessment Program (MHSAP) in 2006. This program provides
military families, including National Guard and Reserve families, web-based, phone-
based and in-person screening for common mental health conditions and customized
referrals to appropriate local treatment resources. The program includes screening tools
for parents to assess depression and risk for self-injurious behavior in their children. The
MHSAP also includes a suicide-prevention program that is available in DoD schools.
Spanish versions of these screening tools are also available. This voluntary and
anonymous program is designed to provide increased awareness education in the area of
mental health conditions and concemns. It supplements the more formal assessment
programs and extends the educational process to families. Our robust outreach program
increased awareness for military and family members around the globe. More than 2,000
participants a month use the Web-based education and more than 160,000 participants
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each year use the in-person educational events. With this program, our goal is to reduce
the stigma of suffering from mental health conditions, and foster an environment that
encourages self-referral and/or colleagues and battle buddies looking out for one another.

In 2006, we published a new DoD Deployment Health Instruction. Among its
many measures to enhance force health protection is a requirement for the Services to
track and record daily locations of DoD personnel as they move about in-theater and
report data weekly to the Defense Manpower Data Center. We can use the data collected
to study long-term health effects of deployments and mitigate those health effects in
future conflicts. An example might be to determine where an outbreak of dysentery or
tuberculosis began in order to identify and treat those who were exposed or to learn more
about some mystery illness by studying what geographic location was visited by those
who came down with it.

At the direction of Congress, we executed new health benefits which extend
TRICARE coverage to members of the National Guard and Reserve. We implemented
an expanded TRICARE Reserve Select (TRS) health plan for Reserve Component
personnel and their families, as mandated by the NDAA for fiscal year (FY) 2007.
Today, more than 61,000 reservists and their families are paying premiums to receive
TRS coverage. In addition, we made permanent their early access to TRICARE upon
receipt of call-up orders and their continued access to TRICARE for six months
following active duty service for both individuals and their families. Our FY 2009
budget request includes $407 million to cover the costs of this expanded benefit.

Internationally, our medical forces deploy with great speed, skill and compassion.
Their accomplishments in responding to international disasters further our national
security objectives; allow us to constructively engage with a number of foreign nations;
and save civilian lives throughout the world. Our military-civilian teams are working
well with the State Department, Centers for Disease Control and Prevention, and World
Health Organization (WHO).

Operating on the global stage, our medics — from the youngest technicians to the
most experienced neurosurgeons — perform in an exemplary manner in service to this
country. We must make necessary changes to our policies and processes, while
remaining mindful of the skills, dedication, and courage of our medical forces.

At the 2008 Military Health System Conference we held our first medical ethics
panel to address the issues that military medical professionals face, such as when health
policy and even the law may not be aligned with their personal values. We also traveled
to Guantanamo Bay where we found excellent medical care. To be sure, we invited the
American Correctional Association physicians to make their own visit, and we conferred
with the Amenican Medical Association and Physictans for Human Rights and suggested
some modifications to procedures.

We also found good medical care at Camp Cropper and applauded the new
strategy of focusing on education in what Islam really stands for, which together with job
training and a generally gentler approach, has reduced recidivism by 90%. We also are
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exploring whether the daily physical exams of new detainees from all over Iraq could
provide information about the health of Iraqis that could be helpful to the Minister of
Health.

We need to do more to recruit and train health personnel who want to understand
how to help people help themselves, whether in the diverse nations of Africa, with varied
needs, or a predominantly Arabic and Islamic country such as Iraq, with multiple
passionate religious sects and decades of brutalization and corruption, but a glorious past.
To this end, we organized an interagency orientation for Bruno Himmler, M.D., the new
HHS Health attaché to Ambassador Crocker in Iraq, and appointed Colonel (retired)
Warner Anderson, M.D., director of our new International Health directorate, where he
has assembled a multi-disciplinary team. We also co-led the first national meeting of
doctors in two decades in Baghdad last month, and we are doing a needs-assessment
based on what we learned. We already know we need to do more in training trainers in
medicine and in bioengineering. Some of this has begun with our meetings there and
with the start of a tele-health consult service to connect provincial doctors with Iraqi
medical school professors and U.S. experts, including Iragi-American doctors. We are
also supporting Gen. Petraeus’ efforts to build primary health clinics, and we are working
with him and Ambassador Crocker to be sure each Provincial Reconstruction Team has a
heaith expert.

Satisfied Beneficiaries

Here in the United States, our beneficiaries continue to give the TRICARE
program high marks in satisfaction. MHS beneficiaries’ overall satisfaction with medical
care in the outpatient and inpatient settings compares very favorably against national
civilian benchmarks. The quality of our medical care is further attested to by the fact
that all DoD fixed MTFs are accredited and in good standing by one of these two
nationally recognized accrediting organizations (The Joint Commission and the
Accreditation Association for Ambulatory Health Care).

We also fared well on the 2007 American Customer Satisfaction Index survey
produced by the University of Michigan and other groups to rate satisfaction with the
federal government. Those surveyed gave DoD medical centers a score of 89%
satisfaction with their inpatient care — the second highest satisfaction score by federal
agencies/departments surveyed in the benefits-recipients segment.

In our own surveys, overall satisfaction with the TRICARE health plan has risen
consistently each year since 2001 from 44 percent to 59 percent. Given the stresses of
war during this time period, this is a remarkable achievement. The annual Outpatient
Satisfaction Survey of MHS beneficiaries provides feedback that permits us to
benchmark the satisfaction of beneficiaries with their outpatient experience at MTFs
against civilian health maintenance organizations. For the period of October 2006
through September 2007, MHS beneficiaries’ overall satisfaction with medical care in the
outpatient setting was 6.13 compared with the national civilian benchmark of 6.23 (on a
seven-point scale where 7 is completely satisfied). For the same time period, MHS
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beneficiaries’ overall satisfaction with the clinics at which outpatient services were
provided was 6.07 compared with the national civilian benchmark of 6.13.

The MHS also administers the TRICARE Inpatient Satisfaction Survey to assess
beneficiary satisfaction with inpatient care (MTF and civilian network). We administer
the survey in two formats. First, we conduct the mail survey annually and mail it to
45,000 inpatients in CONUS and OCONUS. The telephone survey is administered on a
quarterly basis to 620 (per quarter) inpatients. Sixty-two percent of 620 inpatients (July-
September 2007) surveyed by telephone indicated they were very satisfied with the
inpatient care provided by the MHS. In addition, 11% reported dissatisfaction and 27%
reported they were somewhat satisfied.

Moreover, we added financial incentives to our managed care support contracts to
improve beneficiary satisfaction from our contract partners and to ensure our contractors
are financially rewarded for care delivered in the private sector. Through our new MHS
governance and strategic plan, we are focusing on the effectiveness and efficiencies of
MTFs and adding performance-based management and patient-centered care initiatives to
transform our patients’ experiences.

TRICARE launched a new website in 2007 with a new approach to delivering
information to its beneficiaries that is based on extensive user research and analysis. The
redesigned My Benefit portal at www.tricare.mil offers comprehensive information with
a more user-friendly layout and an updated look, while providing up-to-date TRICARE
benefit information in seconds. The My Benefit portal’s simplified navigation system
makes using the site easier than ever before. A key feature of the redesign is that users
now receive personalized information about their health care benefits by answering a few
simple questions about their location, beneficiary status and current TRICARE plan.

Recently, my staff launched a new website, www_.health.mil. Its purpose is to
inspire innovation, creativity and information sharing across the Military Health System
in a way that does not need to go through a chain of command. Our website is
transparent in that every feature includes a comment box. I invite everyone to use the
website as a tool to break down barriers and share information between military medicat
personnel and other government agencies and organizations outside the government.

The site provides a way to create a partnership for health that brings the service
members and family, the military leader and the medical provider-planner together with
the objective of patient-focused health care. Visitors to the site can post comments, take
surveys, watch web cams, subscribe to podcasts, and read unfiitered opinion from MHS
leaders on our blog.

Creation of Healthy Communities
We have the internal ability to expand upon two major initiatives in the coming

years: 1) increasing the use of evidence-based medicine, and 2) increasing the patient-
provider partnership in sustaining health.
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We need to do more to enlist patients as partners in their health care. We are
increasing the services available 1o specific populations ~ seeking to stem the adverse
effects of alcohol abuse, tobacco usage, and obesity. The DoD has developed and
implemented a series of demonstration and pilot projects to address the key health
behaviors associated with premature and preventable death identified in the 2002 Health
Related Behavior Survey.

Known as the “Healthy Lifestyles Initiatives,” these projects address the increase
in tobacco use, obesity, and alcohol misuse and abuse among beneficiaries, both active
and non-active duty identified in the survey. We are primarily focusing these health-
promotion activities on disease prevention and the adoption of healthy behaviors, while
testing the effectiveness of comprehensive benefits not currently covered by TRICARE.

The tobacco-cessation and weight-management demonstration projects are
comprehensive behavioral interventions. The tobacco-cessation demonstration provides
pharmacotherapy in addition to a telephone hotline, a web-based educational tool, and
personalized quit kits. Preliminary demonstration study results indicate all cessation rates
have shown increases in abstinence as measured at the completion of each milestone
quarterly survey. The weight-management demonstration provides health/weight loss
coaching, as well as telephone and web-based educational and motivational information.
The study enrollment period ended March 2007. There are 1,755 beneficiaries enrolied
in the randomized control trial and 716 in the participation of self-motivated programs.
Final study results are projected to be completed in December 2008.

The Program for Alcohol, Training, Research and Online Learning (PATROL), a
web-based alcohol abuse pilot project targeting young, active duty service members on
eight military installations started in May 2006 and ended in September 2007. One
month after the pilot study roliout, participants who received one of the programs had a
significant reduction in heavy and binge drinking. These results were sustained at the six
month follow-up survey. The program results will be used to enhance and complement
other efforts being undertaken in this important area, which will result in an improved
state of military readiness.

The 2002 DoD Survey of Health Related Behaviors Among Military Personnel
indicated that rates of cigarette use, heavy alcohol use, and overweight had all risen since
1998, and that these three health threats occur in our young enlisted population. To
respond to these threats, TRICARE began counter-marketing campaigns to encourage
quitting tobacco and reducing binge drinking among the young enlisted population.

Competent medical care is comprehensive, conscientious, compassionate,
coordinated, confidential, computable, communicated clearly, controlled by consumer
choices and cost effective. Getting there requires continuous commitment (and some
courage). This is the job of most doctors and nurses in the office or hospital and their
leaders.

We also have a responsibility to prevent disease by educational campaigns that
promote a healthy diet, exercise, vaccines, use of seatbelts, responsible consumption of
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alcohol, tobacco cessation, etc. We are actively seeking innovative ways to incentivize
beneficiaries and carcgivers to reach these goals.

Both counter-marketing campaigns use themes developed from focus-group
research among our young enlisted population. Since humor and emphasis on everyday
negative consequences appealed to the target audience, we selected a popular icon that is
out of control, “That Guy,” as an effective mechanism and a campaign theme to reduce
binge drinking. The alcohol counter-marketing campaign is currently being deployed at
77 military instailations, including 11 Air Mobility Command bases through their major
command (MAJCOM) Headquarters and all Marine Corps bases through their Semper Fit
program office. Public service videos were shown in all 115 major military installation
theaters for three months in early 2007, and at this writing are receiving {17 airings per
week on AFRTS television stations. Traffic on the highly innovative thatguy.com
website (winner of the 2007 Webby award for health care) is noteworthy, not only
because of the rapid growth in volume of user sessions, but also because the user sessions
are unusually long (more than 5 minutes).

We chose the second campaign theme, “Quit Tobacco. Make Everyone Proud,”
because target-audience members had a favorable response to appeals that use their
position as role models, particularly 10 children, as a motivation to quit using tobacco. A
paid public media campaign using commercial radio and movie theater public service
announcements, print ads, direct mailings, billboards, and commercial web
communication continues through February 2008 in 13 U.S. metropolitan cities that host
28 military installations, and 30% of our target audience of 708,000 active duty military
enlisted. Additionally, each military department has appointed a senior Service campaign
spokesperson being featured globally in Military Times and Stars & Stripes newspaper
ads, as well as on AFRTS television networks.

Recently, we announced the results of the 2005 DoD Health Related Behaviors
Survey. We added questions that addressed deployment issues and were pleased to find
that the self-reported information indicated our military personnel are coping with the
rigors of conflict and separation from family and home. Although we found that most
personnel use such positive coping mechanisms as talking to friends or exercising to cope
with stress, we want to focus on those who report using unhealthy behaviors as coping
mechanisms. We are quite concerned that of personnel who were deployed last year
13.6% began using or increased their use of alcohol since being deployed. However, we
are pleased that 17% stopped or decreased their alcohol use since deployment. We are
also concemned that 10.3% began smoking or increased their usage, 6.1% began using or
used more smokeless tobacco, and 6.3% began or increased their cigar smoking.

However, 66.8% of the military personnel who were smokers in the past year
made an attempt to quit during the last year. We are also pleased that 66.2% of military
personnel indicated they were either “satisfied” or “very satisfied” overall with their
current work assignment. Military personnel were notably and significantly less likely
than civilians to use any illicit drugs in the past 30 days (4.6% versus 12.8%).
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The MHS has implemented a system-wide approach to disease management to
improve the health status of our beneficiaries with specific chronic disease conditions
through the provision of proactive, evidence-based care to patients and their families.
Our disease management initiatives are patient centered; with goals of educating and
empowering patients to live a healthier lifestyle, designing and implementing preventive
care services, and reducing the need for costly emergency visits and inpatient stays
through effective monitoring of patient conditions.

As of June 2007, the program now includes patients with diabetes, in addition to
the asthma and congestive heart failure patients enrolled since September 2006. These
three chronic conditions are among the diseases identified by Disease Management
Association of America (DMAA) as having the greatest potential for reducing the
medical expenditures and improving patient quality of life through the provisions of
disease management.

As mandated by the NDAA for FY 2007, a report on the design, development,
and implementation of the program on disease and chronic care management, which is
due to Congress this year, describes our plan to address: diabetes, cancer, heart disease,
asthma, chronic obstructive pulmonary disorder, and depression and anxiety disorders.

The ongoing centralized evaluations by TRICARE Management Activity (TMA)
and the Services are providing valuable information regarding the effectiveness and
efficiency of our disease management program. In addition to measuring select processes
(e.g., engagement rates), we will also assess clinical outcomes, utilization outcomes,
humanistic outcomes, and financial outcomes consistently across the MHS. Once enough
data become available, we will use a scorecard to facilitate oversight and evaluation of
disease management services. Moreover, the scorecard will be instrumental in
identifying best practices for use throughout the MHS.

High-quality care involves the provision of safe care, which includes employing
steps to minimize preventable harm to patients. We are placing emphasis on and
reinforcing both the health care professionals, as well as the patients to be informed,
educated and active participants in their care. Within the MHS, we use Team Strategies
and Tools to Enhance Performance and Patient Safety (TeamSTEPPS) as a mechanism to
improve quality and patient safety. Developed by the Department of Defense (DoD)
Patient Safety Program in collaboration with the HHS Agency for Healthcare Research
and Quality (AHRQ), TeamSTEPPS provides an evidence-based teamwork system aimed
at optimizing patient outcomes by tmproving communication and other teamwork skills
among health care professionals. After 20 years of research and evidence on teams and
team performance in such diverse areas as aviation, nuclear power, and other High-
Reliability Organizations (HROs), we have learned that teams of individuals who
communicate effectively — and back each other up — compensate for individual fallibility
and dramatically reduce the consequences of inevitable human error, resulting in
enhanced safety and improved performance. Communication and coordination are
critical elements in any medical environment. TeamSTEPPS leads the way in improving
this vital area, giving both military and civilian medicine a roadmap for a safer health
care system, and a vehicle to accomplish it worldwide.
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Electronic Medical Record. AHLTA — DoD’s global electronic health record and
clinical data repository — significantly enhances MHS efforts to build healthy
communities. AHLTA creates a life-long, computer-based patient record for each
military health beneficiary, regardless of location, and provides seamless visibility of
health information across our entire continuum of medical care. This gives our providers
unprecedented access to critical health information whenever and wherever care is
provided to our service members and beneficiaries. In addition, AHLTA offers clinical
reminders for preventive care and clinical-practice guidelines for those with chronic
conditions.

In November 2006, we successfully completed worldwide deployment of AHLTA
Block 1 at alt DoD MTFs. Our implementation-support activities spanned 11 time zones
and included training for 55,242 users, including 18,065 health care providers. DoD’s
Clinical Data Repository is operational and contains electronic clinical records for more
than nine million beneficiaries. AHLTA use continues to grow at a significant pace. As
of January 4, 2008, our providers had used AHLTA to process 66,491,855 outpatient
encounters, and they currently process more than 124,000 patient visits per workday.

As we add denta] capabilities to AHLTA, the number of providers using the
system, and encounters documented, will increase. We expect a deployment decision for
AHLTA Block 2, which includes a dental module, in this quarter. We expect it will take
two years to fully deploy AHLTA Block 2.

We are working to add additional components to AHLTA. For example, we are
working with the VA to implement a new inpatient capability. Its implementation will
provide VA and DoD clinicians a fully integrated electronic health record for essential
DoD and VA ambulatory and inpatient information. Our project team has completed a
six-month assessment of DoD and VA inpatient clinical processes and is beginning an
assessment of potential technical solutions to meet that goal, with recommendations due
to us in the summer of 2008. A jointly agreed upon technical solution for the inpatient
electronic health record module will further enhance our clinical data sharing. Our
current data sharing is already decreasing redundant tests and procedures for our patients,
and reducing errors that are inherent to a paper records system.

AHLTA contains the largest computable and structured medical data repository,
leading the nation in standards adoption and interoperability. Before the end of this
decade, we will be using AHLTA as a central research and planning tool, leveraging its
computable health data to improve patient outcomes through prevention, early detection,
and proper intervention. We are determined to make further improvements to make the
system faster and easier, more private and secure, so that doctors, nurses, and patients ail
begin to use it to promote safe and cost-effective health care.

We are also using our DoD and VA information sharing experience to advance
the President’s health information technology goals. We are working closely in a
leadership role with other federal agencies, e.g., the American Health Information
Community, Health Information Technology Policy Council and Healthcare Information
Technology Standards Panel (HITSP), to lead the nation toward adopting electronic
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health records. In particular, our DoD and VA collaboration work has helped HITSP to
accelerate the establishment of national standards. We foresee significant benefits in
advancing health informatics and standards through better quality and greater efficiency
in health care delivery. The Certification Commission for Healthcare Information
Technology (CCHIT) announced that DoD’s product AHLTA Version 3.3 is pre-market,
conditionally CCHIT Certified and meets CCHIT ambulatory electronic heaith record
(EHR) criteria for 2006. Pre-market, conditionally certified EHRs are new products that
are fully certified once their operational use at a physician office site has been verified.

It is important to note that the MHS is in transition from a paper medical record to
an electronic medical record. The paper medical file is the National Archives and
Records Administration- (NARA) recognized MHS medical record. NARA has just
begun the AHLTA data inventory, which is the first step in having AHLTA recognized as
an official government record. NARA certification will take approximately two years.
The MHS will not have a completely paperless medical record for many years. In the
meantime, like the vast majority of organizations converting to electronic health records,
we will have a hybrid system.

Identifying the Way Forward for Rehabilitative Care and Transition. Last year, the
Washington Post addressed important issues that deserved and received our immediate
and focused attention. First and foremost, we are listening. We are actively surveying
(by telephone, on the web and in person) our wounded service members and their
families, and we are acting on the answers they provide. Our goal is to improve patient
satisfaction, and these surveys let us know where we need to put resources to
continuously improve. In addition to surveys, I encourage leadership to spend time with
service members and their families who are receiving long-term rehabilitative care. On
February 14, we held our first webcast town-hall meeting on our new website
www_health.mil to receive additional, anonymous feedback from the wounded, injured,
ill and their families. We are taking all of this input back to DoD leadership — where we
have clear leadership — as we develop and impiement solutions in a formerly inflexible
structure, where program development and hiring do not happen over night.

The Army and the Department have taken swift action to improve existing
conditions and enhance services provided at Walter Reed Army Medical Center
(WRAMC). We are also identifying areas that merit further study and improvement.
Army leadership initiated immediate steps to control security, improve access, and
complete repairs at identified facilities to provide for the health and welfare of our
nation’s heroes. They also held accountable the personnel responsible for the failures.

Secretary Gates commissioned an independent review group (IRG) on March 1,
2007, to evaluate and make recommendations on this matter. The IRG reported its final
findings to the Secretary of the Army, the Secretary of the Navy, and me on April 16.

= Anunderlying theme within their report was the recognition of the moral,
human, and budgetary costs of war/national security, and that the Department,
the government, and the nation must be prepared to execute on those
obligations.
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» The 25 specific findings and over 60 recommendations provided in the IRG’s
final report addressed two main areas of concern: 1) continuum of care and 2)
leadership, policy and oversight. Key among the findings was the
cumbersome and adversarial nature of the current disability evaluation system.

= Among findings and recommendations related to health care delivery, the IRG
concluded that while we provide first class trauma and inpatient care to
service members at the medical centers, there is a breakdown in health
services and care management during transition to outpatient status.

= The IRG also found room for improvement in comprehensive care, treatment
and administrative services, with a need for a more interdisciplinary
collaborative approach. The need for sufficient and properly trained case
managers to help wounded service members navigate the health system was
paramount in the IRG’s conclusions.

= TBI, post traumatic stress disorder, along with a shortage in mental health
staff, were issues requiring particular attention.

» Specific to WRAMC, the IRG outlined a “Perfect Storm” of events impacted
by BRAC, A-76, staffing and training limitations, and funding constraints.

» The IRG also advocated for accelerating construction of the Walter Reed
National Military Medica! Center and implied that modifications to the
TRICARE benefit may be needed to address the needs of medically retired
wounded veterans living outside TRICARE Prime catchment areas.

The Department takes the IRG’s findings very seriously and will be relentless in
its actions — engaged, action-oriented and focused on making measurable improvements.
For the recommendations that deal specifically with health care delivery, the MHS has
developed clear goals and milestones. Efforts are underway to address some of the
findings, particularly the need for more trained case managers (ombudsmen) and TBI
treatment and research. While many of the recommendations can be acted upon
immediately, others require careful consideration.

DoD and VA are working together to address these issues through a Senior
Oversight Committee (SOC), co-chaired by the Deputy Secretaries of each Department.
The SOC is developing implementation plans and future funding requirements for eight
"lines of action" that address such issues as the disability system, case management, data
sharing between the Departments, facilities requirements, personnel and pay support,
among other issues, as well as such wounded warrior health issues as TBI and
psychological health. The recommendations and decisions from this group are being
implemented now and will drive future funding requests for both Departments.

In all cases, we will regularly inform the people we serve — service members,
families, military leaders, Congress, the Secretary and the President — on our progress.
‘We will share our progress with the public.
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An Assessment of the Issues. There were a number of disturbing elements to the
conditions at WRAMC, yet 1 am confident that each of these items is fixable with
sustained leadership and oversight. The Department categorizes the problems as follows:

Physical Facility Issues. In the case of substandard housing, the Army quickly
implemented a corrective action plan for facility repair and improvements. Clearly, other
facility improvements may require more comprehensive repairs that may take longer. I
am confident the Army at WRAMC and the Navy at Bethesda are taking steps to ensure
that any needed improvements will be made.

We can best address the changing nature of inpatient and outpatient health care
requirements, specifically the unique health needs of our wounded service members and
the needs of our population in this community through the planned consolidation of
health services and facilities in the National Capital Region. The BRAC decision
preserves a precious national asset, Walter Reed, by sustaining a high-quality, world-
class military medical center with a robust graduate medical education program in the
Nation’s Capital. The plan is to open this facility by 2011. In the interim, we will not
deprive the current WRAMC of resources to function as the premier medical center it is.
In fact, in 2005 we funded $10 million in capital improvements at WRAMC’s Amputee
Center — recognizing the immediate needs of our warrior population. The new facility
opened its doors on September 12, 2007. We are proud of that investment in capacity and
technology. We simply will not allow the plans for a new medical center to interfere
with the ongoing facility improvements needed in the current hospital.

Many of the health issues our wounded warriors face are slow to emerge and are
extremely complex to fully evaluate and treat. Congress has been very generous in
providing us with the resources we need to accurately identify all injuries and to develop
new treatment modalities, but it will take some time to determine the efficacy of these
new treatments and to identify their associated costs. Fortunately, Congress has seen fit
to provide these funds through supplemental appropriations, and the Department has not
had to reduce other portions of its budget request in order to fund these critical
requirements.

Our new Defense Center of Excellence for Psychological Health and Traumatic
Brain Injury will integrate quality programs and advanced medical technology to give us
unprecedented expertise in dealing with psychological health and TBI. In developing the
national collaborative network, the Center will coordinate existing medical, academic,
research, and advocacy assets within the services, with those of the VA and HHS, other
federal, state and local agencies, as well as academic institutions. The Center will lead a
national collaborative network to advance and disseminate psychological health and
traumatic brain injury knowledge, enhance clinical and management approaches, and
facilitate other vital services to best serve the urgent and enduring needs of our wounded
warriors and their families.

Process of Disability Determinations. We believe resources and processes need to be
better aligned. Our first step in assessing processes will be to identify the desired
outcome. We must redraw our processes with the outcomes we have in mind, with as
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much simplicity and timeliness as possible. We know that both the service member and
the Department expect:

= Full rehabilitation of the service member to the greatest degree medically
possible;

» A fair and consistent adjudication of disability; and

= A timely adjudication of disability requests — neither hurried nor slowed due
to bureaucratic processes.

We currently have a pilot program in place to improve the disability process and
implement one system that is jointly administered by both DoD and VA. Our goal is to
create a process that requires one exam and one rating, binding by both DoD and VA
within current law. The new Disability Evaluation System pilot program, which began in
late November, will provide smoother post-separation transition for veterans and their
families — including medical treatment, evaluation, and delivery of compensation,
benefits and entitlements.

Process of Care Coordination. Again, the quality of medical care we deliver to our
service members is exceptional. Independent review supports this assertion. Yet, we
need to better attend to the process of coordinating delivery of services to members in
long-term outpatient, residential rehabilitation. The Army has assessed, and our office is
reviewing, the proper ratio of case managers to wounded service members. We are also
reviewing the administrative and information systems in place to properly manage
workload in support of service members and their families.

The Army’s new Warrior Transition Brigade became operational at WRAMC on
April 26, 2007, to assist soldiers assigned to medical holdover. As of February 4, 2008,
the 35 Warrior Transition Units throughout the Army had 9,774 wounded warriors
assigned to them (this number includes Active Component and Reserve Component
members). Many of the Warrior Transition Unit cadre have volunteered for their
assignments, and each officer or noncommissioned officer goes through an interview
process before he or she is selected.

Each wounded warrior is also assigned a primary care manager, a nurse case
manager and a squad Ieader to ensure no Soldier falls through the cracks. They even
follow up with Soldiers after they return to their units or transfer to the Department of
Veterans Affairs. We are beginning to receive external recognition of the success of the
Warrior Transition Units and we will monitor this initiative to ensure we meet and exceed
future expectations of service members and their families.

We receive beneficiary input through the Army’s toll-free hotline. In addition,
the MHS and the Army are conducting surveys of wounded warriors and their families,
so we may assess what is going well and areas that need improvement. The bottom line —~
we will continue to serve our warriors and other beneficiaries until we move to the new
campus, at Bethesda.
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Effective Management of Health Care Costs

The Department is committed to protecting the health of our service members and
providing the best health care to more than nine million eligible beneficiarnies. The FY
2009 Defense Health Program funding request is $23.6 billion for Operations and
Maintenance, Procurement and Research, and Development, Test and Evaluation
Appropriations to finance the MHS mission. Total military health program requirements,
including personnel expenses, is $42.8 billion for FY 2009. This includes payment of
$10.4 billion to the Department of Defense Medicare Eligible Retiree Health Care Fund,
and excludes projected savings of $1.2 billion, based on recommendations provided by
the Department of Defense Task Force on the Future of Military Health Care for benefit
reform found in the President’s Budget.

The Task Force on the Future of Military Health Care published its final report on
December 20, 2007. The Department embraces the recommendations developed by the
Task Force. In particular, the Task Force recognized the need to rebalance the share of
health care costs borne between the government and the military retiree. In accordance
with the Task Force’s recommendation, the fee increases for FY 2009 will mirror the
Task Force’s ramp to the steady state fees. On average, the enroliment fee for a family in
TRICARE Prime will increase from $460 to $827 per year, with the majority of families
(those with retired pay of less than $20,000) seeing a modest increase to $728 per year or
roughly $22 per month. The Task Force also included in the recommendations an
introduction of an enroilment fee for TRICARE Standard, as well as increases in the
Prime visit co-pays, the Standard Deductible, and pharmacy co-pays. Accordingly, we
revised the savings assumption to reflect Task Force recommendations implemented over
a three-year phase-in period; this assumption yields $1.2 billion in savings.

Our primary mission is sustaining a medically ready military force and providing
world-class health services for those injured and wounded in combat. Yet, our resources
are imited. Military commanders, defense leaders and our elected officials rightly expect
us to simultaneously manage health care costs and provide outstanding health care to our
beneficiaries. We are working hard to manage all the MHS more efficiently and
effectively with the resources we have.

We are bringing about the most comprehensive changes to our system in a
generation through the BRAC. The BRAC recommendations will improve use and
distribution of our facilities nationwide, and affect health care delivery and medical
training across the MHS. The consolidation of medicai centers in the National Capital
Area and San Antonio will improve operations by reducing unnecessary infrastructure,
rationalizing staff, and providing more robust platforms to support Graduate Medical
Education. In some areas, we expect to significantly enhance care by providing services
closer to where our beneficiaries reside, for example at Fort Belvoir, Virginia. By
contrast, in smaller markets, MHS facilities will cease to provide inpatient services and
instead focus on the delivery of high-quality ambulatory care. The BRAC
recommendations will bring most medical enlisted training programs to Fort Sam
Houston. As a result, the MHS will reduce its overall technical-training infrastructure
while strengthening the consistency and quality of training across the Services.
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We have important activities underway at all facilities affected by BRAC. The
key to our success in BRAC is a sound planning principle that is shaping these new
structures in ways that are joint, interoperable, non-redundant, and effective. In short, we
will build the platforms necessary to “train as we fight.”

Over the next five years, the U.S. health care industry alone will spend more than
$200 billion to modemize, expand and build new heaith care facilities. We expect to
spend more than $6 billion in the next five years to modernize our facilities. We have an
unprecedented opportunity to modernize many of our key facilities through the BRAC
program, global re-stationing, Army Modularity, and the regular Military Construction
(MILCON) program. We can ensure our hospital designs promote integrity during the
clinical encounter, empower our patients and families, relieve suffering, and promote
long-term health and wellness. Hospitals that say “we care and are not satisfied with
anything but excellence” attract patients and clinicians. Full hospitals are also more cost-
effective and outcomes are better.

We can deliver this healing environment, and we can use evidence-based design
and quantify the outcomes. For example, there is compelling evidence of the relationship
between providing high-efficiency particulate air (HEPA) filtration in areas where we
care for severely immunocompromised patients. If HEPA filtration exists where we treat
burn patients, surgical patients, neutropenic patients, bone-marrow transplant patients,
and children with acute myelogenous leukemia, we will avoid unnecessary infections.
And, we wil] save lives. In addition, increasing natural light, reducing noise, and
maximizing exposure to nature all have quantitative outcomes that can — and are - being
measured. In addition, we can and should build our new hospitals with the highest
possible environmental ratings within our budget.

We will also replace the aging and overcrowded facilities at the United States
Army Medical Research Institute for Infectious Diseases (USAMRIID) with a cutting-
edge, modern research facility that will continue to produce medical countermeasures to
the world’s deadliest diseases. The new USAMRIID will serve as the comerstone of the
emerging National Biodefense Campus at Fort Detrick, Maryland, which is currently
under development with the Department of Homeland Security and the National Institute
of Allergy and Infectious Diseases. We are also planning a replacement facility to
support the U.S. Army Institute of Chemical Defense (USAICD) at Aberdeen, Maryland,
the nation’s premier center of excellence to identify and develop medical
countermeasures for chemical warfare agents. The transformation of our physical
infrastructure helps us meet the demands of the evolving war on terrorism and the
potential threats we face today.

Despite efficiently managing health care costs and utilizing a variety of initiatives,
we have much work to do. We continue to use a number of proven means to reduce
health care costs in our system. These include:

* Obtaining significant discounts for pharmaceuticals at our MTFs and mail-
order venue, and making voluntary pricing agreements with pharmaceutical
manufacturers to lower our costs in the TRICARE Retail Pharmacy Network.
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= Continuing to effectively manage the DoD Uniform Formulary. We avoided
approximately $450 million in drug costs in FY 2006, and over $900 million
in drug costs in FY 2007 due to key formulary-management changes and
decisions.

= Contract strategies. We have reduced administrative costs through effective
TRICARE contracting strategies, and our effort to further enhance the next
generation of the TRICARE contracts is well underway.

»  Further increases in VA and DoD sharing of facilities, capabilities, and joint
procurements,

= The introduction of new prime vendor agreements to lower costs of MTF
medical and surgical supplies. The MHS has aggressively negotiated
preferential pricing with medical-supply vendors across the country, and we
project cost avoidance of $28.3 million.

We began implementation of the Prospective Payment System (PPS) in FY 2005.
Its purpose is to adjust the medical budgets of the three direct care components (Army,
Navy, Air Force) based on their performance, rather than previous spending levels. Up to
the present, that performance has been measured in basic units of outputs. Performance,
however, is not just a function of the number of activities, but also the quality of those
activities in meeting the needs of the beneficiary population. We are exploring ways to
modify our budgeting approach to recognize that the quality of those activities is also
key.

Using our strategic planning tool — The Balanced Scorecard — we are identifying
the most critical mission activities, and then applying Lean Six Sigma methodology to
create a data-driven, decision-making culture for process improvement. The Service
Surgeons General have aggressively incorporated this methodology into their business
operations, and we are already witnessing the fruits of this commitment to building better
processes. We have also hired a nationally recognized expert in Lean Six Sigma to help
facilitate integration of the National Capital Area and San Antonio under our BRAC
work.

In the fall 2006, we began the Innovations Investment Program, to identify the
best practices in place at select MTFs or best practices utilized by private-sector health
care firms and introduce them to DoD on a global scale. Our intent is to accelerate the
use of best practices, using a joint-service, interdisciplinary team of experts to evaluate,
validate and then implement proven approaches to better health care delivery. The
evaluation phase is already underway, and we plan to begin substantive program changes
in the coming year.

As the civil and military leaders of the Department have testified, we must place
the health benefit program on a sound fiscal foundation or face adverse consequences.
Costs have more than doubled in six years — from $19 billion in FY 2001 to $39 billion in
FY 2007 ~ despite MHS management actions to make the system more efficient. Qur
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analysts project this program will cost taxpayers at least $64 billion by 2015. Health care
costs will continue to consume a growing slice of the Department’s budget, reaching 12%
of the budget by 2015 (versus 4.5% in 1990).

Over the last 13 years, the TRICARE benefit was enhanced through reductions in
co-pays, expansions in covered services (particularly for Medicare-eligible beneficianes),
new benefits for the Reserve Component, and other additions, but the premiums paid by
beneficiaries have not changed. The benefit enhancements have come at a time when
private-sector employers are shifting substantially more costs to employees for their
health care.

The twin effect of greater benefits for DoD beneficiaries with no change in
premiums, coupled with reduced civilian benefits for military retirees employed in
second careers in the private sector, has led to a significant increase in military retirees
electing to drop their private health insurance and become entirely reliant on TRICARE
for their health benefit.

Simply put, the Department and Congress must work together to allow the
Department to make necessary changes to the TRICARE benefit to better manage the
long-term cost structure of our program. Failure to do so will harm military health care
and the overall capabilities of the DoD ~ outcomes we cannot afford. In summary, our
goal is to promote innovation and choice and use individual and team incentives in order
to improve quality, satisfaction, and cost effectiveness.

Sharing Initiatives with VA

The Department of Defense cares deeply about the well-being of its people. We
have fallen short in several areas relating to those recuperating from injury and those
seeking to move forward with their lives. We are committed to identifying and
correcting the shortcomings that involve the joint responsibilities of the Departments of
Defense and Veterans Affairs. We have already begun working with our colleagues on
corrective action.

DoD and VA are currently working on five major areas: Facilities, including
housing for soldiers; case-worker and family-support personnel; improved disability
determination processes; special care for TBI and the severely injured; and emphasis on
care for those diagnosed with mental-health conditions and post-traumatic stress disorder.
Together, the DoD and our colleagues at VA will not rest until we can provide that same
level of health care when the wounded come home to begin their rehabilitation and
recovery.

While service members and their families have been very satisfied with health
care, change is needed in the delivery of benefits. The Federal Recovery Coordination
program began in November 2007 as a pilot. The role of Federal Recovery Coordinators
is to be the ultimate resource to oversee the development and implementation of services
across the continuum of care from recovery through rehabilitation to reintegration, in
coordination with relevant governmental, private, and non-profit programs.
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The 2008-2010 VA/DoD Joint Strategic Plan will improve the quality, efficiency,
and effectiveness of the delivery of benefits and services to veterans, service members,
military retirees, and their families through an enhanced VA and DoD partnership. The
plan incorporates the ability for a service member to transition from one department to
another and back again. The plan also has concrete performance measures and strategies
that link directly to the actions of the SOC, such as joint communications, improved case
management, better information sharing, and collaborative training and continuing
education for health care providers.

As we continue to seek ways to improve the health care for our beneficiaries, we
constantly explore new avenues of partnership with the VA. In FY07, we established 280
direct sharing agreements covering 148 unique health services with the VA. Alsoin
FY07, 104 VA medical centers reported reimbursable earnings as TRICARE network
providers. Every day we collaborate to further improve the health care system for our
service members. We have substantially increased joint procurement, and we have
completed four new jointly used evidence-based clinical-practice guidelines for
amputation, chronic obstructive pulmonary disease, chronic kidney disease, and low-back
pain to improve patient outcomes.

We are committed to working with the VA on appropriate electronic health
information exchanges to support our veterans. The Federal Health Information
Exchange (FHIE) enables the transfer of protected electronic heaith information from
DoD to the VA at the time of a service member’s separation. We have transmitted
messages to the FHIE data repository on more than 4.1 million retired or separated
service members.

Building on the success of FHIE, we also send electronic pre- and post-
deployment health assessment and post-deployment health reassessment information to
the VA. We began this monthly transmission of electronic pre- and post-deployment
health assessment data to the FHIE data repository in September 2005, and the post-
deployment health reassessment in December 2005. As of January 2008, VA had access
to more than 2.0 million pre- and post-deployment health assessments and post-
deployment health re-assessment forms on more than 838,000 separated service members
and demobilized National Guard and Reserve members who had been deployed.

The Bidirectional Health Information Exchange (BHIE) enables real-time sharing
of health data for patients being treated by DoD and VA. Access to BHIE data is
avatlable through AHLTA and through VistA, the VA’s electronic health record, for
patients treated by both departments.

To increase the avatlability of clinical information on a shared patient population,
VA and DoD have collaborated to further leverage the BHIE functionality to allow
bidirectional access to inpatient documentation from DoD’s Essentris System. In
December 2007, we announced the enterprise-wide release of enhancements to the BHIE
and the Clinical Data Repository/Health Data Repository (CHDR) interfaces. With these
enhancements, DoD and VA are now able to view each other’s clinical encounters,
procedures, and problems lists on shared patients using the BHIE. This adds to the
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pharmacy, allergy, microbiology, chemistry/hematology data, and radiology reports we
made available previously. :

Additionally, DoD and VA providers may now view theater data (including
inpatient data) from the Theater Medical Data Store (TMDS). And, DoD providers no
longer have to log out of AHLTA and into another application to see it.

To support our most severely wounded and injured service members transferring
to VA Polytrauma Centers for care, DoD continues to send radiology images and scanned
paper medical records electronically to the VA Polytrauma Centers. WRAMC, National
Naval Medical Center (NNMC) Bethesda, and Brooke Army Medical Center (BAMC)
are providing radiology images electronically for patients transferring to the VA
Polytrauma Centers in Tampa, Richmond, Palo Alto, and Minneapolis. Additionally,
WRAMC, BAMC and NNMC scan medical records to create portable document format
(PDF) documents for electronic transmission for patients transferring to the four VA
Polytrauma Centers.

We have worked closely with our partners in the VA, in our shared commitment
to provide our service members a seamless transition from the MHS to the Department of
Veterans Affairs. DoD implemented a policy entitled “Expediting Veterans Benefits to
Members with Serious Injuries and lllness,” which provides guidance for collecting and
transmitting critical data elements for service members involved in a medical or physical
evaluation board. DoD began electronically transmitting pertinent data to the VA in
October 2005 and continues to provide monthly updates, allowing the VA to better
project future workload and resource needs.

We have provided information for more than 28,000 service members while they
were still on active duty, allowing the VA to better project future workload and resource
needs. When the VA receives these data directly from DoD before service members
separate, it helps to reduce potential delays in developing a benefits claim. This process
ensures that the VA has all the relevant information to decide claims for benefits and
services in a timely manner.

The Legacy of Military Medicine

American military medicine has led the world in epidemic surveillance, response,
trauma care, disaster medicine, health information technology, fitness and prevention.

U.S. military medicine and our medical personnel are national assets, representing
a readiness capability that does not exist anywhere else, and — if allowed to dwindle —
could not be easily reconstituted. We must preserve these assets.

Particularly important in health care is that we recruit women leaders. We also
need to recognize the sacrifices of the selfless leaders whom we attract. We do this now
on our website and in forthcoming books.
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As we address the problems that lie at the intersection of personnel issues and
health care delivery, it is our shared responsibility to focus on the specific problems, and
not the people who have done so much to improve the health of our military service
members. We are blessed with a rich cadre of dedicated, hard-working, skilled
professionals. 1 have complete confidence that they will rise to the occasion again, as
they have done in the past, learn from what went wrong, and build an even stronger, more
responsive system for all.

Conclusion

Our military engagements in Iraq, Afghanistan and other locations, combined
with our medical humanitarian missions and our peacetime health-delivery mission have
simultaneously tested the MHS. Our medics, corpsmen, nurses and surgeons operating in
tents, on ships, and in planes, continue to exceed the expectations of all our stakeholders.

Yet, the cntical concept that MHS leaders share is simple — we can never be
satisfied with our accomplishments. The people we serve — our line commanders and
civilian leadership; our service members and military families; and the representatives of
the American people in the Congress — expect us to accomplish even more, and to build
upon our successes.

There is more work to do: We must invest in medical technologies to protect and
defend our military community against future threats; provide wise stewardship of
limited taxpayer dollars to sustain a quality health system serving more than nine million
Americans; and commit to continued military and professional development of medical
professionals of all types — physicians, dentists, nurses, enlisted specialists, and
administrators.

Many people in many places have very high expectations for this country’s
military health system. Our responsibility in the coming years is to continue to exceed
these expectations. Our obligations are to those who follow us — today’s sergeants and
corporals, lieutenants and captains, and civilians now rising through the system.

With the support of the DoD leadership and of the Congress, the MHS remains
committed to sustaining and passing on this legacy of achievement and stewardship for
the medical leaders of the future. On behalf of the MHS, I am grateful for the resources
and encouragement you provide to all who serve, and look forward to working with you
in the future.

-END -
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SUMMARY STATEMENT OF GENERAL ROUDEBUSH

General ROUDEBUSH. Chairman Murtha, Ranking Member
Young, distinguished members, it really is a pleasure to be before
you here today. You all very well understand the challenges that
we face. Our first task is to provide a healthy, fit force; fit and able
and resilient; able to go forward and do the mission in some very
challenging places. And while we are doing that, taking care of
family members as well as retirees to the full extent that we can;
you understand that this is a challenge always in a resource-con-
strained environment, providing the right resources, both man-
power as well as money and facilities, to do that. And you all have
been very forthcoming in supporting and working with us to find
t}ﬁat right balance within a very challenging environment to do
that.

But as we work the challenges for today, I think the focus cer-
tainly of this committee in working with us to do the mission today
is also to look forward to tomorrow, to understand the challenges
of those missions, because they may be rather different than we
face today. Certainly, in the Air Force, as we use the Chief’s prior-
ities as our direct vector, winning today’s fight, taking care of our
people, and preparing for tomorrow’s challenges, that is the task
before us, while we work to recapitalize facilities and equipment,
reset equipment to be sure that it is prepared for tomorrow. So we
truly appreciate the energy, the focus, the understanding, and cer-
tainly the enduring support that you all bring to assist us as we
take care of our Nation’s most precious treasure. For that we thank
you, and I certainly look forward to your questions. Thank you, sir.

[The statement of General Roudebush follows:]
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LIEUTENANT GENERAL (DR.) JAMES G. ROUDEBUSH

it Gen. (Dr.) James G. Roudebush is the
Surgeon General of the Alr Force, Headquarters
U.S. Air Foree, Washington, D.C. General
Roudebush serves as functional manager of the
U.S. Air Force Medical Service. In this capacity, he
advises the Secretary of the Alr Force and Air
Force Chief of Staff, as well as the Assistant
Secretary of Defense for Health Affairs on matters
pertaining to the medical aspects of the air
expeditionary force and the heaith of Air Force
people. General Roudebush has autharity fo
commit resources worldwide for the Air Force
Medical Service, o make decisions affecting the
delivery of medical services, and to develop plans,
programs and procedures 1o support worldwide
medical service missions. He exercises direction,
guidance and technical management of more than
42,400 people assigned to 74 medical facilities
worldwide.

The general entered the Air Force in 1875 after
receiving a Bachelor of Medicine degres from the
University of Nebraska at Lincoln, and a Doctor of
Medicine degree from the University of Nebraska
College of Medicine. He completed residency
training in family practice at the Wright-Patterson

Air Force Medical Center, Ohio, in 1878, and aerospace medicine at Brooks Air Force Base, Taxas, in 1984
The general commanded a wing clinic and wing hospital before becoming Deputy Commander of the Air
Force Materiel Command Human Systems Center, He has served as Command Surgeon for U.S. Central
Command, Pacific Air Forces, U.S. Transportation Command and Meadquarters Air Mobility Command. Prior
fo his selection as the 19th Surgeon General, he served as the Deputy Surgeon General of the U.S. Air

Force.

EDUCATION

1871 Bachelor of Medicine degree, University of Nebraska at Lincoln
1975 Doctor of Medicine degree, University of Nebraska Coliege of Medicine
1878 Residency training in family practice, Wright-Patterson USAF Medical Center, Wright-Patterson AFB,

Ohic

1880 Aerospace Medicine Primary Course, Brooks AFB, Texas

1981 Tri-Service Combat Casualty Care Course, Fort Sam Houston, Texas

1883 Master's degree in public health, University of Texas School of Public Health, San Antonic
1984 Residency in aerospace medicing, Brooks AFB, Texas
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1975 Doctor of Medicine degree, University of Nebraska College of Medicine

1978 Residency training in family practice, Wright-Patterson USAF Medical Center, Wright-Patterson AFB,
Ohio

1980 Aerospace Medicine Primary Course, Brooks AFB, Texas

1981 Tri-Service Combat Casualty Care Course, Fort Sam Houston, Texas

1983 Master’s degree in publiic health, University of Texas School of Public Heaith, San Antonio
1984 Residency in aerospace medicine, Brooks AFB, Texas

1988 Air War College, by seminar

1989 institute for Federal Health Care Executives, George Washington University, Washington, D.C.
1992 National War College, Fort Lesley J. McNair, Washington, D.C.

1993 Executive Management Course, Defense Systems Management College, Fort Belvoir, Va.

ASSIGNMENTS

1. July 1975 - July 1978, resident in family practice, Wright-Patterson USAF Medical Center, Wright-
Patterson AFB, Ohio

2. July 1978 - September 1982, physician in family practice and flight surgeon, USAF Hospital, Francis E.
Warren AFB, Wyo.

3. October 1982 - July 1984, resident in aerospace medicine, USAF School of Aerospace Medicine, Brooks
AFB, Texas

4, August 1984 - September 1986, Chief of Aerospace Medicine, 81st Tactical Fighter Wing, Royal Air Force
Bentwaters, England

5. September 1986 - July 1988, Commander, USAF Clinic, 81st Tactical Fighter Wing, Royal Air Force
Bentwaters, England

6. August 1988 - June 1991, Commander, 36th Tactical Fighter Wing Hospital, Bitburg Air Base, Germany
7. August 1991 - July 1992, student, National War College, Fort Lesley J. McNair, Washington, D.C.

8. August 1992 - March 1994, Vice Commander, Human Systems Center, Brooks AFB, Texas

9. March 1994 - January 1997, Command Surgeon, U.S. Central Command, MacDill AFB, Fla.

10. February 1997 - June 1998, Command Surgeon, Pacific Air Forces, Hickam AFB, Hawaii

11. July 1998 - July 2000, Commander, 89th Medical Group, Andrews AFB, Md.

12. July 2000 - June 2001, Command Surgeon, U.S. Transportation Command and Headquarters Air
Mobility Command, Scott AFB, ill.

13. July 2001 - July 2008, Deputy Surgeon General, Headquarters U.S. Air Force, Bolling AFB, Washington,

D.C.
14, August 2006 - present, Surgeon General, Headquarters U.S. Air Force, Washington, D.C.

FLIGHRT INFORMATION

Rating: Chief flight surgeon

Flight hours: More than 1,100

Aircraft flown: C-5, C-9, C-21, C-130, EC-135, F-15, F-16, H-53, KC-135, KC-10, T-37, T-38, UH-1 and UH-
60

BADGES
Chief Physician Badge
Chief Flight Surgeon Badge

MAJOR AWARDS AND DECORATIONS

Defense Superior Service Medal with oak leaf cluster
Legion of Merit with oak ieaf cluster

Meritorious Service Medal with two oak leaf clusters

Air Force Commendation Medal

Joint Meritorious Unit Award

Air Force Quistanding Unit Award with oak leaf cluster
National Defense Service Medal with bronze star
Southwest Asia Service Medal with bronze star

Air Force Overseas Long Tour Ribbon with oak ieaf cluster
Air Force Longevity Service Award with silver oak leaf cluster
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Small Arms Expert Marksmanship Ribbon
Air Force Training Ribbon

PROFESSIONAL MEMBERSHIPS AND ASSOCIATIONS
Society of USAF Flight Surgeons

Aerospace Medical Association

International Association of Military Flight Surgeon Pilots
Association of Military Surgeons of the United States

Air Force Association

American College of Preventive Medicine

American College of Physician Executives

American Medical Association

EFFECTIVE DATES OF PROMOTION
Second Lieutenant May 15, 1972

First Lieutenant May 15, 1974

Captain May 15, 1975

Major Dec. 8, 1979

Lieutenant Colonel Dec. 8, 1985
Colonel Jan. 31, 1991

Brigadier General July 1, 1998

Major General May 24, 2001
Lieutenant General Aug. 4, 2006

(Current as of August 2006)
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Mr. Chairman and esteemed members of the Committee, it is my honor and privilege to
be here today to talk with you about the Air Force Medical Service. The Air Force Medical
Service exists and operates within the Air Force culture of accountability wherein medics work
directly for the line of the Air Force. Within this framework we support the expeditionary Air
Force both at home and deployed. We align with the Air Force’s top priorities: Win Today’s
Fight, Take Care of our People, and Prepare for Tomorrow’s Challenges. We are the Nation’s
Guardian—America’s force of first and last resort. We get there quickly and we bring everyone

home. That’s our pledge to our military and their families.

Win Today’s Fight

It is important to understand that every Air Force Base is an operational platform and Air
Force medicine supports the war fighting capabilities at each one of our bases. Our home station
military treatment facilities form the foundation from which the Air Force provides combatant
commanders a fit and healthy force, capable of withstanding the physical and mental rigors
associated with combat and other military missions. Our emphasis on fitness, disease prevention
and surveillance has led to the lowest disease and non-battle injury rate in history.

Unmistakably, it is the daily delivery of health care which allows us to maintain critical
skills that guarantee our readiness capability and success. The superior care delivered daily by
Air Force medics builds the competency and currency necessary to fulfill our deployed mission.
Qur care is the product of preeminent medical training programs, groundbreaking research, and a
culture of personal and professional accountability fostered by the Air Force’s core values.

In support of our deployed forces, the Air Force Medical Service (AFMS) is central to the
most effective joint casualty care and management system in military history. The effectiveness
of forward stabilization followed by rapid Air Force aeromedical evacuation has been repeatedly
proven. We have safely and rapidly moved more than 48,000 patients from overseas theaters to
stateside hospitals during Operations ENDURING FREEDOM and IRAQI FREEDOM. Today,
the average patient arrives from the battlefield to stateside care in three days. This is remarkable
given the severity and complexity of the wounds our forces are sustaining. It certainly

contributes to the lowest died of wounds rate in history.
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Total Force Integration

Our Air Force Medical Service is already the mode! for melding Guard, Reserve and
civilians with active duty elements. Future challenges wiil mandate even greater interoperability,
and success will be measured by our Total Force and Joint performance.

A story that clearly illustrates the success of our Total Force and Joint enroute care is that
of Army SGT Dan Powers, a squad leader with the 118th Military Police Company. He was
stabbed in the head with a knife by an insurgent on the streets of Baghdad on July 3, 2007.
Within 30 minutes of the attack, he was flown via helicopter to the Air Force theater hospital at
Balad Air Base. Army neurosurgeons at the Balad Air Force theater hospital and in Washington
DC reviewed his condition and determined that SGT Powers, once stabilized, needed to be
transported and treated at the National Naval Medical Center, Bethesda, MD as soon as possible.
The aeromedical evacuation system was activated and the miracle flight began. A C-17 aircrew
from Charleston Air Force Base, SC, picked up SGT Powers with a seven-person Critical Care
Air Transport Team and flew non-stop from Balad Air Base, Iraq, to Andrews Air Force Base,
MD. After a 3-hour flight, they landed at Andrews AFB where SGT Powers was safely rushed
to the National Naval Medical Center for lifesaving surgery.

As Sgt Powers stated, “the Air Force Mobility Command is the stuff they make movies
out of...the Army, Navy, and Air Force moved the world to save one man’s life.”

We care for our families at home; we respond to our Nation’s call supporting our
warriors, and we provide humanitarian assistance to countries around the world. To execute
these broad missions, the Services—Air Force, Navy and Army--must work jointly, inter-
operatively, and interdependently. Our success depends on our partnerships with other federal
agencies, academic institutions, and industry. Our mission is vital. Everyday we must earn the
trust of America’s all-volunteer force-- Airmen, Soldiers, Sailors and Marines, and their families.

We hold that trust very dear.

Take Care of our People

We are in the midst of a long war and continually assess and improve health services we
provide to Airmen, their families, and our joint brothers and sisters. We ensure high standards
are met and sustained. Our Air Force chain of command fully understands their accountability

for the health and welfare of our Airmen and their families. When our warfighters are ill or
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injured, we provide a wrap-around system of medical care and support for them and their

families — always with an eye towards rehabilitation and continued service.

Wounded Warrior Initiatives

The Air Force is in lock-step with our sister services and federal agencies to implement
the recommendations from the President’s Commission on the Care for America’s Returning
Wounded Warriors. The AFMS will deliver on all provisions set forth in the Fiscal Year 2008
National Defense Authorization Act and provide our warfighters and their families help in

getting through the challenges they face. Iam proud today to outline some of those initiatives.

Care Management, Rehabilitation, Transition

When a service member is il} or injured, the AFMS responds rapidly through a seamless
system from initial field response, to stabilization care at expeditionary surgical units and theater
hospitals, to in-the-air critical care in the Aeromedical Evacuation system, and ultimately home
to a military or Department of Veterans Affairs (VA) medical treatment facility (MTF). With
specific regard to our Airmen who are injured or ill, Air Force commanders, Family Liaison
Officers, Airmen and Family Readiness Center representatives, in lock step with Federal
Recovery Coordinators, and medical case managers, together ensure “eyes-on” for the Airman
and family throughout the care process. For injured or ill active duty Airmen requiring follow-
up medical care, they will receive it at their home station MTF. Ifno MTF is available, as is
often the case for our Guard and Reserve Airmen, the TRICARE network expands options for
follow-on care with case managers at the major command level overseeing the care. If transitior
to care within the VA is the right thing for our Airmen--Active, Guard, or Reserve--we work to
make that transition as smooth and effective as possible. For those Airmen medically separated,
care is provided through the TRICARE Transitional Health Care Program and the VA health
system. The Air Force Wounded Warrior Program, formerly known as Palace Hart, maintains
contact and provides assistance to those wounded Airmen who are separated from the Air Force
for a minimum of five years.

The AFMS provides timely medical evaluations for continued service and fair and
equitable disability ratings for those members determined not to be fit. We will implement DoD

policy guidance on these matters and all final recommendations from the pilot programs to
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improve the disability evaluation system. We have processes in place to ensure healthcare
transitions are efficient and effective. Briefings are provided on VA benefits when individuals
enter the Physical Evaluation Board process. Discharged members, still under active treatment,
receive provider referral and transfer of their records. A key component of seamless transfer of
care is a joint initiative by the VA and DoD, called the VA Benefits Delivery at Discharge
(BDD) Program. Air Force MTFs provide the BDD advance notice of potential new service
members and their health information through electronic transfer.

The Air Force Medical Hold Program is very different from our sister services. Inthe
Air Force, those undergoing disability evaluation stay in their units. We work closely with wing
commanders to ensure that our personnel receive timely disposition. The key to success in this
process is comprehensive case management. QOutpatients are managed by the home unit and
major command case managers. The Air Force does not use patient holding squadrons for Air
Force Reserve personnel in medical hold status since the majority of reserve members live at
home and utilize TRICARE services. If members are outside the commuting area for medical
care, they are put on temporary duty orders and sent to military treatment facilities for
consultations for as long as needed for prompt medical attention. We are teaming with our Air
Force manpower and personnel counterparts to initiate efforts to further reduce administrative

time without downgrading the quality of medical care.

Psychological Health and Traumatic Brain Injury

Psychological health means much more than just the delivery of traditional mental health
care. It is a broad concept that covers the entire spectrum of well-being, prevention, treatment,
health maintenance and resilience training. To that end, I have made it a priority to ensure that
the AFMS focuses on these psychological needs of our Airmen and identifies the effects of

operational stress.

Post Traumatic Stress Disorder (PTSD) and Traumatic Brain Injury (TBI)

Thank you for the opportunity to discuss these critical issues with you at your February
7th hearing. The incidence of Post Traumatic Stress Disorder is low in the Air Force, diagnosed
in less than one percent of our deployers (at six months post-deployment). For every Airman

affected, we provide the most current, effective, and empirically validated treatment for PTSD.
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We have trained our behavioral health personnel to recognize and treat PTSD in accordance with
the VA/DoD PTSD Clinical Practice Guidelines. Using nationally recognized civilian and
military experts, we trained more than 200 psychiatrists, psychologists, and social workers to
equip every behavioral health provider with the latest research, assessment modalities, and
treatment techniques. We hired an additional 32 mental health professionals for the locations
with the highest operational tempo to ensure we had the personnel in place to care for our
Airmen and their families.

We recognize that Traumatic Brain Injury may be the “signature injury” of the Iraq war
and is becoming more prevalent among service members. Research in TBI prevention,
assessment, and treatment is ongoing and the Air Force is an active partner with the Defense and
Veterans Brain Injury Center (DVBIC), the VA, the Center for Disease Control, industry and
universities. The Air Force has very low positive screening for TBI —approximately one
percent from Operation IRAQI FREEDOM (OIF) and Operation ENDURING FREEDOM
(OEF).

Prevention

Several years ago the AFMS shifted from a program of head-to-toe periodic physical
examinations for all active duty members and moved to an annual focused process, the Periodic
Health Assessment (PHA). Through the use of the PHA, we identify and manage personnel
readiness and overall health status, to include preventive health needs.

In addition, there are separate pre- and post-deployment health assessment/reassessment
processes. Before deployment, our Airmen are assessed to identify any health concerns and
determine who is medically ready to deploy. The Post-Deployment Health Assessments are
completed at the end of their deployment and again at six months post-deployment. Of note,
questions are embedded in the post-deployment assessments to screen for Traumatic Brain
Injury. These cyclic and focused processes allow us to fully assess the Airmen’s overall health
and fitness. This allows commanders the ability to assess the overall fitness of the force.
Department of Veterans Affairs Sharing Initiatives

Our work with the VA toward seamless care and transition for our military members is a
high priority, particularly as we treat and follow our Airmen redeploying from Operations

OEF/OIF.
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An important lesson learned from the care of our retuming warriors is the need for a
seamless electronic patient health record. After assuming command and responsibility for the
Bagram and Balad hospitals, the Air Force successfully deployed a joint electronic health record
known as Theater Medical Information Program Block 1. This revolutionary in-theater patient
record is now visible to medical providers not only within the battlefield. Additionally,
clinicians can access these theater clinical data at every military and VA medical center
worldwide using the joint Bidirectional Health Information Exchange. This serves to improve
the overall delivery of healthcare home and abroad for wounded and ill service members.

We are expanding our sharing opportunities with the VA, establishing a fifth joint
venture at Keesler AFB Medical Center and the Biloxi VA Medical Center in Mississippi. This
new Center of Excellence will optimize and enhance the care for DoD and VA patients in the
area.

Our joint venture at Elmendorf AFB, Alaska, is another Air Force/VA success story. In
2007, the 3rd Medical Group at Elmendorf increased their access by more than 200 percent for
veterans in areas such as orthopedics and ophthalmology. This effort enhanced readiness
training for 3rd Medical Group medics, and increased the surgery capacity by 218 percent for the
3rd Medical Group and 239 percent for the VA. Sharing our medical capabilities not only
makes fiscal sense and improves access to care for our patients, it helps to sustain our medics’

clinical skills currency so we remain prepared for tomorrow.

Prepare for Tomorrow’s Challenges

Our Medics

The demanding operations tempo at home and deployed locations also means we must take care
of our Air Force medical personnel. This requires finding a balance between these
extraordinarily demanding duties, time for personal recovery and growth, and time for family.
We must recruit the best and brightest; prepare them for the mission and retain them to support
and lead these important efforts in the months and years to come. We work closely with the Air
Force Recruiting Service and the Director of Air Force Personnel to maximize the effectiveness
of the Health Professions Scholarship Program (HPSP) and recruitment incentives. HPSP is our

primary avenue of physician recruitment accounting for over 200 medical student graduates
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annually. Once we recruit the best, we need to retain them. The AFMS is undertaking a number
of initiatives to recapitalize and invest in our workforce. Enhancing both professional and
leadership development, ensuring predictability in deployments, and offering financial

incentives, are all important ways in which we will improve our overall retention.

Graduate Medical Education (GME)

Our in-house GME programs offer substantial benefits and are a cornerstone for building
and sustaining our AFMS. The Air Force has 35 residencies in 18 specialties, and 100 percent of
these are fully accredited compared to a national civilian average of 85 percent accreditation.
This caliber of quality and commitment translates to a 95-98 percent first-time board pass rate
for Air Force, Army and Navy program graduates which meets or exceeds the civilian national
average for each of our specialties. Two of our GME programs, the Emergency Medicine and
the Ophthalmology Residency Programs at Wilford Hall Medical Center TX, are rated among

the top in the nation.

Centers for Sustainment of Trauma and Readiness Skills (C-STARS)

Job One is training our Expeditionary Airmen to be able to respond to any contingency.
The C-STARS provides hands-on clinical sustainment training for our physicians, physician
assistants, nurses, and medical technicians in the care of seriously injured patients. Our medics
learn the latest trauma techniques and skills from leading medical teaching facilities, including
the University of Maryland’s R. Adams Cowley Shock Trauma Center in Baltimore, MD; the
Cincinnati University Hospital Trauma Center; and the St. Louis University Trauma Center.
These C-STARS sites offer an intense workload coupled with clinical experience that sharpens
and refreshes our medics’ trauma care. This training increases our knowledge and helps us care
for the most critical injuries. We are developing plans to enhance training for our oral and

plastic surgeons to better respond to facial trauma.

Medical Treatment Facility Recapitalization
Our recent experience re-emphasized that America expects us to take care of our injured
and wounded in a quality environment, in facilities that are healthy and clean. I assure you that

the Air Force is meeting that expectation. All 75 Air Force medical treatment facilities are
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regularly inspected (both scheduled and unannounced) by two nationally recognized inspection
and accreditation organizations. The Joint Commission inspects and accredits our Air Force
medical centers and hospitals, while the Accreditation Association for Ambulatory Health Care
inspects and accredits our outpatient clinics. These inspections focus on the critical areas of
quality of patient care, patient safety, and the environment of care. All Air Force medical

facilities have passed inspection and are currently fully accredited.

Telehealth

Telehealth applications are another important area of focus as we seek improvements and
efficiencies in our delivery of healthcare. Telehealth moved into the forefront with the Air Force
Radiology Network (RADNET) Project. This project provides Dynamic Workload Allocation
by linking military radiologists via a global enterprise system. RADNET will provide access to
studies across every radiology department throughout the AFMS on a continuous basis. Its goal
is to maximize physician availability to address workload, regardless of location. We are
aggressively targeting deployment of this capability in Fiscal Year 2009 to all Air Force sites.

Also scheduled for Fiscal Year 2009 deployment is the Tele-Mental Health Project. This
project will provide video teleconference units at every mental health clinic for live patient
consultation. This will allow increased access to, and use of, mental health treatment to our
beneficiary population. Virtual Reality equipment will also be installed at six Air Force sites as
a pilot project to help treat patients with post traumatic stress disorder. Using this equipment
will facilitate desensitization therapy by recreating sight, sound and smel! in a controtled

environment.

Research and Development Initiatives

Our research initiatives advance delivery of care, training and disease surveillance for our
Airmen. Our partnership between the University of Pittsburgh Medical Center and Wilford Hall
Medical Center’s Diabetes Outreach Clinic promotes advances in diabetes prevention and
treatment. We are developing a program that can be implemented at all AFMS facilities
worldwide.

A second example, the Virtual Medical Trainer, supports AFMS readiness skills by

transforming textual, presentation-based training to more effective interactive, web-based tools.
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The Virtual Medical Trainer allows medical personnel to acquire and refresh patient care skill
sets using interactive training. Peripheral nerve block training is currently used, and training is
being expanded to forensic dentistry and C-17 patient loading.

We also would like to highlight the capability of COHORT (Composite Occupational
Health and Operational Risk Tracking). COHORT integrates information from disparate data
sources for longitudinal studies and disease outbreak surveillance. All of these initiatives

improve the health of our Airmen and allow us to proactively meet their needs.

Benefit adjustments

Increased health care demand combined with the current rate of medical cost growth is
increasing pressure on the defense budget, and intemnal efficiencies are insufficient to stem the
rising costs. Healthcare entitlements need to be reviewed to ensure the future of our high quality

medical system and to sustain it for years to come.

Conclusion

In closing, Mister Chairman, I am intensely proud of the daily accomplishments of the
men and women of the United States Air Force Medical Service. Our future strategic
environment is extremely complex, dynamic and uncertain, and demands that we not rest on our
success. We are committed to staying on the leading edge and anticipating the future. With your
help and the help of the committee, the Air Force Medical Service will continue to improve the
health of our service members and their families. We will win today’s fight, and be ready for

tomorrow’s challenges. Thank you for your enduring support.
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SUMMARY STATEMENT OF ADMIRAL ROBINSON

Admiral ROBINSON. Chairman Murtha, Ranking Member Young,
distinguished members of the Committee, it is a pleasure to be
here with you again to share my vision of Navy Medicine in the
upcoming fiscal year. You have been very supportive of our mission
in the past, and I want to express my gratitude, and on behalf of
all of those who work for Navy Medicine, we certainly appreciate
everything you have done for us.

Navy Medicine is at a particularly critical time in history, as the
Military Health System has come under increased scrutiny. Re-
source constraints are real, along with the increasing pressure to
operate more efficiently, while compromising neither mission nor
healthcare quality. The budget for the Defense Health Program
contains fiscal limits that continue to be a challenge. The demands
for wounded warrior care continue to steadily increase due to mili-
tary operations in Iraq and Afghanistan.

At the same time, Navy Medicine must meet the requirement to
maintain a peacetime mission of family and retiree healthcare as
well as provide a new strategic, imperative humanitarian assist-
ance and disaster relief as needed around the globe. Our mission
is force health protection, a fit and ready force deployed with the
warfighters, support the warfighters in everything they do, and
then make sure that we care for eligible family members and those
who have worn the cloth of our Nation. That is what force health
protection is, and that is what Navy Medicine is all about.

Navy Medicine must ensure that we have the excellence in clin-
ical care, the excellence in graduate health education, and the ex-
cellence in biomedical research in order to meet that mission. And
those missions—and those are the foundations and the core of
Navy Medicine. Thank you, again, sir, for your help in the past.
Thank this Committee for all of its help. And I stand by and look
forward to answering your questions.

[The statement of Admiral Robinson follows:]
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Chairman Murtha, Ranking Member Young, distinguished members of the committee, [
am here to share with you my vision for Navy Medicine in the upcoming fiscal year. You have
been very supportive of our mission in the past, and I want to express my gratitude on behalf of
all who work for Navy Medicine ~ Active Duty, Reserve Component, Civilian and Contract
personnel — who are committed to meeting and exceeding the health care needs of our
beneficiaries.

Navy Medicine is at a particularly critical time in history as the Military Health System
has come under increased scrutiny. Resource constraints are real, along with the increasing
pressure to operate more efficiently while not compromising health care quality. The budget for
the Defense Health Program contains fiscal limits that continue to be a challenge. The demands
for wounded warrior care continue to steadily increase due to military operations in Iraq and
Afghanistan. Furthermore, Navy Medicine must meet the requifement to maintain a peacetime
mission of family and retiree health care, as well as provide Humanitarian Assistance/Disaster
Relief as needed around the globe.

The current rate of medical cost growth is adding increased demands on the defense
budget and internal efficiencies are insufficient to stem the rising healthcare costs. Benefit
adjustments should be considered to ensure the future of our high quality medical system and to
sustain it for years to come.

Force Health Protection and Readiness

Our mission is Force Health Protection. Navy Medicine is capable of supporting the full
range of operations from combat support for our warriors throughout the world to humanitarian
assistance. As a result, is it vitally important that we maintain a fully ready force, and we

achieve that by recruiting and retaining outstanding healthcare personnel and providing
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excellence in clinical care, graduate medical education, and biomedical research, which all make
up the foundation of Navy Medicine.

One of Navy Medicine’s priorities is to ensure that our forces are ready to go when called
upon. We must remain fully committed to ensuring Readiness in two dimensions: the medical
readiness of our Sailors and Marines, and the readiness of our Navy Medicine team to provide
health service supports across the full range of military operations. As a result, we place great
emphasis on preventing injury and illness whenever possible. We are also constantly looking at
improvements to mitigate whatever adversary, ailment, illness or malady affects our warrior
and/or their family members. By providing care worldwide, we are able to meet the military’s
unique challenges, which are critical to the success of our warfighters.

The Navy and Marine Corps team are working to improve a real-time, standardized
process to report individual medical readiness. Navy Medicine is also collaborating with the line
community to increase awareness of individual and command responsibility for medical
readiness -- for it is as much an individual responsibility as it is that of the command.
Humanitarian Assistance/Disaster Relief Missions (HA/DR)

Since 2004, the Navy Medical Department has served on the forefront of HA/DR
missions which are part of the Navy’s Core Elements of Maritime Power. Navy Medicine
physicians, nurses, dentists, Medical Service Corps officers, and hospital corpsmen have' steamed
to assist wherever there has been a need for health care. As a result, it has been said that Navy
Medicine is the heart of the U.S. Navy.

HA/DR Missions create a greater synergy and opportunity for all elements of national
power — diplomatic, informational, military, economic, joint, interagency and cooperation with

non-governmental organizations (NGOs). Most recently the USNS COMFORT (TAH-20) sent a
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strong message of U.S. compassion, support and commitment to the Caribbean and Central and
South America during last summer’s mission. Military personnel trained and provided HA to the
people of the partner nations and helped enhance security, stability and cooperative partnerships
with the countries visited. NGOs participated in this deployment and brought value, expertise
and additional capacity to the mission. According to President Tony Saca of El Salvador, “This
type of diplomacy really touched the heart and soul of the country and the region and is the most
effective way to counter the false perception of what Cuban medical teams are doing in the
region.”

Last fall during the San Diego fires, the Navy engaged as an integral member of the
community and provided assistance in several ways, including providing medical care to civilian
evacuees. The Naval Medical Center in San Diego (NMCSD) accepted patients due to civilian
hospital closers and evaluations. In addition, they replenished medical supplies for community
members who evacuated their homes without necessary medications. In addition, medical
personnel from Naval Hospital Twenty-Nine Palms and aboard ships in the area were helping
civilian evacuees at evacuation centers across the county.

It is important to note, that if not planned for appropriately this emerging part of our
mission will prove difficult to sustain in future years. We must balance the requirements of
sustaining the Global War on Terror with HA/DR requirements.

Patient and Family Centered Care and Wounded, 11l and Injured Service Members

Navy Medicine’s concept of care is always patient and family centered, and we will
never lose our perspective in caring for our bepeficiaries — everyone is a unique human being in
need of individualized, compassionate and professionally superior care. As you have heard,

advances in battlefield medicine have improved survivability rates so the majority of the
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wounded we are caring for today will reach our CONUS facilities. This was not the case in past
conflicts. These advances, leveraged together with Navy Medicine’s patient and family centered
care, provide us with the opportunities to effectively care for these returning heroes and their
families. In Navy Medicine we empower our staff to do whatever necessary to deliver the
highest quality, comprehensive health care.

The Military Healthcare System is one of the greatest and most valued benefits our great
nation provides to service members and their families. Each of the services is committed and
determined to providing our wounded, ill and injured with the absolute highest quality, state-of-
the art medical care from the war zone to the home front. The experience of health care, as
perceived by the patient and their family, is a key factor in health care quality and safety.

For Navy Medicine the progress a patient makes from definitive care to rehabilitation,
and in the support of life-long medical requirements is the driver of where a patient is clinically
located in the continuum of care and how that patient is cared for. Where a particular patient is
in the continuum of care is driven by the medical care needed instead of the administrative and
personnel issues or demands. Medical and administrative processes are tailored to meet the needs
of the individual patient and their family--whatever they may be! For the overwhelming
majority of our patients, their priority is to locate their care as close to their homes as possible.
We learned early on that families displaced from their normal environment and dealing with a
multitude of stressors, are not as effective in supporting the patient and his or her recovery. Our
focus is to get the family back to “normal” as soon as possible, which means returning the patient
and their family home to continue the healing process.

In Navy Medicine we have established a dedicated trauma service as well as a

comprehensive multi-disciplinary team which interfaces with all of the partners involved in the
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continuum of care. To move patients closer to home requires a great deal of planning,
interaction and coordination with providers, case workers and other related health care
professionals to ensure care is a seamless continuum. We work together from the day of
admission to help the patient and the family know we are focused on eventually moving the
patient closer to home as soon as their medical needs allow. The patient’s needs will dictate
where they are, not the system’s needs.

Our single trauma service admits all OEF/OIF patients with one physician service as the
point of contact for the patient and their family. Other providers, such as orthopedic surgery,
oral-maxillofacial surgery, neurosurgery and psychiatry, among others, serve as consultants all of
whom work on a single communications plan. In addition to providers, other key team members
of the multi-disciplinary team include the service liaisons at the military treatment facility, the
Veterans Affairs health care liaison and military services coordinator.

Another key component of the care approach by Navy Medicine takes into consideration
family dynamics from the beginning. Families are considered as part of the care team, and we
integrate their needs into the planning process. They are provided with emotional support by
encouraging the sharing of experiences among other families (family-to-family support) and
through access to mental health services.

Currently, Navy Medicine is also paying particular attention to de-stigmatizing
psychological health services, the continuity of care between episodes, and the hand-Off between
the direct care system and the private sector. We are developing a process to continuously assess
our patient and their families perspectives so that we may make improvements when and where

necessary.
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Beginning in 2006, Navy Medicine established Deployment Health Centers (DHCs) to
serve as non-stigmatizing portals of entry in high fleet and Marine Corps concentration areas and
to augment primary care services offered at the military treatment facilities or in garrison.
Staffed by primary care providers and mental health teams, the centers are designed to provide
care for Marines and Sailors who self-identify mental health concemns on the Post Deployment
Health Assessment and Reassessment. The centers provide treatment for other service members
as well. We now have 17 such clinics, up from 14 since last year. From 2006 through January
2008, DHCs had over 46,400 visits, 28 percent of which were for mental health issues.

Delays in seeking mental health services increase the risks of developing mental illness
and exacerbating physiological symptoms. These delays can have a negative impact on a service
member’s career. As a result, we remain committed to reducing stigma as a barrier to ensuring
service members receive full and timely treatment following their return from deployment. Of
particular interest is the recognition and treatment of mental health conditions such as PTSD. At
the Navy’s Bureau of Medicine and Surgery we established the position for a “Combat and
Operational Stress Control Consultant” (COSC). This individual, who reported on December
2006, is a combat experienced psychiatrist and preventive medicine/operational medicine
specialist. Dedicated to addressing mental health stigma, training for combat stress control, and
the development of non-stigmatizing care for returning deployers and support services for Navy
caregivers, this individual also serves as the Director of Deployment Health. He and his staff
oversee Post Deployment Reassessment (inclusive of Deployment Health Centers), Substance
Abuse Prevention and Treatment, Traumatic Brain Injury diagnosis and treatment, and a newly

created position for Psychological Health Outreach for Reserve Component Sailors.
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As you know, in June 2007 Secretary Gates received the recommendations from the
congressionally-mandated Department of Defense (DoD) Mental Health Task Force.
Additionally, the Department’s work on identifying key gaps in our understanding and treatment
of TBI gained greater light and both DoD and the Department of Veterans Affairs began
implementing measures to fill those gaps. A synergy resulted between the task force’s
recommendations, the Department of Defense’s work on TBI, and the additional funding from
Congress. This collaboration provided an opportunity for the services to better focus and expand
their capabilities in identifying and treating these two conditions.

Recently Navy Medicine received funding for creation of a Navy/Marine Corps Combat
and Operational Stress Control (COSC) Center at Naval Medical Center San Diego (NMCSD).
The concept of operations for this first-of-its-kind capability is underway, as is the selection of
an executive staff to lead the Center. The primary role of this Center is to identify best COSC
practices, develop combat stress training and resiliency programs specifically geared to the broad
and diverse power projection platforms and Naval Type Commands, establish provider “Caring
for the Caregiver” initiatives, and coordinate collaboration with other academic, clinical, and
research activities. As the concept for a DOD Center of Excellence develops, we will integrate,
as appropriate, the work of this center. The program also hopes to reflect recent advancements
in the prevention and treatment of stress reactions, injuries, and disorders.

We continue to make significant strides towards meeting the needs of military personnel
with psychological health needs and TBI- related diagnoses, their families and their caregivers.
We are committed in these efforts to improve the detection of mild to moderate TBI, especially
those forms of TBI in personnel who are exposed to blast but do not suffer other demonstrable

physical injuries. Service members who return from deployment and have suffered such injuries
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may later manifest symptoms that do not have a readily identifiable cause, with potential
negative effect on their military careers and quality of life.

Our goal is to establish comprehensive and effective psychological health services
throughout the Navy and Marine Corps. This effort requires seamless programmatic coordination
across the existing line functions (e.g., Wounded Warrior Regiment, Safe Harbor) while working
numerous fiscal, contracting and hiring issues. Your patience and persistence are deeply
appreciated as we work to achieve long-term solutions to provide the necessary care.
Recruitment and Retention and Graduate Medical Education

We have not met our recruitment and retention goals for Medical and Dental Corps
officers for the last three years. This situation is particularly stressful in wartime medical
specialties. Currently, we have deployed 90 percent of our general surgery Active Duty medical
corps officers, a specialty that is only manned at 87 percent. For psychiatrists, who are 94
percent manned, 72 percent of the Active Duty inventory has deployed. From the reserve
component, 85 percent of the anesthesiologists and 50 percent of oral surgeons have deployed.
While we are very grateful for your efforts in support of expanded and increased accession and
retention bonuses, these incentives will take approximately 2-5 years to reflect in our pipeline.

We in Navy Medicine are increasing our efforts and energy in the recruitment and
retention of medical personnel. We must demonstrate to our personnel how they are valued as
individuals and they can achieve a uniquely satisfying career in the Navy. We are using
experienced Navy Medicine personnel to assist recruiters in identifying perspective recruits and
developing relevant opportunities and enticements to improve retention.

A challenge to meeting our recruitment and retention efforts is the impact of future

increase in Marine Corps personnel. The Navy personnel needed in support of the increase will
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be medical officers and enlisted personnel. This situation, coupled with the stress on the force,
needs to be addressed so that we can shape the force to meet the needs of the warfighter in the
future.

Also, the stress on the force due to multiple deployments and individual augmentation
has had a significant impact on morale across the health care continuum. Personnel shortages are
underscored by Navy medical department scholarships going unused and the retention rate of
professionals beyond their initial tours falling well below goal.

Graduate Medical and Health Education (GME/GHE) programs are a vital component of
Navy Medicine and of the Military Health System. These programs are an integral part of our
training pipeline, and we are committed to sustaining these efforts to train future generations of
health care providers. GME/GHE programs are required to fulfill our long-term goals and
maintain the ever-changing health care needs of our beneficiaries. In addition, these programs
are a critical part of our recruitment and retention efforts for new medical professionals and those
involved in educating them.

Research and Development Efforts

Research is at the heart of nearly every major medical and pharmaceutical treatment
advancement, and that is no different for Navy Medicine. Our research efforts are dedicated to
enhancing the health, safety, and performance of the Navy and Marine Corps team. It is this
research that has led to the development of state-of-the art armor, equipment, and products that
have improved our survivability rates to the lowest rates from any other conflict.

Navy Medicine Research and Development efforts cover a wide range of disciplines
including biological defense, infectious diseases, combat casualty care, dental and biomedical

research, aerospace medicine, undersea medicine and environmental health.
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The Naval Medical Research Center’s Biological Defense Research Directorate (BDRD)
is the only laboratory in the United States ready to detect over 20 biological warfare agents. In
addition, the BDRD, located in Bethesda, Md., maintains four portable laboratories ready to
deploy in 18 hours in response to worldwide biological warfare attacks.

The Naval Health Research Center (NHRC) has a significant capability to track injury
patterns in warfighters through the Joint Trauma Registry and is the leader in identifying patterns
of injury resulting from exposure to blast. This ongoing assessment of injury patterns provides
researchers and source sponsors key information in order to base decisions on programmatic
issues. These decisions are used to develop preventative and treatment technologies to mitigate
the effects of blast on the warfighter.

Navy’s medical research and development laboratories also play an instrumental role in
the worldwide monitoring of new emerging infectious diseases, such as avian influenza, that
threaten both deployed forces and the world. The three Navy overseas laboratories have also
been critical in determining the efficacy of all anti-malarial drugs used by the Department of
Defense to prevent and treat disease. Our personnel at those facilities, specifically Jakarta and
Lima, were participants in the timely and highly visible responses to natural disasters in
Indonesia (Tsunami of December 2004 and Central Java Earthquake of 2006) and Peru
(Earthquake in August 2007).

Our research and development efforts are an integral part of Navy Medicine’s success
and are aimed at providing solutions and producing resuits to further medical readiness for
whatever lies ahead on the battlefield, at sea and at home.

Chairman Murtha, Ranking Member Young, distinguished members of the committee,

thank you again for providing me this opportunity to share with you Navy Medicine’s mission,
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what we are doing and our plans for the upcoming year. It has been my pleasure to testify before

you today and I look forward to answering any of your questions.
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SUMMARY STATEMENT OF GENERAL SCHOOMAKER

General SCHOOMAKER. Well, let me join my distinguished and es-
teemed colleagues in thanking you, Chairman Murtha and Con-
gressman Young and other distinguished members of this sub-
committee, for providing me an opportunity to discuss Army Medi-
cine and the Defense Health Program. I have been in front of a
number of congressional committees in the past few weeks and
have spoken at length about the Army Medical Action Plan and the
Army’s care and support of our wounded, ill, and injured warriors.
The care of these great warriors and their families is the most im-
portant thing we do. We are committed to getting it right and pro-
viding a level of care and support that is equal to the quality of
their service.

However, as my colleagues have each mentioned, this is not the
only thing we do in Army Medicine. In fact, the care we provide
to wounded, ill, and injured warriors is less than 10 percent of our
outpatient healthcare managed by the Army. So I appreciate the
opportunity today to talk about the other 90 percent of what we do,
the extremely important work that is done by the dedicated men
and women, military and civilian, of the Army Medical Department
who really, in my view, personify the value of selfless service.

In January, I traveled to Iraq with a congressional delegation to
see firsthand the incredible performance of Army soldiers and med-
ics and medics within the Joint Force. In fact, those of us on the
panel here today had a kind of reunion of sort in the Air Force
Hospital at Balad because we were all downrange seeing firsthand
how our medical personnel were performing. During that trip, and
many times visiting hospitals and seeing wounded, ill, and injured
soldiers, and seeing family members that were caring for them and
retirees, I am reminded of the parallels that exist between how the
Joint Force fights and how the Joint Medical Force protects health
and delivers healing. The joint warfighting community employs all
tools of intelligence and this fearsome array of lethal and nonlethal
weapons to deliver precise force to bear on our enemies.

The medical force, represented by those of us at this panel here,
work in parallel but on behalf of healing and health. We employ
tools of medical information about the individual soldier patient,
his or her state of health or injury and illness, to deliver the right
care by the right medic, and by medic, it is a capital M, all uni-
forms, all roles, at the right time and the right place from the point
of injury on a battlefield through evacuation to rehab centers in the
United States.

In the Army, we promote best clinical practices by aligning busi-
ness practices with incentives for our clinicians, administrators and
commanders. We do not simply fund commanders based upon what
they got last year and add a factor for inflation. We do not just pay
for productivity, although it is a very important element of what
we do. We focus on quality and best value for the efforts that our
caregivers have. At the end of the day, that is what our families,
that is what our patients really want and deserve. They want to
remain healthy, and they want to know that we are addressing
their problems and they are better off for their encounters with us.
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We then address this through evidence-based medicine and a
focus on clinical outcomes. We have used the system of outcomes-
based incentives for now 4 years. It has been implemented across
the entire Medical Command last year after an initial trial in the
southeast for several years. I strongly support this approach. It
promotes a focus, again, on adding value to people’s lives through
the efforts of health promotion and in the healthcare delivery com-
munity. Our results have resulted in the Army’s being able to raise
the measurable health of our population and deliver more
healthcare every year since 2003.

As the Army and the Military Health System moves forward, I
have three principal areas of concern that require attention. These
concerns are our people, the care we deliver in our distributed sys-
tem of clinics and hospitals, which we call the Direct Care System,
and our aging facility infrastructure. You know, I am really im-
pressed with the professionalism, commitment, and selfless service
of our people in Army Medicine and in the Joint Force. Nothing is
more important to our success than our dedicated workforce. And
I have asked our former assistant—or excuse me, Acting Surgeon
General, Major General Gale Pollock to serve as the Deputy Sur-
geon General for Force Management. She is putting together a
human capital strategy for Army Medicine to make it the employer
of choice for healthcare professionals. We need your help in break-
ing the notion that we are one-size-fits-all mentality. We need to
have tailored approaches, with flexibility and innovation, that at-
tract and retain the very best civilians and uniformed personnel in
the uniform.

Second, I would like to emphasize the importance of the Direct
Care System and our ability to maintain an all-volunteer force in
an era of persistent conflict. One of the major lessons that has been
reinforced throughout the global war on terror, and especially this
last year in caring for our casualties, and reinforced by my col-
leagues here is the Direct Care System is the foundation for caring
for wounded, ill, and injured service members. The Direct Care
System, what we do in our military hospitals every day, and clin-
ics, is the foundation for our caring for our wounded, ill, and in-
jured soldiers. All of our successes on the battlefield, through evac-
uation, through our medical facilities back home, derives from the
success of our Direct Care System.

And sir, I know this is a particular interest of you, Chairman,
and you, Congressman Young. I want to tell you publicly how much
we appreciate your personal investment in our Direct Care System
and your continuing to emphasize the importance and support that
we require. It is where we educate. It is where we train. It is where
we develop critical skills that we use then to protect the warfighter
and to save lives. It is the foundation of military medicine. And it
is very vulnerable. Congress, especially this committee, has been
very supportive of our Direct Care System. Thank you for recog-
nizing our importance. Last year, in addition to funding the Direct
Care System, you provided us additional supplemental funding for
operations and maintenance, procurement and research. I want to
again thank you for doing that and providing us those additional
funds. We are ensuring that that money is used for what you in-
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tended it to be. And we appreciate that continued support for our
infrastructure and Direct Care System.

My last concern is about this aging infrastructure of our medical
facilities. If we are going to provide consistent world class healing,
we need environments that promote that. The quality of our facili-
ties, whether they are treatment facilities or research and develop-
ment and support, is a tangible demonstration of our commitment
to our most valuable assets, our families and our Military Health
System staff. It is the bedrock of our generating force; it is how we
continue to support the Joint Force. And we need your help.

In closing, I want to reassure you that Army Medicine is com-
mitted to the highest priority of caring for our wounded, ill, and in-
jured soldiers and their families. I am proud of the Army Medical
Department’s efforts over the last 232 years, and especially the last
12 months, in this regard. I am convinced that with the help of the
Department of Defense and with the Veterans Affairs, we have
turned the corner on some of the problems we suffered last year.

Thank you for this opportunity to appear before this committee,
and I look forward to your questions.

[The statement of General Schoomaker follows:]
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Chairman Murtha, Congressman Young, and distinguished members of the
Subcommittee, thank you for providing me this opportunity to discuss Army Medicine
and the Defense Health Program (DHP). 1 have testified before congressional
committees three times this month about the Army Medical Action Plan and the Army’s
care and support for our wounded, ill, and injured Warriors. it is the most important
thing we do and we are committed to getting it right and providing a level of care and
support to our Warriors and Families that is equal to the quality of their service.
However, it is not the only thing we do in Army Medicine. In fact, the care we provide
for our wounded, ili, and injured Warriors amounts to about 9% of the outpatient health
care managed by Army Medicine. | appreciate this opportunity to talk with you today
about some of the other very important work being performed by the dedicated men and
women—military and civilian—of the U.S. Army Medical Department who personify the
AMEDD value “seifless service.”

As The Surgeon General (TSG) and Commander of the U.S. Army Medical
Command (MEDCOM), | oversee a $9.7 billion intémational healthcare organization
staffed by 58 thousand dedicated Soldiers, civilians, and contractors. We are experts in
medical research and development, medical logistics, training and doctrine, health
promotion and preventive medicine, dental care, and veterinary care in addition to
delivering an industry-leading health care benefit to 3.5 million beneficiaries around the
world.

The MEDCOM has three enduring missions codified on our Balanced Scorecard:

o Project and Sustain a Healthy and Medically Protected Force both in defense of
the Homeland and on muitiple fronts in a complex Giobal War on Terrorism,
which includes stability, security, transition, and reconstruction operations

* Manage the Health and Care of Our Soldiers and Our Military Family

» Deploy a Trained and Equipped Medical Force that Supports Army and DoD
Forces Worldwide—this is in the context of an era of persistent confiict and in
support of an All-Volunteer Force—both of Warriors and Warrior-medics.
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In January of this year | traveled to iraq with a congressional delegation to see
first-hand the incredible performance of Army Soldiers and medics. | was reminded
again of the parallels between how the joint force fights and how the joint medical force
protects heaith and delivers healing. | have had many opportunities over the last year
to meet wounded, ill and injured Soldiers, Sailors, Airmen and Marines returning from
deployments across the globe. On one occasion, | spoke at length with a young Air
Force Non-Commissioned Officer - an Air Force Tactical Air Controller in support of
ground operations in Afghanistan who had been injured in an IED explosion. His work
on the battlefield and in the battle space was illustrative of the paralielism between the
Warfighters’ use of Effects Based Operations (EBO) to deliver precision lethal force and
the similar use of precision diagnostics and therapeutics by the joint medical force to
protect health and to deliver healing. We strive to provide the right care by the right
medic — preventive medicine technician, dentist, vet, community health nurse, combat
medic, physician, operating room or critical care nurse, etc.--at the right place and right

time across the continuum of care.

Effects Based Operations are conducted by joint forces in the following manner:

« Through the fusion of intelligence, surveillance, and reconnaissance

+ Through the coordinated efforts of Civil Military, Psychological, and Special
Operations capabilities to include the combined efforts of Coalition & host-nation
forces

« Through precision fires from appropriate weapon systems with coordinated
mortar, artillery, and aerial fires in an effort to reduce collateral damage to non-
combatants and the surrounding environment

» By going beyond the military dimension - it also involves nation building through
humanitarian assistance operations which are worked in close coordination with
Non-Governmental Organizations (NGOs) and Other Government Agencies
(OGAs). 1 should note here that Army, Navy and AF Medicine play an increasing
role in this aspect of the U.S. military's Effects Based Operations through our
contributions to humanitarian assistance and nation-building.
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The Army Medical Department and the joint military force do the exact same
thing as the Warfighters but for a different effect - our effect is focused on the human
being and the individual’s health. The parailel to our Warfighting colleagues is apparent
and the consequences of success in this venture are equally important and critical for
the Nation's defense.

The Joint Theater Trauma System (JTTS) coordinated by the Institute for
Surgical Research of the U.S. Army Medical Research and Materiel Command
(USAMRMC) at Ft. Sam Houston, Texas, provides a systematic approach to coordinate
trauma care to minimize morbidity and mortality for theater injuries. JTTS integrates
processes to record trauma data at ali levels of care, which are then analyzed to
improve processes, conduct research and development related to trauma care, and to
track and analyze data to determine the long term effects of the treatment that we
provide.

The Trauma Medical Director and Trauma Nurse Coordinators from each Service
are intimately involved in this process and | can't stress enough how critical it is that we
have an accurate and comprehensive Electronic Health Record accessible at every
point of care - this is our fusion of intelligence from the battiefield all the way to home
station.

We also help shape the outcomes before the Soldiers ever deploy through our
Health Promotion and Preventive Medicine efforts. We continue to improve on our
outcomes by leveraging science and lessons learned through Research & Development
and then tuming that information into actionable items such as the Rapid Fielding
Initiative for protective and medical equipment, improved combat casualty care training,
and comprehensive and far reaching Soldier and Leader Training.

We make use of all of our capabilities, much as the Warfighter does. We use the
Joint Medical Force — our Combat Support Hospitals & Expeditionary Medical Support,
our Critical Care Air Transport teams, Landstuh! Regional Medical Center, and a timely,
safe medical evacuation process to get them to each point of care. We fully integrate
trauma care and rehabilitation with far forward surgical capability, the use of the JTTS,

establishing specialty trauma facilities and rehabilitation centers of excellence, and
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treating our patients with a holistic approach that we refer to as the Comprehensive
Care Plan.

It is important to understand that the fusion of information about the mechanisms
of injury, the successes or vuinerabilities of protective efforts, the results of the wounds
and clinical outcome can be integrated with operational and intelligence data to buiid
better protection systems for our Warriors—from vehicle platform modifications to better
personal protective equipment such as body armor. We call this program Joint Trauma
Analysis and Prevention of Injury in Combat (JTAPIC) and it is comprised of multiple
elements of data flow and analysis. The JTAPIC Program is a partnership among the
intelligence, operational, materiel, and medical communities with a common goal to
collect, integrate, and analyze injury and operational data in order to improve our
understanding of our vulnerabilities to threats and to enable the development of
improved tactics, techniques, and procedures and materiel solutions that will prevent or
mitigate blast-related injuries. One way this is accomplished is through an established,
near-real time process for collecting and analyzing blast-related combat incident data
across the many diverse communities and providing feedback to the Combatant
Commanders. Another example of JTAPIC’s success is the process established in
conjunction with Project Manager Soldier Equipment for collecting and analyzing
damaged personal protective equipment (PPE), such as body armor and combat
helmets. JTAPIC partners to include the JTTS, the Armed Forces Medical Examiner,
the Naval Health Research Center, and the National Ground Intelligence Center
conduct a thorough analysis of all injuries and evaluate the operational situation
associated with the individual damaged PPE. This analysis is then provided to the PPE
developers who conduct a complete analysis of the PPE. This coordination and analysis
has led to enhancements to the Enhanced Small Arms Protective inserts, Enhanced
Side Ballistic Inserts and the Improved Outer Tactical Vests to better protect our
Soldiers.

These efforts have resulted in unprecedented survival rates from increasingly
more lethal injuries sustained in battle. Despite the rising Injury Severity Scores, which
exceed any experienced by our civilian trauma colleagues in US trauma centers, the

percentage of Soldiers that survive traumatic injuries in battle has continued to increase.
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Again, this is due to the fusion of knowledge across the spectrum of care that resuits in
better equipment, especially personal protective equipment like body armor; better
battlefield tactics, techniques, and procedures, changes in doctrine that reflect these
new practices, and enhanced training for not only our combat medics but the first
responder ~ typically non-medical personnel who are at the scene of the injury.

One of our most recent examples involves the collection of data on wounding—
survivable and lethal. Careful analysis of the information yielded recommendations for
improvements to personal protective equipment for Soldiers. This is a combined effort of
the JTTS and their partners coordinated by the Institute of Surgical Research. Another
combined effort being managed by USAMRMC is the DoD Blast Injury Research
Program directed by Congress in the 2006 National Defense Authorization Act. The
Program takes full advantage of the body of knowledge and expertise that resides both
within and outside of the DoD to coordinate medical research that will lead to
improvements in the prevention, mitigation or treatment of blast related injuries. The
term “blast injury” includes the entire spectrum of injuries that can result from exposure
to an explosive device. Most of these injuries, such as penetrating and blunt impact
injuries, are not unique to blast. Others, such as blast lung injury are unique to blast
exposure.

The chitosan field dressing, the Improved First Aid Kit, the Combat Application
Toumiquet, and the Warrior Aid and Litter Kit are a sampling of some of the advances
made in recent years through the combined work of providers, researchers, materie!
developers, and others. These protective devices, treatment devices, and
improvements in tactics, techniques and procedures for initial triage and treatment
through tactical evacuation, damage control, resuscitation, and resuscitative surgery,
strategic evacuation are all illustrative of the results of this application of “Effects Based
Operations” to a medical environment. These advances directly benefit our Soldiers
engaged in ground combat operations.

The concept of Effects Based Operations extends to our work in healthcare in
our garrison treatment facilities as well. There are many substantial benefits from
focusing on the clinical outcome of the many processes involved in delivering care and
in harnessing the power of information using the Electronic Health Record. in the
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AMEDD, we promote these clinical best practices by aligning our business practices
with incentives for our clinicians, administrators and commanders. We don’t simply fund
our commanders with what they received last year with an added factor for infiation.
This would not cover the real escalation in costs and would lead to bankruptcy! We also
don’t just pay for productivity. Although this remains a key element in maximizing the
resources of a hospital or clinic to care for the community and its patients, quality is
never sacrificed. Like the Army and the joint warfighting force, we aren’t just interested
in throwing a lot of ordnance down-range. We—like the Army—want to know how many
targets were struck and toward what positive effect. At the end of the day, that is what
our patients and what my own family wants: they want to remain heaithy and they want
to be better for their encounters with us, which is best addressed through an Evidence’
Based Medicine approach. Ultimately, this is what they deserve.

We have used a system of outcomes-based incentives for almost 4 years now—
it was implemented across the entire MEDCOM last year after an initial tral for several
years in the Southeast Regional Medical Command. | believe strongly in this approach.
It promotes our focus on adding value to peoples’ lives through our efforts as a health
promotion and heaithcare delivery community. Last year alone we internally realigned
$112 million to our high performing health care facilities. Our efforts have resuited in
the Army being the only Service to increase access to healthcare by delivering more
services every year since 2003.

A robust, sustainable healthcare benefit remains a critical issue for maintaining
an all volunteer Army in an era of persistent conflict. Increased heaith care demand
combined with the current rate of medical cost growth is increasing pressure on the
defense budget and intemal efficiencies are insufficient to stern the rising costs.
Healthcare entitlements should be reviewed to ensure the future of our high quality
medical system and to sustain it for years to come.

I've talked a lot about joint medicine and our collaborative efforts on the
battlefield, and | strongly believe it represents future success for our fixed facilities as
well. In the National Capital Region (NCR), Walter Reed Army Medical Center will close
and merge with the National Naval Medical Center to form the Walter Reed National

Military Medical Center. The Department of Defense stood up the Joint Task Force
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Capital Medicine to oversee the merging of these two facilities and the provision of
synchronized medical care across the NCR. The process starts this fiscal year and is
on track to end in mid FY2011. Transition plans include construction and shifting of
services with the goal of retaining current level of tertiary care throughout.

San Antonio is the next location that wili likely see a lot of joint movement with
establishing the Defense Medical Education Training Center and combining the
capabilities of the Air Force’s Wilford Hall Medical Center and the Brooke Army Medical
Center into a jointly-staffed Army Medical Center. | see potential for great value in
these consolidations as long as we work collaboratively and cooperatively in the best
interests of all beneficiaries. We have proven that joint medicine can work on the
battlefield, and at jointly-staffed Landstuhl Regional Medical Center. | have no doubt
that Army Medicine will continue to lead DoD Medicine as we reinvent ourselves to
define and pursue the distinction of being world-class through joint and collaborative
ventures with our sister services.

As Army Medicine and the Military Health System (MHS) move forward together,
| have three major concerns that wiil require the attention of the Surgeons General, the
MHS leadership, and our line leadership. The continued assistance of the Congress will
also be helpful. These concerns relate to the role of the direct care system, the aging
infrastructure of our medical facilities, and the importance of recruiting and retaining
quality health care professionals.

One of the major lessons reinforced over the last year is that the direct care
system is the foundation for caring for our wounded, ill, and injured Service members.
All of our successes on the battlefield, through the evacuation system, and in our
military medical facilities spring forth from the direct care system. This is where we
educate, train, and develop the critical skills that we use to protect the Warfighter and
save lives. As the foundation of military medicine, the direct care system needs to be
fully funded and fully prepared to react and respond to national needs, particularly in
this era of persistent conflict. As proud as we are of our TRICARE partners and our
improved relationship with the Department of Veterans Affairs, we must recognize that
the direct care system is integral to every aspect of our mission--projecting and
sustaining a healthy and medically protected force, managing the heaith and care of our
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Soldiers and our military family, and deploying a trained and equipped medical force.
Congress—and this committee in particular--has been very supportive of the direct care
system. Thank you for recognizing the importance of our mission and providing the
funding that we need. Last year, in addition to funding the direct care system in the
base budget, you provided additional suppiemental funding for operations and
maintenance, procurement, and research and development—thank you for providing
these additional funds. We are ensuring this money is used as you intended to
enhance the care we provide Soldiers and their Families. Please continue your strong
support of the direct care system.

The Army requires a medical facility infrastructure that provides consistent,
world class healing environments that improve clinical outcomes, patient and staff
safety, staff recruitment and retention, and operationa! efficiencies. The quality of our
facilities — whether medical treatment, research and development, or support functions -
is a tangible demonstration of our commitment to our most valuable assets - our military
family and our MHS staff. Not only are these facilities the bedrock of our direct care
mission, they are also the source of our Generating Force that we deploy to perform our
operational mission. The FY 09 Defense Medical MILCON request addresses critical
investments in DoD biomedical research capabilities - specifically at the US Army
Medical Research Institutes of Infectious Disease and Chemical Defense, and other
urgent health care construction requirements for an Army at war. To support mission
success, our current operating environment needs appropriate platforms that support
continued delivery of the best health care, both preventive and acute care, to our
Warfighters, their Families and to all other authorized beneficiaries. | respectfully
request the continued support of DoD medical construction requirements that will deliver
treatment and research facilities that are the pride of the Department.

My third concern is the challenge of recruiting and retaining quality health care
professionals during this time of persistent confiict with multiple depioyments. The two
areas of greatest concern to me in the Active Component are the recruitment of medical
and dental students into our Health Professions Scholarship Program (HPSP) and the
shortage of nurses. The HPSP is the major source of our future force of physicians and
dentists. For the last 3 years we have been unable to meet our targets despite focused
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efforts. The recent authorization of a $20,000 accession bonus for HPSP students will
provide another incentive to attract individuals and hopefully meet our targets. In the
face of a national nursing shortage, the Army Nurse Corps is short over 200 nurses.
We have increased the nurse accession bonus to the statutory maximum of $30,000 for
a four-year service obligation. The Army Reserve and National Guard have also
encountered difficulty meeting mission for the direct recruitment of physicians, dentists,
and nurses. We have increased the statutory cap of the Reserve Component (RC)
Heaith Professions Special Pay to $25,000 per year and have increased the monthly
stipend paid to our participants in the Specialized Training Assistance Program to
$1,605 per month and will raise it again in July 2008 to $1,905 per month. As you
know, financial compensation is only one factor in recruiting and retaining employees.
We are looking at a variety of ways to make a career in Army Medicine more attractive.
A 90-day mobilization policy has been in effect for RC physicians, dentists and nurse
anesthetists since 2003; this policy has had a positive impact on the recruiting and
retention of RC healthcare professionals. In October 2007, U.S. Army Recruiting
Command activated a medical recruiting brigade to focus exclusively on recruiting
heaith care professionals. It is still too early to assess the effectiveness of that new
organization, but | am confident that we will see some progress over the next year,

The men and women of Army Medicine—whether Active Component, Reserve
Component, or civilian—impress me every day with their professionalism, their
commitment, and their selfless service. Nothing is more important to our success then
our dedicated workforce. | have established Major General (MG) Gale Poliock as my
Deputy Surgeon General for Force Management so that she can focus her incredible
talent and energy on a Human Capital Strategy for the AMEDD that will make us an
“employer of choice” for healthcare professionals interested in serving their country as
either Soldiers or civil servants. Your expansion of Direct Hire Authority for health care
professionals in last year’s appropriations bill was a clear indicator to me of your
willingness to support innovative solutions to our workforce chalienges. As this strategy
matures, | will stay closely connected to you and your staff to identify and clarify any
emerging needs or requirements.
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In closing, | want to assure the Congress that the Army Medical Department’s
highest priority is caring for our wounded, ilf, and injured Warriors and their Families. |
am proud of the Army Medical Department’s efforts over the last 12 months and am
convinced that in coordination with the Department of Defense, the Department of
Veterans Affairs, and the Congress, we have “turned the corner” toward establishing an
integrated, overlapping system of treatment, support, and leadership that is significantly
enhancing the care of our Warriors and their Families. | greatly value the support of this
committee and look forward to working with you closely over the next year. Thank you
for holding this hearing and thank you for your continued support of the Army Medical
Department and the Warriors that we are most honored to serve.
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MEDICAL INFRASTRUCTURE

Mr. MURTHA. Thank you very much, gentlemen. Let me just say
that we have asked for a list of the infrastructure, medical infra-
structure deficiencies, and we have gotten it from the Army. We
got it from all three? Okay. Well, Mr. Young and I, are going to
present to the committee that we are going to transfer the money
to the Military Construction Committee to take care of those defi-
ciencies. If it does not get done in those next 2 years, it won’t get
done.

In talking to Major Rozelle, I asked him how it was going with
the center that he works so effectively with, and he said it is so
much better. He believes that the troops now understand, if some-
thing happens to them, they have some place they can go and get
rehabilitated. And I appreciate that. That is the kind of thing that
we do all the time.

I do not know about the Defense Department, because we have
some arguments with the Defense Department about their prior-
ities, but this committee stands ready to make sure that the troops
have what they need when they come home. And infrastructure is
such an important part of it. So we will continue to ask you ques-
tions, and as long as you give us the answers, we will take care
of it financially in the next—I do not know if we will get it all in
1 year, but we will get it in the next 2 years because it is going
to amount to $6 billion or $7 billion. We will work it out. We are
looking for places to find other money. And the staff has been very
good in ferreting out some of the extra spending in some of the
other agencies that have asked us for money.

Mr. Young.

WARRIOR TRANSITION UNITS

Mr. YOUNG. Mr. Chairman, thank you very much.

And I think all of you know of Chairman Murtha’s dedication, es-
pecially to the wounded troops and their families. And I really like
to visit the hospitals and visit the wounded kids along with Mr.
Murtha, because when my wife finds out about a family that needs
financial help, she makes me empty my wallet. She also makes him
empty his wallet.

Mr. MURTHA. I empty my wallet before I see her.

Mr. YOUNG. I want to ask or talk about the Army’s Warrior
Transition Units. And my first question is going to be, does the
Navy and the Air Force have similar programs like the Warrior
Transition Unit?

General ROUDEBUSH. Sir, I can speak for the Air Force. Our
focus is to transition those individuals back to their unit, pref-
erably, or back to their home of record for recovery, rehabilitation.
We do that through a variety of activities. The Air Force Wounded
Warrior Program, formerly Palace HART, has a family liaison offi-
cer assigned to each severely wounded individual, who assists in
not only the immediate delivery of care, the immediate recuper-
ation, but continues to follow through rehabilitation back to the
unit and then onto transition to the Veterans Administration (VA)
if that is appropriate. So we track those individuals one by one
with their unit commander, their line commander, principally with
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view and responsibility and accountability for those folks as they
work in close collaboration with the medics. So, for us, it is not so
much a unit activity as it is a, one by one, returning them to their
unit of record or their home of record to assist them in their reha-
bilitation.

Admiral ROBINSON. Congressman Young, the Navy has a pro-
gram which includes a Wounded Warrior Regiment that is located
in D.C. And the commanding officer is Colonel Boyle. And then we
have Wounded Warrior Battalions at Camp Lejeune and at Camp
Pendleton. The concept is to make sure that Navy Medicine part-
ners with the line of both blue Navy and also the green side, the
Marine Corps, to make sure that the nonmedical and the medical
care needs of the individuals are taken into consideration. Our goal
is to decentralize the care, get it away from the medical place of
treatment as soon as that is advisable, not a day or a second be-
fore, do the nonmedical and the medical case management from the
administrative and the medical perspective, then if, I can use the
word, repatriate the patients back with their units and back into
their home environments or their units’ environments because we
think that there is better healing and there is a better transition
that occurs. So we do in fact take care of those young men and
WOII}llen that are coming through in that regard. And I will leave it
at that.

Mr. YouNG. I am glad you mentioned the Wounded Warrior at
Pendleton and Lejeune. Just a couple weeks ago, I had a chance
to visit with the Wounded Warrior Battalion at Camp Pendleton.
It was very impressive I have to tell you. And the reason I asked
about this, and I knew that you all had similar programs, and
when you talk about returning them to duty, what I am concerned
about is going beyond that and preparing them for a successful life
as a veteran in their community. And I just wonder how much fol-
low-up, and this may not be the right group of witnesses to ask this
question of. It may be better asked of the VA, and I am doing that,
too. But I want to tell you, just give you an example of a situation
that we dealt with. In fact, it was a Marine that was from my area
in Florida. I got to know him very well and the family. His injuries
were serious. And after going through Bethesda and after going
through the VA Hospital at Haley in Tampa, the VA decided that
he was never going to get any better. He was more or less totally
incapacitated. His family would not settle for that. And they took
him to a private facility in California. And this private facility
brought this Marine back to life. He is able to walk. He is able to
talk. He had some legal matters, and he was able to appear in
court to the satisfaction of the Judge to make decisions. Somewhere
along the line, he was warehoused because he was never going to
survive. The family decided that was not good enough. Now, did
the Warrior Transition Units that have organizations in all those
services, do you follow up on those young men and women that
have gone into the VA system to a conclusion one way or the other?
Because you know, this man is returning to a very useful life, a life
that he can enjoy. And the government had given up on him.

Admiral ROBINSON. I think that, from the Navy’s perspective, we
have case managers that, once a wounded person has come back,
will stay with them throughout the care process. So that means
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that as they transition to the Department of Veterans Affairs and
to VA Hospitals, our case managers will still track them and keep
up with them. I am not going to tell you that at any point we are
going to make sure that we take care of everyone and have the suc-
cess of this one individual. But your example actually has been re-
peated more than one time during this particular war. So it needs
to be looked at. And that is the capacity for the injuried, particu-
larly on the neurologic point of view, to come back even after we,
from a medical perspective, have thought that they could not. And
certainly at the National Naval Medical Center at Bethesda, we
have learned that repeatedly with the very traumatic and extensive
head injuries that we have received. We have seen people, who
heretofore medically it had been concluded were not going to have
a good quality of life, then come back and go to college and become
very productive.

So the answer to your question is, yes, we try to track everyone.
I am not sure that we are always successful at providing the long-
term systematic rehabilitative care that they need. We have to de-
pend on DVA, Department of Veterans Affairs, to help us with it,
but we still track them, even as they go to the VA.

Mr. YOUNG. I have talked to General Peake about this consider-
ably since he became Secretary of Veterans Affairs. You will re-
member this case, Admiral, because he was the Marine that was
so tall you had to get a long extension to put on his bed. And I
know you remember that very well.

Admiral ROBINSON. Yes. I do.

General SCHOOMAKER. Yes, sir, and I would just add my com-
ments. We have obviously three very similar parallel systems with
case managers that are especially engaged during the acute phase
of treatment and intermediate rehabilitation. A major provision I
think of Dole-Shalala recommendations, as well as the work of the
senior oversight committee between the VA and the Department of
Defense, the committee chaired by Deputy Secretary Mansfield
from the VA and Deputy Secretary of Defense Gordon England, is
the development of these Federal care coordinators who exist, as I
describe them, as AWACs that fly over the two environments, DOD
Medicine and the VA Medicine, and even into the network of pri-
vate care and rehabilitation. And they reduce the interagency fric-
tion that may occur. But they are also committed to lifetime man-
agement. Because, frankly, three decades from now, none of us sit-
ting at this table are going to be around for the management of
that young Marine or that young soldier or airman or sailor. What
we need is that warm hand off and continued handshake between
the agencies to make that happen. And, sir, I think we are working
very hard at exactly that. And I know Secretary Peake is focused
on it.

General ROUDEBUSH. Yes, Congressman Young, relative to the
Air Force, we follow three tracks for our severely injured and
wounded Airmen. First is obviously full recuperation or rehabilita-
tion, and if they desire, back to active duty, and if that is able to
be accommodated within the demands and the construct of the ac-
tive duty service requirements. If they are not able to come back
to active duty, but wish to continue to serve in the Air Force, we
facilitate and aggressively work to place them within Department
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of the Air Force civilian positions, and have done that. But for
those who either transit into civilian positions or transit to the VA,
by policy, our Air Force Wounded Warrior Program follows them
for a minimum of five years with contact, with query, with support
to assure that they are in fact continuing to do well so that each
is returned to the maximum in terms of lifestyle and capabilities.

Mr. YouNG. Well, thank you all very much. We owe these heroes
the very best that we can provide them and their families. It is
really important. And we appreciate all of you. Mr. Chairman, I
know I have gone over time, but thank you very much.

Mr. MURTHA. Mr. Moran.

TRAUMATIC BRAIN INJURY

Mr. MORAN. Thanks very much, Mr. Chairman.

Mr. Chairman, have you asked why the Pentagon has only obli-
gated $53 million of the $900 million that this Committee provided
for traumatic brain injury? It might be useful to—I do not want to
take up a lot of time on that, and there is probably a good reason,
but it is a pretty small amount given the priority that this Defense
Appropriations Subcommittee gave to traumatic brain injury. Is
there a quick, concise explanation for that?

Dr. CAsSCELLS. Mr. Moran

Mr. MORAN. Good to see you, Dr. Casscells.

Dr. CAssceELLS. Thank you, sir.

We, as you know, feel this is job number one. And we had a little
delay in getting it out of the Pentagon to the Army as the executive
agent for this research. And what the Army has done now, and I
will brag about them because they will not brag about themselves,
is they have reached out, sir, to NIH, to top academic centers
around the country, all the hands, everybody welcome, competitive
process, and they set these requirements for, what does it really
mean? How can we have a balanced program where we work hard
to reduce the stigma and study it and where we get the caregivers
in there? And now this money is flowing. They are obligating it.
They are spending it. And more importantly, sir, they are getting
quick returns on investment, and two types primarily. One is, Gen-
eral Schoomaker can talk to this, it is about they are studying the
impact on stigma, people’s reluctance to ask for help. That is one
issue. Second is the tremendous number of top notch academic pro-
posals, people wanting to work with us.

Mr. MORAN. That is what I want to hear, Dr. Casscells. I have
got a lot of question areas. I just

Mr. MURTHA. Would the gentleman yield?

Mr. MORAN. Sure.

Mr. MURTHA. You are not telling me we are spending a lot of
money on administration and not spending money on taking care
of people?

General SCHOOMAKER. Sir, maybe, I can intervene for just a sec-
ond to say, of the $900 million, sir, $300 million has gone to re-
search, as Dr. Casscells said; $600 million is going to care. Of the
$300 million, the bulk of those dollars will be obligated in June and
July. They are all programmed. There will be 100 percent obliga-
tion by the end of the fiscal year for the $300 million. Of the $600
million, the bulk of that came to the Army, $262 million. All of it
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is programmed. Not all of it is obligated yet, because we want to
do a deliberate process of contracting and the like. But at least for
this Service, and I think for the other Services as well, we have a
very good program. We understand your interest in ensuring that
we obligate those dollars before the end of the fiscal year. And
frankly, we have to.

Mr. MORAN. That is the point of asking the question, to empha-
size the priority that this Committee has given that. And this is
one of the—the four of you, and those folks whom you represent—
is the real success story that we have the most agreement with on
this Committee. When you consider the fact that killed-in-action
rate is half what it was in World War II; it is a third less than
it was in Vietnam; the survivability rate is 90 percent, that shows
that in this particular area we have made enormous progress.
When you think that these soldiers have such a higher chance of
surviving being wounded in action, in some cases as Mr. Young
said, if it were Vietnam or World War II, they would be goners.
And they are not today because of what you have done.

PROSTHETIC IMPROVEMENT PROGRAM

Now I was over at DARPA recently, and they were showing us
some tremendous progress. I am going to take a little more time
since you extended a bit there, but there they showed tremendous
progress. They were showing us some monkeys that they regularly
fed them, and then the monkeys, they were not able to reach it,
and they found that there are brain waves that can actually cause
prosthetic limbs to move and get the food and so on. And they say
that they are ready now for brain waves to really control these
prosthetic devices. And they want to introduce it at Walter Reed,
but they are a little concerned that, again, as the chairman says,
the administrative process of getting this stuff working for soldiers.
And, you know, these are just scientists, but they said, you know,
it really troubles us, we have got it working now, and it would
mean so much to us if we could see it working on soldiers at Walter
Reed, and it is not just because there is this administrative delay.
We know we can give them a prosthetic device that can be con-
trolled by the brain waves. Now, are we trying to facilitate this?
You know, I know you have got so much bureaucracy you have to
work with, but——

General SCHOOMAKER. Sir, I am actually very familiar with that
program.

Mr. MORAN. You are. Good.

General SCHOOMAKER. That is the third phase of the Prosthetic
Improvement Program. We have gone through the first phase that
has been around a hundred years. We are into the second phase
in which we actually put now myoelectric connectors to the stump.
And DARPA is helping us to develop the implanted chip in the
brain that works on the brain’s intent to move the prosthesis. And
so that program is actually aligned with the Blast Injury Program
that is being administered for the Department of Defense out of the
United States Army Medical Research and Materiel Command.
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SHORTAGE OF HEALTHCARE PROFESSIONALS

Mr. MORAN. So we are going to implement it while they are still
in the hospital.

Third thing, I am concerned—we have been talking about Walter
Reed. And we are replacing it, and we are going to get first class
facilities, but we are not going to close down Walter Reed until we
are ready. DeWitt is one of those replacement facilities. And it is
going to be one of the finest military medical facilities in the coun-
try. But I am told one of their concerns is that, while they have
the facility up, they are afraid they are going to have a major
shortage of nurses, physical therapists, mental health counselors,
the Warrior Transition Teams. They do not have the personnel
ready to fill in. So they will have a big building, and they will have
lots of wounded warriors needing help, but they are not going to
have the health professionals, particularly the healthcare profes-
sionals, that they desperately need. Are we going to be able to fill
that gap in time, Dr. Casscells?

Dr. CassceLLs. Congressman Moran, that is a great question,
and we are continually having to increase the special incentive
pays for caregivers, nurses in particular, and dentists are in short
supply, certain surgical specialties are in short supply. In addition,
we want to be able to take advantage of people who are local. That
is why, with your help, we met with people at Northern Virginia
College and Inova Mount Vernon. We are looking forward to inter-
action there. There are a lot of opportunities there to work with
them. So, in some places, it will be—the situations will be adapted
to the local opportunities.

MEDICARE TRUST FUND

Mr. MoORAN. All right. Thanks. As long as you are on top of that.
I have one other question. Mr. Horner asked, and maybe you can
answer it for the record, but I wonder, too, we just passed this
major Medicare—you know, we have this major Medicare Part B
program. If you are in a military treatment facility that is reim-
bursed by Medicare, can they get reimbursement from Medicare
Part B if they are providing care to our TRICARE For Life per-
sonnel? Are you going after that money to reimburse the military
budget?

Dr. CASSCELLS. Yes, sir. You know, we put I think it is $15 bil-
lion into the Medicare Trust Fund every year, but in addition,
when patients are hospitalized we do bill third-party providers.
And one of the things that we have learned in the last few years
is that if all of those moneys come back to my office, nobody both-
ers to collect them. Now leaving those moneys with the commander
who collects them, there is an incentive, and they are collecting
those third-party payments. They can use them for operations, or
education and research. That is the way to go. As I said before,
healthcare is local, and the commanders learn from each other. We
want to make sure that there is plenty of decentralization in our
system for that kind of reason.

Mr. MORAN. All right. Well, that is a lot of money. I am glad you
are doing that. We will ask later about the 30-minute drive time
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standard that is affecting a lot of our seniors that was just imple-
mented.

But thank you very much, Mr. Chairman.

Mr. MURTHA. I am encouraged to hear from the staff that you
have requested more money for—to continue the PTSD and the
brain damage money for next year. We want to make sure that this
is not just a one-time deal; this is something that is going to take
a long time. And we just obviously do not want to appropriate
money that is not needed, but I am encouraged that you have al-
ready come to us and said, okay, this is something we need in addi-
tion to the military medical infrastructure.

Dr. CAssceELLS. Thank you, sir.

May I just say, the more we have gotten into this, the more we
have found what the opportunities are. Several things have hap-
pened since we first got the—for example, the $300 million re-
search fund and the $600 million for operations. On the research
side, one of the exciting things is that we had the developments in
November with the Japanese and Jim Thompson from the Univer-
sity of Wisconsin found that you could take your own skin cells and
reprogram them to become stem cells. This is obviously a block-
buster breakthrough. And we think this is going to help. We have
got 150 people or so with spinal cord trauma. We have got about
the same number of bad eye injuries, people who are really func-
tionally blind. This is probably their best hope, this kind of thing.
Now that is on the basic science side.

In addition, sir, we have been reminded by our patients that
there are a lot of therapies that patients are very interested in and
keen on that are what you might call soft therapies. They might
be meditation. They might be sunshine, exercise, diet, vitamin sup-
plements, or electromagnetic. There are all kinds of things people
are keen on, and they are doing them anyway in an uncontrolled
way. So one of the things we would like to do with these funds, sir,
is take a what I call a hard look at soft therapies, put a scientific
look on some of these things that are—some of them are very valu-
able. Some of them could be voodoo. So we want to look. We would
like to recognize that people make their own decisions in
healthcare. But we ought to factor them into what we are doing.

The third thing, sir, is that we had a report yesterday from the
Iraqi ambassador and the Iraqi surgeon general. They estimate
that 60 percent of the country has PTSD. I do not mean PTS, I
mean PTSD. And they have asked for our help in developing cul-
turally sensitive ways to reach out to that country. And as we go
into Africa, where there are many traumatized people, Asia, their
concept of psychology is different than ours. And it has different
cultural roots.

But I believe, sir, that the Uniformed Services University and
Armed Services, which are highly diverse, particularly in our en-
listed population, we have got 11 percent foreign born. These are
people who want to give back to the world. And mental health is
a big deal. And I will just close by saying the number two at World
Health Organization visited me this week. He said, in two years—
this is Dr. Ala Alwan—depression will be the biggest cause of
death globally. Depression. Because it causes so much mayhem,
heart attacks, and suicide and so on. And he said this is the num-
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ber one cause of death. So he said the U.S. military sounds like it
is going to become the world leader in psychological health, and I
applaud that. And to hear that from the World Health Organiza-
tion, sir, that was a new day. Thank you.

Mr. MURTHA. Ms. Kaptur.

REMARKS OF Ms. KAPTUR

Ms. KAPTUR. Thank you.

Dr. Casscells, could you repeat the percentage of Iraqis you stat-
ed were symptomatic with PTSD?

Dr. CAssceELLS. The figure I got from Drs. Shakir and Samir was
about 65 percent. They feel that about two-thirds of the people
have had some kind of—have been traumatized either by trauma
to themselves, a family member, a close associate at work, and they
are struggling with that. Now, most people recover from PTSD.
Most people recover. But this is an opportunity and an obligation.
You know, of course, we saw this in Europe after World War II.
We saw it in Vietnam. And these societies have rebounded. One of
our questions is, how can we be of help?

Ms. KAPTUR. Maybe I will start my questioning here, and I want
to thank the Chairman for showing such a deep interest in this
health issue. I think every member and every soldier we represent
thanks him very, very much for that. I certainly do. Thank you
gentlemen, Doctor, Generals, Admiral. I have great admiration for
your work and for what you are trying to do. I will begin with an
analogy from a meeting the other day, because you work for the
largest bureaucracy in the world. Maybe I should say the largest
organization in the world. We had a hearing on defensive missile
systems. And I asked a question of the Defense researchers wheth-
er they knew about the Harpoon, which is an offensive system. It
was very interesting to me they did not. That was a shocking mo-
ment. And it just said to me how massive the institution is that
people often do not know what one another are doing. I can’t imag-
ine in the medical area it is much different. There may be some-
thing happening on the Air Force side that Navy does not know or
Army. And then I wonder about Guard and Reserves, because it is
such a large organization. So I am going to ask some specific ques-
tions, because I can only understand how effective we are working
together for our country if I follow specific cases up the bureauc-
racy and figure out what happened. I am going to ask you to report
back to us, if you could, on Ohio, the State I represent, and our ef-
forts, our extraordinary efforts long before the $900 million was
passed in the last budget to deal with the issues of
neuropsychiatric care for our returning vets. Because we had so
many combat vets not just from—we do not have bases like Fort
Hood, but we have Guard and Reserve units that have been in the-
ater multiple times. And it is my impression they are not being
properly diagnosed and treated. I have actually—I know that. That
is not a hypothesis; that is a fact. So here is what I am going to
ask you kindly to report back to us on in some way. I do not know,
Dr. Casscells, if you are in charge or if each branch is in charge.
I do not know who I am asking to report back, but I wish you
would do it all together somehow. I am interested in the following
facts: Number one, for 2009, in your proposed budget, how many
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more psychiatrists will work for the Department of Defense to treat
these illnesses we are talking about in the neuropsychiatric area,
right now I am focusing on, including traumatic brain injury, which
is not a neuropsychiatric illness, but concussion related, but head-
related injuries? And how many psychiatric nurses, how many
more psychiatric nurses will be working for the Department based
on the legislation that we have passed this coming year compared
to last year and this year? Look at this 3-year period. So we look
at before we passed the legislation, this fiscal year, which is the
first year, and then looking toward next year in your proposed
budget. All I am looking at are psychiatrists and psychiatric
nurses.

Number two, I would like you to look at Ohio. Our commanding
officer for the Guard and Reserves is General Wayt, W-A-Y-T.
General Wayt is working with Case Western Reserve University,
and a preeminent neuropsychiatrist by the name of Dr. Joseph
Calabrese. And I do not think I am speaking out of turn to say Dr.
Calabrese says the worst experience of his entire career, and he is
in his mid-50s, is trying to get the funds from the Department of
Defense that we voted over multiple years now to deal with return-
ing vets.

My question to you is, why has it been so hard? What is going
on in there that a brilliant set of doctors who are trying—and I do
not even represent Case. All I know is it is the best institution in
my State to help to spearhead this effort working with all of our
medical facilities and with our Guard and Reserve. What happened
inside of Defense for him to say to me, “this is the worst experience
of my professional career, trying to work with that bureaucracy”?
I am not blaming anyone. All I want to do is take care of sick vet-
erans coming home, and I can’t get it done. All right. So I want
to know why—I would like somebody to call Dr. Calabrese, figure
out, working with General Wayt at the State level, what is going
on inside DoD that we can’t get this done? So that is the second
question.

The third question I want to know, I am going to mention two
specific veterans from my district who are wounded forever. One is
Matthew Drake, who will be probably a quadriplegic—no, excuse
me, Matthew Kyle, Matthew Kyle, quadriplegic for life. He is down
somewhere near Fort Hood right now. I would like to know, I
would like to have a profile on how he is being taken care of; why
did he end up in Texas rather than Ohio where he is from? Why
were we unable to take care of him in Ohio? Maybe it was a family
choice. And also, veteran Matthew Drake, who I understand is in
some family facility somewhere in Colorado. These are both Army.
His family is in Ohio. But they took him out of the government
medical facilities because they were unable to care for him. I want
to know why. I just do not know why. He needs 24-hour-a-day care,
but he is not near his family. He is over in Colorado. His family
is in Ohio. Matthew Kyle, Matthew Drake. Okay.

Another question, I have an asset I want to put on the table. Dr.
Casscells, you talked about the Iraqi people. I have wondered about
PTSD and all kind of things because of the bombing and the pres-
sure on people for different reasons. I represent a lot of Arab-
speaking doctors. I have wondered about backup in theater either
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for our own medical units or working with hospitals or medical fa-
cilities in Iraq, if we could not get telemedicine in there. The
former head of our medical college in Toledo, Dr. Gohara, is Arabic
speaking. We have a Marine now who is a head of our medical col-
lege back home, Dr. Lloyd Jacobs. I am looking at this asset I have
of Arabic-speaking doctors and saying to myself, how can we use
telemedicine into several commands that are out there to treat
both our soldiers and the Iraqi people where it is possible and de-
velop relationships that help on the medical front? Does that make
any sense or not? Could you report back to me on that?

My time has probably expired, Mr. Chairman, but I would finally
ask to use a unit in my district as a test case of whether what we
are trying to do at this level is working at the ground level. And
that is the 983rd Engineering Battalion Army Reserves located in
Ohio, commanding officer in Chicago, Illinois. There are men and
women in that unit, largely men, with PTSD untreated. How is
that possible with all the money that I have been voting for here
in the Congress?

[The information follows:]
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THE ASSISTANT SECRETARY OF DEFENSE

1200 DEFENSE PENTAGON
WASHINGTON, DC 20301-1200

HEALTH AFFAIRS FEB 29 2008

The Honorable John P. Murtha
Chainman, Subcommittee on Defense
Committee on Appropriations

U.S. House of Representatives
Washington, DC 20515

Decar Chairman Murtha:

Thank you for your support and advice in the hearing on February 28, 2008. Your
support has sustained us through a tough year and has enabled us to make a good deal of
progress, but we have more to do.

Thanks also for letting me finish my answer about your offer for uses of the
renewed funding for psychological health. When I ran out of time, I had just mentioned
the challenging statement brought to us by two Iraqi doctors, namely that as much as 65
percent of Iraqi people had experienced post-traumatic stress.

The rest of the story is that Iragi doctors did not seem to have much data or any
recent data on this point. When [ returned to Iraq in January 2008, I asked about this
issue and learned that people were feeling more confident, and that the incidents of
divorce, substance abuse and domestic abuse were low. Moreover, most people told me
they and their neighbors were working again, and that — as you know — is the best
therapy.

Because there is so little accurate recent data, 1 suggested to Gen. David Petraeus,
Commanding General, Multi-National Force - Iraq, that we make a nationwide survey a
high priority and that the survey include not only physical health but also mental health
and satisfaction with access and quality health services.

I also suggested to Gen. Petracus that we pay attention to the birth rate, which
Iraqis tell me has been climbing for the past year, We also need to concentrate on the
return of doctors and others who had emigrated.

Such a survey may well show there are many traumatized persons whom we may
be able to help (for example, through our collaboration with the substance abuse and
mental health services administration at Health and Human Services). [ would expect the
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number, however, to be well below 65 percent, based on my own experiences there,
where people seem much more optimistic than when I left in November of 2006.

Thanks again for all you do for our troops and their families. With gratitude and

respect.
So/v»(*/ gég 1Y
. inCerely, \Vﬁ'
AN
S. Ward Casscells, M.D.
cc:

The Honorable C.W. Bill Young
Ranking Member



79

Mr. MURTHA. Let me just say, Mr. Young has to leave, and we
have no Republican here, so we are going to have to shorten our
questioning. So you will need to get that done here by 11 o’clock,
because Mr. Young has to leave. So if you will shorten your ques-
tions.

Ms. KAPTUR. That was my last one, Mr. Chairman. A lot of it is
reporting back and asking them to comment on specifics so I can
understand why what I voted for still does not create more help for
my veterans that are coming home in our region.

Mr. MURTHA. I will say we would work, this Committee is in the
forefront, we have been working hard trying to have case workers
to take them not only through the stay in the military hospital, but
in through the VA right through survival. And the examples I used
are two civilians, two reporters that were hurt so badly and had
civilian case workers help them. And Bill Young earlier talked
about how the family got involved, and now we have case workers
who are going to be following these people, and General
Schoomaker talked about this, the whole way through. We all have
the same problems and concerns. And the thing that I worry about,
though, is not—talking about it does not solve it. We have got to
make sure it happens. And I would hope—I went to Fort Hood just
recently. I saw an improvement, substantial improvement of how
it used to be. In other words, they talked to the troops. The troops
reacted. They screened them, and then they started counseling
them. I do not know when you intervene because the book I am
reading about war and redemption that Admiral Mullen gave me
said, if you intervene too soon, they will not talk. It is the worst
thing you can do. It is the most delicate, difficult problem you can
possibly face. And all of us struggle with it. I have been reading
three or four books about it. And Vietnam, Korea. And so I think
what you brought up is the point all of us are struggling with, try-
ing to get to the bottom of it. But there is nobody that has done
more than we have in this subcommittee for military medicine. So
I appreciate what you have just said, and we work at it all the
time. And if you folks will answer any questions she has for the
record.

Dr. CassceLLs. Sir, I will take the responsibility. I think I will
have to get with your staff on some of these telephone numbers,
ma’am, to contact these people and get you your answers. But as
you can see, just a few people who are struggling with PTSD really
capture your heart, as they captured yours. And if I could just fol-
low up, I would say again, this is collectively the thing we are most
focused on.

[The information follows:]

My staff has attempted on numerous occasions to contact Dr. Joseph Calabrese
via email and phone and have not heard back from him.

The Army staff has contacted your office regarding Matthew Drake and Matthew
Kyle to address the specifics of their case.

Mr. MURTHA. I hate to interrupt you, Dr. Casscells, but you are
going to have somebody call and talk to her, because we have to
get to Mr. Bishop and then adjourn the committee.

Mr. Bishop.

Mr. BisHOP. Thank you very much, Mr. Chairman.
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Gentlemen, welcome once again. My questions today, I want to
focus on joint military-VA medical facilities. And I would be ex-
tremely interested in hearing the panel’s views on the effectiveness
and productivity of the joint military and VA medical facilities that
we have now operating. For example, I think, the North Central
Federal Clinic in San Antonio, which is the Air Force and the VA,
as well as joint facilities in Chicago, Biloxi, Mississippi and Alaska,
how viable an option is this moving forward, particularly as we are
now going to be investing more of taxpayers funds in construction
of new military medical facilities? And are there any obstacles, pit-
falls, or other issues in establishing more such relationships that
we should know about that would make it more difficult? And are
you open to more cooperation and more utilization of joint facilities
between the DOD and the VA?

General ROUDEBUSH. Congressman Bishop, I will take the first
turn at that one. The Air Force has four of the eight current joint
venture relationships. And we have found those to be very, very
productive. Our experience is that the most productive relation-
ships are established locally when you have the local military facil-
ity commander and the local VA director leverage each other’s ca-
pability, find the gaps, find the opportunities, and bring those to-
gether. We have had very productive relationships. We have a hun-
dred sharing arrangements and agreements with the Guard, Re-
serve and Active activities with our VA counterparts. They are two
different institutions with two different funding streams and rather
different foci, if you will, or focus of their activities, with many
areas of overlap. So, in short, I would say there are wonderful op-
portunities. My experience is they tend to be best leveraged locally
but I think ought to be encouraged in every regard because this is
not only good medicine, but it is good sense in getting the most out
of every taxpayer dollar into the hands of the people that can really
provide the care.

General SCHOOMAKER. Yes, sir, I will just say for the Army, we
all agree I think about the value in planning and building
coordinately with the VA. The VA has a very good way of pre-
dicting future populations for the VA. And we have done many co-
ordinated plans with the VA for community-based outpatient clin-
ics and the like. In your own district, I know that you are dis-
tressed, as we are, about the replacement of Martin Army Commu-
nity Hospital. It is a $400 million to $450 million hospital that, be-
cause of priorities within the Defense Health Program, Military
Construction Program, we had to split into two pieces as a bill
payer for the United States Army Institute for Chemical Defense
to replace it. So it became a bill payer for part of the construction
of Martin. We are going to do that in two pieces. One piece of it
is funded in 08-09, and then the balance in the 8 to 13 POM. We
would like to have it as a single project. We have gone to the VA
is my understanding. The VA does not have the money to pony up
for a joint VA-DOD Hospital at Martin.

Mr. BisHOP. It is my understanding that, prior to my arrival this
morning, the Chairman indicated that the subcommittee was con-
sidering transferring a substantial sum of money for medical facili-
ties to the MILCON, which is slash also Veterans Affairs Sub-
committee of Appropriations. I happen to serve on that sub-
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committee also. It would appear to me that that might be some in-
dication that VA will not have that kind of a problem with re-
sources if, of course

Mr. MURTHA. If the gentleman would yield, let me just say this.
We are going to fund this hospital. But you have to have 35 per-
cent design completed. We do not want to hold this thing up be-
cause of the VA. My experience dealing with VA, it will take a hell
of a long time before you get done what you want to get done. And
I know what Bishop has in mind. But you know, we want to go for-
ward with this hospital. I do not want the damn thing slowed up
because we got some bureaucratic beef. Not only will you be gone,
we will all be gone before it gets done.

Mr. BisHOP. Mr. Chairman, my only concern, I just wanted to get
an understanding that if we were to pursue that, that there would
be no objection on the part of the DOD to that effect. I certainly
do not want to hold it up, I want it to go forward. But once it goes
forward, I would like very much for us to pursue the VA end of
that.

General SCHOOMAKER. That is our oldest hospital in the inven-
tory. Our hospitals in the top five are over two times the age of
comparable civilian facilities. We are very much in agreement.

Mr. MURTHA. We will have the money to do it. Because of your
suggestion, request, because of your diligence, and because of your
influence with this Committee, they will have the money to do it.
Thank you very much, gentlemen. I appreciate your coming before
the Committee. And I just want to say one thing. General
Schoomaker said before—I was talking about PTSD—he said he
gets PTSD coming before the Committee. I get PTSD from visiting
these troops sometimes. So I appreciate it very much for you com-
ing before the Committee. Thank you very much.

The Committee is adjourned to 1:30.

[CLERK’S NOTE.—Question submitted by Mr. Murtha and the an-
swer therefore follow:]

Question. We understand that the Department of Veterans Affairs will be respon-
sible for hiring all Federal Recovery Coordinators. Can you tell me what resources
(both?personnel and funding) the Department of Defense is providing to this pro-

am/
grAnswer. DoD funds and personnel were used to support the development of the
Federal Recovery Coordinators (FRC) training curriculum and training programs.
DoD also provided funding to support development of the web-based National Re-
source Directory, an integral part of the Federal Individual Recovery Plan, that will

allow wounded, ill and injured Service members, veterans, and their families as well
as the FRCs to access nation-wide information on care and services.

[CLERK’S NOTE.—End of question submitted by Mr. Murtha.]
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LIEUTENANT GENERAL JACK STULTZ, CHIEF, ARMY RESERVE

VICE ADMIRAL JOHN COTTON, CHIEF, NAVY RESERVE

LIEUTENANT GENERAL JOHN BERGMAN, COMMANDER, MARINE
FORCES RESERVE

LIEUTENANT GENERAL JOHN BRADLEY, CHIEF, AIR FORCE RESERVE

INTRODUCTION

Mr. MURTHA. We are going to welcome this distinguished panel.
And if you keep your testimony short we will keep our questions
short, because I think we have gotten pretty well to the point
where we want to be. And you have given us some good informa-
tion about what we think needs to be done. So with that, I will ask
Mr. Hobson if he has any opening remarks.

Mr. HoBSON. No. I have a few questions I am going to ask, but
we will get to that.

Mr. MURTHA. All right. Without objection, we will put your full
testimony in the record. And if you will each say a few words we
will get right to the questions.

General BRADLEY. Mr. Chairman, Committee members, thank
you, sir, for having this hearing. I think this is important. It gives
us a chance to talk about our people and advocate for things we
need so that they are better prepared to do their jobs. I want to
thank you particularly for the great help you have given us over
the last few years.

The National Guard and Reserve equipment account is our life
blood to really improve our aircraft and other equipment so that
the folks that we put over in the United States Central Command
Area of Responsibility (AOR) can help look after their business and
be safe and do good, close air support. We supply missions for Sol-
diers and Marines on the ground.

So thanks for your help, and I look forward to your questions,
sir.

[The statement of General Bradley follows:]

(83)
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LIEUTENANT GENERAL JOHN A. BRADLEY

L1 Gen. John A. Bradiey is Chief of Air Force
Reserve, Headquarters U.S. Air Force,
Washington D.C., and Commander, Air Force
Reserve Command, Robins Alr Force Base,
Ga. As Chief of Air Force Reserve, he serves
as principal adviser on Reserve matters to the
Alr Force Chief of Staff. As Commander of Air
Force Reserve Command, he has full
responsibility for the supervision of alt U.S. Air
Force Reserve units around the world,

General Bradley was born in Lebanon, Tenn.
He was commissioned in 1967 after
completing the Air Force ROTC program as'a
distinguished graduate at the University of
Tennessee at Knoxville,

As a fighter pilot, General Bradley flew 337
combat missions in Vietnam. He has
commanded a fighter training squadron, fighter
group, fighter wing and numbered air force, He
also served as Deputy 1o the Chiaf of the Alr
Force Reserve and as the Deputy Commander
of Joint Task Force - Computer Network
Qperations. Before assurning his current
position, General Bradley was Assistant to the

Chairman of the Joint Chiefs of Staff for Reserve Matters. The general is a command piiot with more
than 7,000 flying hours in the T-38, A-37, A-10, F-4 and F-16.

EDUCATION

1967 Bachelor of Science degree in mathematics, University of Tennessee at Knoxville
1878 National Security Management Course, by correspondence
1986 Program for Senior Executives in National and International Security, John F. Kennedy Schoai

of Government, Harvard University, Cambridge, Mass.

2000 National Security Leadership Course, Maxwell School of Citizenship and Public Affairs,

Syracuse University, N.Y.

ASSIGNMENTS

1. September 1967 - February 1969, mathematician/program analyst, 544th Aerospace
Reconnaissance Technical Wing, Offutt AFB, Neb.

2. February 1969 - March 1970, student, undergraduate pilot training, Sheppard AFB, Texas

3. March 1870 - July 1970, A-37 pilot combat training, England AFB, La.

4. July 1970 - August 1971, A-37 fighter pilot, 8th Special Operations Squadron, Bien Hoa Air Base,

South Vietnam
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1. September 1967 - February 1969, mathematician/program analyst, 544th Aerospace
Reconnaissance Technical Wing, Offutt AFB, Neb.

2. February 1969 - March 1970, student, undergraduate pilot training, Sheppard AFB, Texas

3. March 1970 - July 1970, A-37 pilot combat training, England AFB, La.

4. July 1970 - August 1971, A-37 fighter pilot, 8th Special Operations Squadron, Bien Hoa Air Base,
South Vietnam

5. August 1971 - April 1973, T-38 instructor pilot, 50th Flying Training Squadron, Columbus AFB,
Miss.

6. April 1973 - September 1978, A-37 instructor pilot, 47th Tactical Fighter Squadron, Barksdale AFB,
La.

7. September 1978 - February 1981, chief of standardization and evaluation, 917th Tactical Fighter
Group, Barksdaie AFB, La.

8. February 1981 - August 1983, assistant operations officer, later, operations officer, 47th Tactical
Fighter Squadron, Barksdale AFB, La.

9. August 1983 - July 1985, Deputy Commander for Operations, 917th Tactical Fighter Group,
Barksdale AFB, La.

10. July 1985 - December 1988, Commander, 924th Tactical Fighter Group, Bergstrom AFB, Texas
11. December 1988 - July 1989, Deputy Chief of Staff for Operations, 10th Air Force, Bergstrom AFB,
Texas

12. July 1989 - January 1993, Commander, 442nd Fighter Wing, Richards-Gebaur AFB, Mo.

13. February 1993 - February 1998, Deputy to the Chief of Air Force Reserve, Headquarters U.S. Air
Force, Washington, D.C.

14. February 1998 - March 2002, Commander, 10th Air Force, Naval Air Station Joint Reserve Base,
Fort Worth, Texas

15. March 2002 - December 2002, Deputy Commander, Joint Task Force-Computer Network
Operations, U.S. Space Command, Arlington, Va.

16. December 2002 - June 2004, Assistant to the Chairman, Joint Chiefs of Staff for Reserve Matters,
the Pentagon, Washington, D.C.

17. June 2004 - present, Chief of Air Force Reserve, Headquarters U.S. Air Force, Washington D.C.,
and Commander, Air Force Reserve Command, Robins AFB, Ga.

FLIGHT INFORMATION

Rating: Command pilot

Flight hours: More than 7,000, including 337 combat missions
Aircraft flown: T-38, A-37/B, A-10, F-4/D/E (ARN-101) and F-16C

MAJOR AWARDS AND DECORATIONS

Distinguished Service Medal

Defense Superior Service Medal

Legion of Merit

Distinguished Flying Cross

Defense Meritorious Service Medal

Meritorious Service Medal with oak leaf cluster

Air Medal with three silver oak leaf clusters

Air Force Commendation Medal

Air Force Achievement Medal

Joint Meritorious Unit Award with three oak leaf clusters

Air Force Outstanding Unit Award with "v" device and silver and bronze oak leaf clusters
Air Force Organizational Excellence Award

Combat Readiness Medal with silver and bronze oak leaf clusters
National Defense Service Medal with two bronze stars

Armed Forces Expeditionary Medal

Vietnam Service Meda! with three bronze stars

Southwest Asia Service Medal with bronze star

Global War on Terrorism Service Medal



87

Armed Forces Service Medal

Humanitarian Service Medal

Air Force Overseas Ribbon-Short

Air Force Longevity Service Award Ribbon with silver and three bronze oak leaf clusters
Armed Forces Reserve Medal with "M" device and Hourglass

Small Arms Expert Marksmanship Ribbon with bronze star

Air Force Training Ribbon

Republic of Vietnam Gallantry Cross with Palm and silver oak leaf cluster

Republic of Vietham Campaign Medal

Kuwait Liberation Medal (Government of Kuwait)

OTHER ACHIEVEMENTS
2002 Meritorious Executive Presidential Rank Award
2005 Air Force Gray Eagle Award

EFFECTIVE DATES OF PROMOTION
Second Lieutenant Aug. 23, 1967

First Lieutenant March 15, 1969
Captain Sept. 15, 1970

Major June 7, 1879

Lieutenant Colonel Sept. 30, 1984
Colonel July 1, 1988

Brigadier General Aug. 12, 1992

Major General June 30, 1999
Lieutenant General June 24, 2004

(Current as of December 2007)
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Mr. Chairman, and distinguished members of the Committee, I appreciate the opportunity
to appear before you today and discuss the readiness of the Air Force Reserve.

This year marks the 60" anniversary of the Air Force Reserve as an integral part of our
Nation’s defense. The Air Force Reserve has provided significant contributions during that time,
made possible because we remain tier-one ready for the Air Force. We have frequently
responded to global events within 24 hours of notice. For the last 17 of our 60 years, we have
maintained a persistent presence in the USCENTCOM area of responsibility. It began with
Operation DESERT STORM and we have been continually engaged, never leaving the Persian
Gulf. During the intervening years we again responded to the needs of the Nation after the
attacks of September 11, 2001, protecting the homeland through Operation NOBLE EAGLE and
supporting operations abroad in Iraq and Afghanistan. The Air Force Reserve also supplied
humanitarian relief in the wake of natural disasters both home and abroad following hurricanes,
tsunamis and earthquakes. These efforts are possible because we have dedicated, professional,
highly trained reservists volunteering to participate in these noble causes and the support of their
families and employers.

The Air Force Reserve is a strong and steady Total Force partner. However, storm
clouds loom on the horizon. As operational demands continue we face challenges that can
adversely impact our overall combat capability. We are always alert to the need to stay ahead of
those challenges so we remain strong partners in our country’s defense. As an unrivaled
wingman, we share the same priorities as the Regular Air Force: Win Today’s Fight, Take Care

of Our People, and Prepare for Tomorrow’s Challenges.
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WIN TODAY’S FIGHT

Air Force Reserve GWOT Contributions

I am proud to say that your Air Force Reserve continues to play a vital role in support of
our nation’s Global War on Terror (GWOT). Side-by-side with our Air Force partners, we
continue to support the war effort primarily in a volunteer status.

Our Reserve mobility community stepped up with large numbers of volunteers and is
providing essential support to Combatant Commanders. We currently have ninety-four C-17 and
C-5 crews on long term active duty orders in support of the GWOT. Eighteen Reserve KC-10
crews remain on active duty orders supporting the air bridge, aerial refueling and other airlift
requirements.

Our Reserve F-16s and A-10s remain engaged in Operation ENDURING FREEDOM
and Operation IRAQI FREEDOM with regularly scheduled rotations. We provide eighteen
crews and twelve fighter aircraft to USCENTCOM annually for close air support missions.

With little fanfare, our Special Operations and Combat Search and Rescue units continue
their support of combat operations. Although rarely receiving public recognition for their
actions, our personnel are heavily engaged on the ground and in the air.

To date, sixty percent of the aeromedical evacuation sorties have been flown by Air
Force Reserve crews, providing a lifeline home for the Joint warfighter. Since September 11,
2001 we have flown nearly 5,000 aeromedical evacuation sorties, safely delivering 26,769
patients: 11,030 litters, 10,955 ambulatory and 4,784 attendants. I could not be more proud of
these men and women. Their selfless dedication and professionalism have saved countless lives

and dramatically improved the chances of recovery for those injured in the line of duty.
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Tier One Ready

We in the Air Force Reserve pride ourselves on our ability to respond to any global crisis
within 72 hours. In many cases, including our response to natural disasters, we respond within
24 hours. The Selected Reserve is trained to the same standards as active duty Airmen for a
reason. We are one Air Force engaged in the same fight. With a single level of readiness in the
Selected Reserve, we are able to seamlessly operate side-by-side with the Regular Air Force and
Air National Guard in the full spectrum of combat operations. An equal partner in day-to-day
combat operations, it is critical we remain ready, resourced, and relevant.

Combat Training

Recently, General Moseley, the Chief of Staff of the United States Air Force, initiated
several programs to incorporate additional combat training for our Airmen. For example, Officer
Training School now teaches fundamentals of unarmed combat to their officer candidates. This
is just one part of a 70-hour course of expeditionary skills training.

Basic war fighting skills are now incorporated into Basic Military Training for enlisted
recruits. The course is two weeks longer in order to produce more lethal and adaptable Airmen
with emphasis on weapons training and participation in an intense exercise that replicates the
deployed environment and the challenges it presents.

The Air Force is developing other training opportunities such as Common Battlefield
Airman Training, and Survival, Evasion, Resistance, and Escape training because the battlefield
continually changes shape and venue, and Airmen need to be able to react and survive in any

situation.
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Fiscal Year 2008 National Guard and Reserve Equipment Account

A significant reason for our relevance as a combat force is the National Guard and
Reserve Equipment Account (NGREA). NGREA is the lifeblood of Reserve modernization and
provides for our future readiness. Thank you for the support provided in the Fiscal Year 2008
Defense Appropriations Act. The funding you appropriated makes a difference by increasing the
safety of our Airmen while enhancing the capability of our weapon systems, and ultimately the
security of our Nation. The items we purchase with NGREA are prioritized from the Airmen in
the field up to the Air Force Reserve Command Headquarters and vetted through the Air Staff.
The comerstone is innovation and the foundation is capabilities-based and has been for many
years. I am grateful for the National Guard and Reserve Equipment Account because those
appropriated dollars enable us to remain relevant to the fight. Thanks to this Committee and the
Congress, the Air Force Reserve received $50 million in NGREA last fiscal year. These funds
increase our combat capability by procuring a variety of upgrades to our aircraft.

- C5A Airlift Defensive Systems: Protects our aircrews and C-5A aircraft from Infrared

Guided Missiles

- C-130 Secure Line of Sight/Beyond Line of Sight capability: Provides clear

communication, interoperability and improved situational awareness for our C-130

aircrews

- C-130 Small Arms Fire Look out Capability: Procures troop door with large

windows for C-130 aircraft to visually scan for threats to the aircraft and aircrew

- F-16 Upgraded Commercial Fire Control Computer: Enables use of the helmet

mounted cueing sight and software improvements for continued upgrades to the aircraft
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- LITENING POD Spiral Upgrades: Upgrades current targeting system by providing
improved visual and guidance system
This account is critical to the combat capability of the Air Force Reserve and the safety

of our people. Many of the new capabilities we bought with these NGREA appropriations
resulted in top-of-the-line improvements that are directly tied to better Close Air Support for our
Soldiers and Marines in both Iraq and Afghanistan. These capabilities save lives. There is more
we can do if we continue to receive these vital funds.
Readiness Challenges

While we maintain sufficient combat readiness to meet our current missions, we have
been forced to accept more risk in critical areas. Risk assumed on Depot Purchased Equipment
Maintenance (DPEM) is a good example. In fiscal year 2009, our DPEM account is budgeted at
79%, assuming 2% more risk over last year’s budget request. While we strive to mitigate risk in
execution year, our ability to attain an acceptable level of risk is becoming more and more

difficult.

TAKE CARE OF OUR PEOPLE

Family Support

It is a long standing belief that the Air Force recruits members but we retain families, and
that statement is as true today as in the past. As we continue playing a large role in prosecuting
the GWOT, our members and their families are making huge sacrifices. While the Air Force’s
air expeditionary force construct provides predictability for members, families and employers,
we recognize the impact of the demands of operations and are committed to providing services

and support to the families that support us so well. We continue to place considerable emphasis
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on looking for new, innovative ways to reach our Reserve families of deployed members as well
as to continue to improve programs already in place. To meet their needs, our Air Force
community support programs and services are there for both married and single Total Force
Airmen, whether at home or deployed. New initiatives include predeployment, deployment, and
post deployment Airmen and family wellness programs. Specific areas of improvement include
a standardized predeployment checklist as well as mandatory, comprehensive redeployment
services, post-deployment health assessment and reassessment, non-clinical counseling, and
education on reunion challenges that Airmen and their families face.

In 2007, several surveys were launched to evaluate the state of our members and families.
Included were the Community Action Information Board (CAIB) Community Assessment
Survey, with 8,440 Reserve respondents, and the Caring for People Airmen’s Questionnaire
Assessment, which noted family as one of the top concerns. We continue to provide information
and referral services, assistance with financial questions and concerns, family support groups,
morale calls and video telephone access, volunteer opportunities, reunion activities, letter writing
kits for children, and a myriad of other services.

The commuting nature of the Air Force Reserve combined with base closures and
realignments create additional challenges for reservists and their families. Unlike the Regular
Air Force, many of our Reserve members do not live in the loca} area of their host unit. In many
cases, the families are scattered over various geographical regions, making access to centralized
counselors difficult. With the transformation to an operational force, mobilizations and the need
for more volunteerism, we are engaged in addressing several issues that have surfaced with this

target population to include adjusting to the new steady state (more deployments, unpredictable
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intervals and tour lengths etc.), access to affordable child care, and employment opportunities.
We are pursuing solutions to these problems and will continue to until they are resolved.

Force Shaping in Fiscal Year 2009

In the 2006 and 2007 President’s Budget requests, the Air Force reduced Total Force end
strength by 37,000 full-time equivalents and reprogrammed active military, civilian, and reserve
end strength funds into the modernization and recapitalization accounts. As a result of these
actions, the Air Force Reserve reduced its end strength from 74,900 to 67,500. Additionally,
BRAC and Total Force Integration initiatives impacted nearly twenty percent of our personnel,
many of whom we transitioned from operating, maintaining, and supporting legacy systems to
new and emerging missions such as CYBER, Predator, Global Hawk, Falconer Air Operations
Centers, and Distributed Common Ground Systems. Over the past three years the Air Force has
made difficult choices in respect to its People, Readiness, Infrastructure, and Modemization and
Procurement accounts. The Air Force is in the process of reevaluating its end strength
requirements based on new and emerging mission types as well as Air Force support for
manpower increases programmed for the Army and Marine Corps.

Recruiting and Retention

We met our recruiting goals for the last seven years thanks to our great recruiters and the
many authorities and funding the Congress has provided such as increased bonus incentives,
opening TRICARE Reserve Select at the lowest premium to all selected reserve members, and
expanding the Montgomery G.I. Bill eligibility window from 10 to 14 years. Our retention
targets are also being met. However, we notice a gradual decline in retention over the last few
years from 89.3% in Fiscal Year 2004 to 86.8% in Fiscal Year 2007, indicating that more

members are choosing to leave at key decision points in their career. While we continue to
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maintain manning levels to meet mission requirements, we anticipate significant recruiting and
retention challenges in the near term, and potentially the long term, due to base closures and
mission realignments. BRAC directed the closure and realignment of some of our units and
stood up new missions at other locations. We are not allowed to move our Reserve Airmen
when we close a base or unit, as is done in the Regular Air Force. Reductions and displacement
of reservists present significant recruiting and retention challenges for the Air Force Reserve.

One such new mission area is the stand-up of an F-22 associate unit in Anchorage,
Alaska. This mission will have reservists associate with their regular component partners on the
fifth generation fighter. While we are excited about the opportunity, we have had to increase the
number of recruiters for officer, enlisted and Air Reserve Technician positions to overcome the
obstacles of this challenging recruiting market.

We must continue to identify opportunities to attract members separating from the
Regular Air Force. With a shrinking pool of prior-service Air Force members, recruitment and
retention of these experienced individuals is vital to avoid the costs of training non-prior service
members. For some of our most critical specialties, affiliation and retention bonuses actually
provide a greater return on investment versus recruiting non-prior service Airmen. Finally, force
shaping authorities and incentives should be viewed from a Total Force perspective to ensure

that provisions do not discourage continued service in the Reserve components.

PREPARE FOR TOMORROW’S CHALLENGES

Air Force Reserve Transformation

The Air Force Reserve is accepting an increased share in the Total Force partnership with

accelerated mission growth and associations. We continue to combine with our Regular and Air
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National Guard partners to deliver 21™ Century capabilities in Global Vigilance, Reach and
Power.

The technological skills and civilian experience of Reserve Airmen are ideally suited to
expanding the Nation’s eye in Global Vigilance. To support Air Force dominance in space, the
310th Space Group at Schriever AFB, CO expands to become the 310th Space Wing next month.
Further examples of our growth in space are the programmed manpower increase to our 8th
Space Warning Squadron at Buckley AFB, CO, operating the Space Based Infrared System to
provide strategic and tactical early warning to warfighters worldwide, and establishing a Classic
Associate unit to augment the mission of the Regular Air Force's 11th Space Warning Squadron
at Schriever AFB, CO. We are also increasing our presence at the Joint Space Operations Cente:
at Vandenberg AFB, CA, by adding manpower to our existing unit, the 9th Space Operations
Squadron. The Air Force Reserve also operates a Global Hawk unit and other Intelligence,
Surveillance and Reconnaissance systems at Beale AFB, CA, as well as Predator units at Nellis
AFB, NV. All of these reservists contribute to the Nation’s ability to gain and maintain
awareness anywhere in the world, to provide warning and fuse data together to route relevant
information to Combatant Commanders.

To extend the arm of Global Reach, we are creating Active Associations, where the Air
Force Reserve has primary responsibility for the aircraft and the Regular Air Force will augment
with manpower. This will occur with our KC-135°s at Seymour Johnson AFB, NC and March
ARB, CA. The Air Force Reserve will cease operating at Selfridge ANGB, MI and move
manpower to augment the regular component in a classic Associate KC-135 unit at MacDill
AFB, FL. In the third associate model, an Air Reserve Component (ARC) Associate, the Air

National Guard is providing manpower to augment the Reserve KC-135’s at Tinker AFB, OK.



97

Additionally, we will host an Active Associate C-130 unit at Peterson AFB, CO, as well as an
ARC Associate C-130 unit at Niagara Falls, NY, the Nation’s first-ever combat delivery ARC
association. These units will provide responsive military capability anywhere on the globe to
rapidly supply, position, or reposition Joint Forces.

To increase Global Power projection, we are assuming new missions by associating with
the regular component in the F-22 at Elmendorf AFB, AK and will soon begin standing up an F-
22 association at Holloman AFB, NM. In another new mission area, we will associate in the F-
15E at Seymour Johnson AFB, NC. In a mission we are very familiar with, we will provide
experienced instructors to train the Total Force in the A-10 at Davis-Monthan AFB, AZ and
extend operational experience in a classic A-10 association at Moody AFB, GA. These new and
expanded missions help increase the Nation’s ability to hold at risk or strike any target, anywhere
in the world, and achieve swift, decisive precise effects.

Commission on the National Guard and Reserves

The Congressionally directed commission completed an extensive review of the Guard
and Reserves’ role as an operational force. In the report the Commission acknowledged that the
Air Force Reserve has been a leader in developing the force to meet operational requirements
while maintaining a significant level of strategic capability. The Commission recognized the
uniqueness of each Service and acknowledged the need to develop discretionary authority that
provides flexible tools for the Service Secretaries to use when meeting requirements. The
Department of Defense is studying many of the recommendations and part of that review will be

the impact on the budget if any of the recommendations are adopted in Fiscal Year 2009,
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Closing

Mr. Chairman, I take pride in the fact that when our Nation calls on the Air Force
Reserve, we are trained and ready to go to the fight. Everyday we have reservists who are
training and deploying around the globe in support of our nation’s defense. Our ability to
respond is due to our focus on readiness. In order to maintain this readiness, we budget wisely
and ensure we have the proper funding levels to support our Airmen and weapon systems.

On behalf of over 67,500 Air Force Reservists, I appreciate the support of this committee
for the appropriations it provides to our readiness and combat capability. The Air Force Reserve,
as with the other Services, is facing many challenges. While we maintain our heritage of
providing a strategic reserve capability, today and into the future we are your operational
warfighting Reserve, bringing a lethal, agile, combat hardened and ready force to Combatant
Commanders in the daily execution of the long war. We are proud of the fact that we provide the

world’s best mutual support to the United States Air Force and our joint partners.
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General BERGMAN. Mr. Chairman, as always, it is a pleasure to
be here in front of you and the Committee. Thanks for your contin-
ued support to the Marines and their families. In the last 5 years,
with over $200 million for the Marine Corps in the degree account,
you have allowed us to close out roughly 32 programs or training
allowance allocations where we have been able to get the equip-
ment, both hard combat-deployable equipment and training assimi-
lation technology that has allowed us to maintain and increase our
readiness.

There are a lot of things on the table today, and I look forward
to your questions.

[The statement of General Bergman follows:]
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Lieutenant General John W. Bergman
Commander, Marine Foreces Reserve
and
Commander, Marine Forces North

Lieutenant General Bergman was commissioned a second lieutenant in the Marine Corps
Reserve under the Platoon Leader School program after graduation from Gustavus Adolphus
College in 1969. In addition o attaining an M.B.A. degree from the University of West Florida,
his formal military education includes Naval Aviation Flight Training, Amphibious Warfare,
Command & Staff, Landing Force Staff Planning (MEB & ACE), Reserve Component National
Security, Naval War College Strategy & Policy, Syracuse University National Security Seminar,
Combined Forces Air Component Command, LOGTECH, and CAPSTONE.

He flew CH-46 helicopters with HMM-261 at Marine Corps Air Station, New River N.C. and
with HMM-164 in Okinawa/Republic of Vietnam. Assigned as a flight instructor, he flew the T-
28 with VT-6, NAS Whiting Field FL. He left active duty in 1975 and flew UH-1 helicopters
with the Rhode Island National Guard, Quonset Point R.L Following a 1978 civilian employment
transfer to Chicago I1L, he served in several 4th Marine Alircraft Wing units at NAS Glenview [iL
(HML-776, flying the UH-1; VMGR-234, flying the KC-130; and Mobilization Training Unit
{L-1). He was selected to stand up the second KC-130 squadron in 4th MAW and, in 1988,
became the first Commanding Officer, VMGR-452, Stewart ANGEB, Newburgh N.Y. 1992-1994
he commanded Mobilization Station, Chicago 111, largest of the 47 Marine Corps Mobilization
Stations.

During 1995 he served as a Special Staff Officer at Marine Corps Reserve Support Command,
Overland Park Kan. In 1596 he became Chief of Staff/Deputy Commander, I Marine
Expeditionary Force Augmentation Command Element, Camp Pendleton Calif. Late 1997, he
transferred to 4th Marine Aircraft Wing Headguarters, New Orleans La. to serve as Assistant
Chief of Staft/G-1. Promoted to Brigadier General, he became Deputy Commander, 4th Marine
Aircraft Wing.

Transferred in June 1998 to Headquarters, Marine Forces Europe, Stuttgart Germany he served
as Deputy Commander. Recalled to active duty from April to July 1999, he was dual-hatted as
EUCOM, Deputy I-3A. He then commanded II Marine Expeditionary Force Augmentation
Command Element, Camp Lejeune N.C. until assuming command of 4th Marine Aircraft Wing,
New Orleans La. in August 2000. In September 2002 he assumed command of the 4th Force
Service Support Group, New Orleans La. He, also, served as Chairman, Secretary of the Navy’
Marine Corps Reserve Policy Board, 2001- 2603.

Returning to active duty in October 2003, he served as Director, Reserve Atfairs, Quantico, VA,
He assumed command of Marine Forces Reserve/Marine Forces North on 10 Jun 2005,
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Chairman Murtha, Congressman Young and distinguished Members of the House
Appropriations Committee Subcommittee on Defense, it is my honor to report to you on the state of
your Marine Corps Reserve as a major contributor to the Total Force Marine Corps.

Your Marine Corps Reserve fully understands that the road ahead will be challenging-—not
only in the immediate conflict in Irag, but in subsequent campaigns of the Long War on Terror,
which we believe to be a multi-faceted, generational struggle. In an environment where the Total
Force Marine Corps must be able to rapidly adapt to broad strategic conditions and wide-ranging
threats, your Marine Corps Reserve, a primarily Operational Reserve, stands ready to meet the
challenges before us.

We continue to recruit and retain the best of our Nation’s sons and daughters. We continue
to train them in tough, realistic scenarios and we continue to provide them the best equipment
available.

On behalf of all our Marines and their families, I would like to take this opportunity to thank
the committee for your continuing support. The support of Congress and the American people
reveal both a commitment to ensure the common defense and a genuine concern for the welfare of

our Marines and their families.

I.  TODAY’S MARINE CORPS RESERVE

Today’s Marine Corps Reserve is firmly committed to and capable of war fighting
excellence and continues to be a major contributor to the Total Force Marine Corps. We remain
steadfast in our commitment to provide Reserve units and personnel who can stand as full partners
with their Active Component counterparts while seamlessly performing in all contingencies.
Today’s Marine Corps Reserve continues to maintain the pace during the longest mobilization
period in our history, and will continue to meet the challenge of sustaining that pace for the

foreseeable future.

Last year I reported to this committee on the implementation of an integrated Total Force
Generation Model that would lay out future activation and deployment schedules for Marine units.
The model was designed to provide predictability for the individual Reserve Marine who is striving

to strike a balance between family, civilian career, and service 1o community as well as country and
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Corps. 1am happy to report that implementation has been successful and we are about to activate
the third rotation based upon the model.

To date, we have activated and deployed 6,600 Marines in two rotations to Operations Iraqi
and Enduring Freedom based on the mode! and will activate approximately 2,300 in April, May,
and June of this year in order to train and deploy late summer to early fall. The predictability the
Force Generation Model provides has been well received by the Reserve Marine who can now
confidently plan for the future; whether going to school, building a civilian career, or making major
family decisions.

The Force Generation Model continues to assist Service and Joint Force planners who can
count on a consistent flow of manned, equipped, trained, and ready Selected Marine Corps Reserve
units to support future operations in the Long War. This steady flow of Reserve force packages also
supports our Active Component in reaching their stated goal of 1:2 dwell time. The model, based
on a one year activation to four-plus years in a non-activated status, continues to be both
supportable and sustainable, thus providing the Marine Corps with a truly Operational Reserve
force. Predictable activation dates permit unit commanders to focus their training on core mission
capabilities early in the dwell and then train to specific OIF and OEF mission tasks once they are
within twelve to eighteen months of activation. Furthermore, regularly scheduled dwell time
enables our units to recover from past activation practices that had required substantial cross-
leveling while simultaneously degrading parent unit cohesion in order to deploy combat
capabilities. With each subsequent rotation, the requirement to cross-level Reserve units decreases.
In fact, for an upcoming activation of 2" Battalion, 23d Marine Regiment, we foresee little to no
required cross-leveling of enlisted personnel in order to activate a full battalion.

We believe the full benefit of the Force Generation Model will be realized once we have
completed a full cycle of rotations, which is presently nine rotations per cycle, and the Active
Component reaches the authorized end strength of 202,000. That, coupled with our use of the Force
Generation Model, will be instrumental in the Reserve Component migrating to a 1:5 dwell.

In addition to the 6,600 Marines activated and deployed in support of OIF and OEF, an
additional 4,000 Marines from Marine Forces Reserve deployed worldwide in support of
joint/combined security cooperation exercises in the past year as we continue to fill the gap left by a
lack of available Active Component forces. Between OIF and OEF and security cooperation

exercises, nearly one-third of our force has deployed outside the continental United States both in
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an activated and non-activated status, again, demonstrating the operational nature of the Marine
Corps Reserve. We believe that this level of operational tempo will continue and we are prepared
to maintain and sustain this pace for the foreseeable future.

During this past year, more than 3,500 Marines from Fourth Marine Division have served in
Iraq. Included are two infantry battalions, as well as armor, reconnaissance, combat engineer, and
truck units. A highlight during this past year was the deployment of Battery F, 2nd Battalion, 14
Marine Regiment, a Reserve unit from Oklahoma City. Battery F was the first Marine Corps High
Mobility Artillery Rocket System (HIMARS) unit to be deployed in a combat role; thus
demonstrating the success of horizontal fielding of equipment within the Total Force Marine Corps.

The Division also deployed two of its regimental headquarters in the role of Marine Air
Ground Task Forces (MAGTF) command elements. The 24th Marine Regiment headquarters
deployed as a Special Purpose MAGTF to U.S. Southern Command to support the new Partnership
of the Americas series of small combined security cooperation exercises in South America, while
25" Marine Regiment headquarters led the MAGTTF in support of the combined/joint exercise
Talisman Sabre in Australia with more than 1,500 Marines from across Marine Forces Reserve.
The Division also conducted training to assist our friends and allies in foreign militaries from
Mongolia to the Republic of Georgia. The Division continued its ongoing relationship with the
Moroccan military during combined exercise African Lion. The upcoming year will be another
busy one for the Division as they will conduct training in Nigeria, Ghana, Tanzania, Korea, the
Dominican Republic, Honduras, Brazil, Peru, Colombia, Curacao, Aruba, Argentina and Bosnia.
They will also be returning for exercises in Morocco and the Republic of Georgia.

Fourth Marine Aircraft Wing has provided necessary exercise support and pre-deployment
training as the Active Component squadrons continued supporting deployments to Iraq and
Afghanistan. The Marine Corps’ premier pre-deployment training exercise, Mojave Viper, receivec
a majority of air support from our fixed wing and helicopter squadrons. Fourth Marine Aircraft
Wing deployed Marine Wing Support Squadron 473 to run airfield operations and Light Attack
Helicopter Squadron 773 (-) to support combat operations for Multi-national Forces-West in Iraq.
Additionally, they deployed a Marine Transport Squadron Detachment with the UC-35 Citation
Encore in order to bring time-critical lift capability to U.S. Central Command.

In addition to these missions, the Fourth Marine Aircraft Wing has participated in several

combined, bi-lateral and joint exercises in Africa, Asia and Australia. Support for these exercises
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not only includes supporting U.S. and Marine Corp forces, but also can focus on training and
supporting our allies, as in African Lion, when our pilots trained Moroccan pilots in techniques of
air-to-air refueling.

Fourth Marine Aircraft Wing is an integral partner in the Marine Corps Aviation Transition
Strategy. Focused on the fong term war fighting capability of Total Force Aviation, the initial steps
require a transfer of certain Reserve Component aviation manpower, airframes and support structure
to the Active Component Marine Corps. As a result, two Reserve Fighter/Attack-18 squadrons will
be placed in cadre status and a Reserve Light Attack UH-1N/AH-1W helicopter squadron, a Heavy
Lift CH-53E helicopter squadron, an Aviation Logistics Squadron and two Marine Aircraft Group
Headquarters will be decommissioned. Another Heavy Lift CH-53E helicopter squadron will be
reduced in size. Additionally, as part of the Aviation Transition Strategy, Fourth Marine Aircraft
Wing has commissioned two Tactical Air Command Centers to augment the Total Force in the
prosecution of the Global War on Terror. Long term, to complete the Aviation Transition Strategy,
Fourth Marine Aircraft Wing will be equipped with 21¥ century airframes and C2 capabilities.

Fourth Marine Logistics Group continues to provide the Active Component with highly
skilled, dedicated personnel capable of delivering sustained tactical logistics support. During the
past year, Fourth Marine Logistics Group provided more than 1,800 Marines and Sailors from
across the spectrum of combat service support for its ongoing support of OIF. Also during this past
year, Fourth Marine Logistics Group dem(;nstrated the true meaning of Total Force as they provided
a headquarters for an engineer support battalion comprised of Marines from their own 6" Engineer
Support Battalion combined with Active Component Marines from 7" and 8" Engineer Support
Battalions and deployed in support of OIF.

In addition to ground, aviation, and logistic elements, Marine Forces Reserve has provided
civil affairs capabilities since the start of Operation Iraqi Freedom. Air-Naval Gunfire Liaison
Detachments from Marine Forces Reserve have augmented the supported Marine Air Ground Task
Forces and adjacent commands with air/ground fires liaison elements. Marine Forces Reserve also
continues to provide intelligence augmentation for Operation Iraqi Freedom, to include Human
Exploitation Teams, Sensor Employment Teams, and Intelligence Production Teams.

The trend in recent years toward increased participation of our Individual Ready Reserve
(IRR) Marines continued in FY2007. During the FY, the Marine Corps Mobilization Command
(MOBCOM) processed 2,500 sets of active duty orders for IRR Marines. Consequently, the
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readiness requirements of our IRR Marines and their families have also increased. We have
modified IRR management practices accordingly. In FY2007, the Marine Corps Mobilization
Command screened 4,000 more IRR Marines than in FY2006, just short of 11,000 of the 60,000
Marines in our IRR population. MOBCOM accomplished this by increasing the number of
administrative musters conducted at locations throughout the United States and, also, by increasing
the quality of communications between the Marine Corps and members of the IRR. Higher quality
communications keeps our Marines better informed and prolongs their connection with each other
and our Corps. We believe that these longer-term connections will be critical as we truly seek to
create the continuum of service necessary to support a sustainable Operational Reserve and our

Total Force through the Long War.

In summary, more than six years into the Long War, the Marine Corps Reserve continues to
serve shoulder-to-shoulder with our Active Component counterparts. Operations Enduring
Freedom and Iraqi Freedom have required continuous activations of Reserve Forces. Accordingly,
your Marine Corps Reserve continues to focus upon the future challenges of the Total Force and
corresponding requirements of modernization, training and personnel readiness to ensure that the

Marine Corps Reserve meets and exceeds its obligations within the Total Force.

While we continue to support the Long War, it is not without a cost. Continuing activations
and high Reserve operational tempo highlights the fact that we have personnel challenges in some

areas and we are puiting additional strain on Reserve equipment.

II. EQUIPMENT STATUS

The Marine Corps Reserve, like the Active Component, faces two primary equipping

challenges: supporting and sustaining our forward deployed forces in the Long War while
simultaneously resetting and modernizing our Force to prepare for future challenges.

Our priorities for supporting and sustaining our deployed forces are: first, to provide every
Marine and Sailor in a deploying Reserve unit with the latest generation of individual combat and
protective equipment; second, to procure essential communications equipment; third, to procure
simulation training devices that provide our Marines with valuable training to enhance survivability
in hostile environments; and fourth, to provide adequate funding to our Operation and Maintenance

accounts to sustain training and pre-deployment operations.
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Our priorities in support of resetting and modernizing the Force include the following; first,
to procure principal end items necessary to reestablish on hand equipment to the levet dictated by
our Training Allowance, which is the amount of equipment needed by each unit to conduct home
station training; and, second, to procure the equipment necessary to enhance our capability to
augment and reinforce the Active Component. Since the Marine Corps procures and fields
equipment as a Total Force, equipment modernization efforts of the Marine Corps Reserve are
synchronized with the efforts of the Active Component.

As with all we do, our focus is on the individual Marine and Sailor. Our ongoing efforts to
equip and train this most valued resource have resulted in obtaining the latest generation individual
combat and protective equipment: M16A4 service rifles, M4 carbines, Rifle Combat Optic scopes,
improved helmet pad suspension systems, enhanced Small Arms Protective Insert plates, Modular
Tactical Vests, and the latest generation AN/PVS-14 Night Vision Devices, to name a few. [ am
pleased to report, as 1 did last year, that every member of Marine Forces Reserve deployed in
support of the Long War is fully equipped with the most current authorized Individual Combat
Clothing and Equipment to include Personal Protective Equipment.

Deployed Marine Corps unit equipment readiness rates remain high - above 90 percent.
Ground equipment readiness rates for non-deployed Marine Forces Reserve units average 88
percent, based on Training Allowance. The slightly lower equipment readiness posture is primarily
attributable to home station Training Allowance equipment shortages caused by sustainment
requirements of the Long War. The Marine Corps Reserve equipment investment overseas since
2004 in support of the Long War is approximately five percent of our overall equipment. This
investment includes various communications, motor transport, engineer, and ordnance equipment,
as well as several modern weapons systems such as the new HIMARS artillery system and the latest
generation Light Armored Vehicle. This investment greatly adds to the war fighting capability of
the Total Force while providing minimal impact to our home station training requirements.
Deliberate planning at the service level is currently underway to reset the Total Force, to include
resourcing the Reserve equipment investment made to the Long War. This will allow the Marine
Corps Reserve to remain ready, relevant, and responsive to the demands of our Corps.

Reduced supply availability continues to necessitate innovative resourcing approaches to
ensure Reserve Marines can adequately train in preparation for deployment, until the effects of

supplemental funding produce tangible results. Despite ongoing efforts to mitigate shortfalls, the
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inherent latency in procurement timelines and competing priorities for resources will continue to
challenge the training and equipping of Reserve Forces for the Long War.

Your continued support of current budget and procurement-related initiatives, such as the
President’s Budget Submissions, Supplemental Requests, and National Guard and Reserve
Equipment Appropriations (NGREA), will guarantee our ability to properly equip our individual
Marines and Saifors. Marine Corps Reserve equipment requirements are registered in each of thesc
as part of the Marine Corps Total Force submissions. Reserve equipment requirements that cannot
be timely met with these vehicles are identified as the Reserve portion of the Unfunded Priorities
List and equipment procurement requirements are sometimes resourced by National Guard and
Reserve Equipment Appropriations. It would be impossible for me to overstate the value and
importance of NGREA to the Marine Corps Reserve. We appreciate Congress’ continued support
of the Marine Corps Reserve through NGREA. Since 2002, NGREA has provided more than $200
million dollars to Marine Forces Reserve for equipment procurements. It is safe to say that we
couldn’t have provided some critical capabilities to our Nation without NGREA. Moreover, 1 want
to emphasize this year the value of consistent NGREA funding for our Reserve components and
specifically, the Marine Corps Reserve. In the last three years, through consistent funding, we have
been able to "close out" equipment purchases ~ or to buy to our established Training Allowance — in
32 different end items. Examples of equipment purchases we have been or will be able to close out
using FY2006, FY2007, and FY2008 NGREA funding are: the Virtual Combat Convoy Trainer; the
Medium Tactical Vehicle Replacement - Training Systems; the LITENING II Targeting Pod; the
AN/ARC-210 (V) Multi-Modal Radio system for our KC-130 aircraft; the UC-12+ aircraft; and,
multiple C2 systems components. We've also been able to come close to closing out other
equipment purchases. If consistent NGREA funding is received in the coming year, and if
requirements for these and other items of equipment do not change, we envision closing out four
other equipment purchases with FY2009 funding: the BRITE STAR FLIR; the Tactical Remote
Sensor System; the Deployable Virtual Training Environment; and, the HMMWYV Egress

Assistance Trainer.

1. FACILITIES
Marine Forces Reserve is comprised of 183 sites in 48 states, the District of Columbia, and

Puerto Rico. These sites are comprised of 32 Owned, and 151 tenant sites. In contrast to Active
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Duty installations, normally closed to the general public, our Reserve sites are openly located within
civilian communities. This arrangement requires close partnering with state and local entities
nationwide. The condition and appearance of our facilities may directly influence the American
people's perception of the Marine Corps, the Armed Forces, and our recruitment and retention
efforts.

Marine Forces Reserve Facilities Sustainment, Restoration, and Moderization (FSRM)
program funding levels continue to address immediate maintenance requirements and longer term
improvements to our older facilities. Sustainment funding has allowed us to maintain our current
level of facility readiness without further facility degradation. Restoration and Modernization
(R&M) funding continues to be a challenge due to its current 4.5 million dollar programmed
funding shortfall across the Future Years Defense Plan (FYDP) and an overall backlog of $130.2
million dollars created through significant funding shortfalls in prior years. Currently, 10 of our 32
owned sites are rated C-3 or C-4 under the Marine Corps’ facility readiness reporting system. Our
OSD-mandated objective is to maintain levels of C-2 or better. The FY2009 budget, if approved,
will see programmed upgrades for eight sites to C-2 or better, with the remaining sites programmed
to meet C-2 or better by FY2010. The FY2009 budget attempts to bring the R&M program back on
track to address remaining deficiencies. However, it should be noted that this funding does not
address the reported backlog created through prior year funding shortfalls. As such, we continue to
apply internal savings to address R&M projects at the end of each fiscal year.

The programmed R&M funding shortfalls in the current FYDP, when combined with
lingering R&M requirements carried over from prior fiscal years, continue to increase the FSRM
backlog exponentially over the FYDP. This jeopardizes our ability to meet the C-2 or better rating
for quality by 2010. The FY2007 sale of the former Marine Corps Reserve Center in San Juan,
Puerto Rico, will potentially provide funding to address nearly 20 percent of this combined R&M
shortfall.  Further use of Real Property Exchanges (RPX), and other similar laws, has been an
invaluable tool towards addressing shortfalls and emerging requirements. The RPX program
extension to 2010 will allow us further opportunities to use proceeds from existing older properties
to fill gaps in minor construction projects for our centers to meet evolving needs.

The Military Construction, Navy Reserve (MCNR) program, including Marine Corps
Exclusive and Navy-led projects, is addressing critical needs for new facilities to replace older

buildings and accommodate changes in Marine Corps Reserve force structure. The President’s
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proposed FY2009 budget contains $22.8 million dollars for military construction and $836 thousand
dollars in planning and design funding. Congressional approval of this budget provides new Marine
Corps Reserve Centers in Atlanta, Georgia, and at the Naval Air Station Lemoore, California. Your
continued support for both the MCNR program and a strong FSRM program are essential to
addressing the aging infrastructure of the Marinc Corps Reserve. With more than 50 percent of our
Reserve Centers being more than 40 years old and 35 percent being more than 50 years old, support
for both MCNR and FSRM cannot be overstated.

The Base Realignment & Closure (BRAC) 2005 is an area of continuing concern due to the
limited funding for BRAC military construction projects. Unique to the Marine Corps Reserve
BRAC program is the secondary impact to our Reserve Centers that are part of Army and Navy
BRAC actions. Of the 25 BRAC actions for the Marine Corps Reserve, 21 are in conjunction with
Army and Navy military construction projects, reflecting OSD policies toward shared joint Reserve
centers. As a result, any funding shortfalls experienced by these two services will have a secondary
negative effect on the Marine Corps Reserve. Escalating prices in the construction industry
continue to challenge the Reserves in narrowing the gap between funding requirements for projects
and budgetary allowances. In FY2007, two of three BRAC projects awarded for Marine Forces
Reserve required significant increases in funding over what was programmed, ranging from $500
thousand to $3 million dollars over the budgeted amounts. These factors challenge Marine Forces
Reserve and its designated construction agents, as well as the other Reserve Components, to award
projects and comply with BRAC law deadline. The ramifications of this trend are that Marine
Forces Reserve will have less funding available in later years for any overages and be forced to
either significantly cut our requirements at the cost of Facility Mission Functionality or move funds
from other required Facility programs. Adequate and timely receipt of funding for the entire BRAC
program, including restoration of the FY2008 budget cut no later than FY2009, is essential to
meeting the statutory requirements of BRAC 2005. The compounding effect of the back-to-back
continuing resolutions we have experienced to date, during peak BRAC construction years, has
heightened the risk that we will not meet statutory compliance by 15 Sep 201 1.

Our Marine Forces Reserve Environmental Program promotes accepted stewardship
principles as well as compliance with all regulatory requirements in support of training both on site
and outside the fence line. Marine Forces Reserve has initiated a nationwide program to reduce

waste production and ensure proper disposal at our centers. We have also executed several major
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projects to protect the nation’s waterways near our drill centers. Continued funding is essential to
ensure that both emerging environmenta! requirements are met and critical ongoing training

continues.

IV.  TRAINING

Since 9-11, approximately 99% of U.S. Marine Corps Reserve units have been activated and
98% of those units have deployed to the U.S. Central Command area of responsibility in support of
Operations Enduring Freedom and Iraqi Freedom and the Global War on Terrorism. The collective
lessons wrought from their experiences abroad have helped improve nearly all facets of our current
Reserve Component training. In this regard, one of the most exciting areas where we are continuing
to transform the depth and scope of our training is in the cutting-edge arena of Modeling and
Simulations Technology.

Rapid advancement in modeling and simulation software, hardware and network
technologies are providing ever new and increasingly realistic training capabilities. Marine Forces
Reserve is training with and continuing to field several complex digital video-based training
systems which literally immerse our Reserve Component Marines into “virtual” combat
environments, complete with the sights, sounds and chaos of today’s battleficld environment in any
clime or place, day or night, spanning the full continuum of warfare from high-intensity
conventional warfare to low-intensity urban conflict.

Some of these new training capabilities that we are training with and continuing to field to
support our Reserve Marines stationed at our 183 training sites located throughout the country
include the Indoor Simulated Marksmanship Trainer-XP. This interactive audio/video weapons
simulator provides enhanced marksmanship, weapons employment and tactical decision making
training for a variety of small arms. The system consists of infantry weapons instrumented with
lasers that enable Marines to simulate engaging multiple target types.

Another system that we addressed in lasts year’s testimony that continues to prove
invaluable in the pre-deployment training of our tactical drivers is the Virtual Combat Convoy
Trainer-Reconfigurable Vehicle System. This is an advanced, full-scale vehicle simulator that trains
Marines in both basic and advanced combat convoy skills using variable terrain and roads in a
variety of weather, visibility and vehicle conditions. The simulator is a mobile trailer configured

platform that utilizes a HMMWYV mock-up, small arms, crew-served weapons, 360-degree visual
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display and after action review/instant replay capability. Marine Forces Reserve was the lead
agency for initial procurement, training and evaluation of this revolutionary training system, which
is now being used to train the Total Force.

Starting this summer, we will begin fielding the newly developed Deployable Virtual
Training Environment. This is an advanced, first-person, immersive, simulation-based training
system, made up of 16 laptops and peripherals packaged in ruggedized deployable cases. The
system is capable of emulating and simulating a wide variety of weapons systems and generating hi-
fidelity, relevant terrain databases in any clime or place. It also provides smail-unit echelons with
the opportunity to continuously review and rehearse Command and Control procedures and
battlefield concepts in a virtual environment. The system consists of two components, the
Combined Arms Network providing integrated first person combat skills and Tactical Decision
Simulations providing individual, fire team, squad and platoon-level training associated with
patrolling. ambushes and convoy operations. Additional environinent features include combat
engineer training, small-unit tactics training, tactical foreign language training and event-driven,
ethics-based, decision-making training.

All of these advanced training systems have been rapidly acquired and fielded with vital
Supplemental and NGREA funding. These critical funding resources are not only providing a near-
term training capability in support of combat deployments, but are also providing a solid foundation
for the transformation of our training environment from legacy static training methods to more
realistic virtual combat training environments that are preparing our Reserve Marines and Sailors to

succeed on future battlefields.

V. PERSONNEL READINESS

Like the Active Component, Marine Corps Reserve units primarily rely upon a first term

enlisted force. Currently, the Marine Corps Reserve continues to recruit and retain quality men and
women willing to manage commitments to their families, their communities, their civilian careers,
and their Corps. Despite high operational tempo, the morale and patriotic spirit of Reserve Marines,
their families, and employers remains extraordinarily high.

In FY2007, the Marine Corps Reserve achieved 100 percent of its recruiting goal for non-
prior service recruiting (5,287) and exceeded its goal for prior service recruiting (3,575). Our

Selected Reserve population is comprised of Reserve unit Marines, Active Reserve Marines,
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Individual Mobilization Augmentees, and Reserve Marines in the training pipeline. An additional
60,000 Marines are included in our Individual Ready Reserve, representing a significant pool of
trained and experienced prior service manpower. Realizing that deployments take a toll on Active
Component Marines, causing some to transition from active duty because of high personnel tempo,
we continue to offer the Selected Marine Corps Reserve Affiliation Involuntary Activation
Deferment policy, which was instituted in June 2006. This program allows a Marine who has
recently deployed an option for a two-year deferment from involuntary activation if they join a
Selected Marine Corps Reserve unit. The intent of the two-year involuntary deferment is to
encourage good Marines to participate and still maintain breathing room to build a new eivilian
career.

I do anticipate greater numbers of Marines from the Reserve Component will volunteer for
full-time active duty with the Active Component throughout FY2008 as they take advantage of new
incentives aimed at encouraging Marines to return to active duty. These incentives support our plan
to bolster Active Component end strength. The fact is we need good Marines to serve longer, either
Active or Reserve. Our focus is to provide an environment that attracts and retains dedicated, high
performing individuals. We continue to offer several incentives for enlisted Marines to stay in the
Selected Marine Corps Reserve, which includes increasing the initial three year re-enlistment bonus
from the current $7,500 level to the maximum allowable $15,000.

Junijor officer recruiting and consequently meeting our Reserve company grade requirement
remains the most challenging area. At the beginning of FY2007, the Marine Corps modified an
existing program and implemented two new Reserve officer commissioning programs in order to
increase the number of company grade officers within deploying Reserve units and address our
overall shortage of junior officers in our Reserve units. Eligibility for the Reserve Enlisted
Commissioning Program was expanded to qualified Active Duty enlisted Marines. The Meritorious
Commissioning Program — Reserve was established for qualified enlisted Marines, Reserve and
Active, who possess an Associates Degree or equivalent number of semester hours. To date, the
Officer Candidate Course — Reserve (OCC-R) has proven to be the most successful of the three
programs. Seventy-nine candidates have been commissioned second lieutenants in the Marine
Corps Reserve. The OCC-R focuses on ground-related billets. Priorities of fill for recruitment of

candidates are tied to our Force Generation Model.
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In the long run, if the Marine Corps Reserve is to remain ready and relevant, we must begin
to implement necessary changes to the superseded Cold War Reserve Model. In particular, we mus
develop a new paradigm that allows our top performing Marines to extend their service to the Total
Force through a continuum of service. We must continue to develop policies and procedures that
allow the seamless transition of individual Reservists on and off of active duty and that would
permit varying levels of participation by the service members over the course of a military career.
Current administrative policies routinely raise unnecessary obstacles to transitions between military
jobs and duty status creating barriers to volunteerism. Presently, there are a significant number of
different types of Reserve service, primarily tied to the Cold War Model of a Strategic Reserve. In
order to successfully transition a specified number of individuals and unit capabilities to an

Operational Reserve, that number of duty statuses could and should be reduced.

VI. QUALITY OF LIFE

Whether we are taking care of our Marines in the desert or families back home, quality of
life support programs are designed to help all Marines and their families. Because Marines and
their families make great sacrifices in service to our country, they deserve the very best support.

We are aggressively instituting new Family Readiness Programs, revitalizing services, and
proactively reaching out to our young demographic to ensure our programs and services have
transitioned to a wartime footing.

As part of widespread Marine Corps reforms to enhance family support, we are placing paid,
full-time civilian employees to fill the position of Family Readiness Officer at the
battalion/squadron level and above to support the Commander’s family readiness mission. Modern
communication technologies, procedures and processes are being expanded to support family
members including spouses, children and parents of single Marines.

The Marine Forces Reserve Lifelong Leaming Program continues to provide educational
information to service members, families, retirees, and civilian employees. The program is not only
beneficial to career Marines, but also those intending to transition to civilian life. More than 1,300
Marine Forces Reserve personnel (Active and Reserve) enjoyed the benefit of Tuition Assistance,
which paid out more than $2.6 million dollars and funded more than 4,000 courses during FY2007.
Tuition Assistance greatly eases the financial burden of education for our service members while

enabling them to maintain progress toward their education goals.
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The Marine Corps’ partnership with the Boys and Girls Clubs of America (BGCA) and the
National Association for Child Care Resources and Referral Agencies (NACCRRA) continues to
provide a great resource for service members and their families in selecting child care, before,
during, and after a deployment in support of the Long War. The Boys and Girls Clubs of America
provide outstanding programs for our Reserve Marines' children between the ages of 6 and 18 after
school and on the weekends. Under our agreement with BGCA, Reserve families can participate in
more than 40 programs at no cost. With NACCRRA, we help families of our Reservists locate
affordable child care that is comparable to high-quality, on-base, military-operated programs.
NACCRRA provides child care subsidies at quality child care providers for our Reservists who are
deployed in support of the Long War and for those Active Duty Marines who are stationed in
regions that are geographically separated from military installations. We also partnered with the
Early Head Start National Resource Center Zero to Three to expand services for family members of
our Reservists who reside in isolated and geographically-separated areas.

We fully recognize the strategic role our families have in mission readiness, particularly
mobilization preparedness. We prepare our families for day-to-day military life and the deployment
cycle (Pre-Deployment, Deployment, Post-Deployment, and Follow-On) by providing educational
opportunities at unit Family Days, Pre-Deployment Briefs, Return and Reunion Briefs, Post-
Deployment Briefs and through programs such as the Key Volunteer Network (KVN) and Lifestyle
Insights, Networking, Knowledge, and Skills (L.L.N.K.S.).

Every Marine Corps Reserve unit throughout the country has a KVN program, which is a
volunteer-based program that serves as the link between the command and family members -
providing official communication, information, and referrals. The KVN proactively educates
families on the military lifestyle and benefits, provides answers for individual questions and areas of
concerns, and enhances the sense of community and camaraderie within the unit. L.IN.K.S. is a
training and mentoring program designed by Marine spouses to help new spouses thrive in the
military lifestyle and adapt to challenges — including those brought about by deployments. Online
and CD-ROM versions of L.I.N.K.S make this valuable tool more readily accessible to families of
Reserve Marines who are not located near Marine Corps installations.

To better prepare our Marines and their families for activation, Marine Forces Reserve
continues to implement an interactive approach that pravides numerous resources and services

throughout the deployment cycle. Available resources include, but are not limited to, family-related
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publications, on-line volunteer training opportunities, and a family readiness/mobilization support
toll free number. Family readiness educational materials have been updated to reflect the current
deployment environment. Specifically, deployment guide templates that are easily adapted to be
unit-specific were distributed to unit commanders and family readiness personnel, as well as
Marine Corps families, and are currently available on our Web site. Services such as pastoral care,
Military One Source, and various menta} health services are readily available to our Reserve
Marines’ families.

Managed Health Network (MHN) is an OSD-contracted support resource that provides
surge augmentation counselors for our base counseling centers and primary suppott at sites around
the country to address catastrophic requirements. This unique program is designed to bring
counselors on-site at Reserve Training Centers to support all phases of the deployment cycle.
Marine Forces Reserve has incorporated this resource into post-demobilization drill periods, Family
Days, Pre-Deployment Briefs, and Return & Reunion Briefs. Follow-up services are scheduled
after Marines return from combat at various intervals to facilitate on-site individual and group
counseling. Additionally, we are utilizing these counselors to conduct post-demobilization
telephonic contact with IRR Marines in order to assess their needs and connect them to services.

The Peacetime/Wartime Support Team and the support structure within the Inspector-
Instructor staffs at our Reserve sites provides families of activated and deployed Marines with
assistance in developing proactive, prevention-oriented steps such as family care plans, powers of
attorney, family financial planning, and enrollment in the Dependent Eligibility and Enroliment
Reportting System. During their homecoming, our Marines who have deployed consistently cite the
positive importance of family support programs.

To strengthen family support programs, we will continue to enhance, market, and sustain
outreach capabilities. We believe current OSD-level oversight, sponsorship, and funding of family
support programs properly correspond to current requirements. We are particularly supportive of
Military One Source, which provides our Reservists and their families with an around-the-clock
information and referral service via toll-free telephone and Internet access on a variety of subjects
such as parenting, childcare, education, finances, legal issues, elder care, health, wellness,
deployment, crisis support, and relocation.

Marines and their families, who sacrifice so much for our Nation’s defense, should not be

asked to sacrifice quality of life. We will continue to be a forceful advocate for these programs and
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services. We will continue to evolve and adapt to the changing needs and environments in order to

ensure that quality support programs and services are provided to our Marines and their families.

VII. EMPLOYER SUPPORT OF THE GUARD AND RESERVE

Marine Forces Reserve continues to be acutely aware of the importance of a good

relationship between our Reserve Marines and their employers. We fully support all the initiatives
of the Employer Support of the Guard and Reserve (ESGR) and have been proactive in providing
the information to our Reserve Marines on the Five Star Employer Program, Patriot Award and
Secretary of Defense Employer Support Freedom Awards, which are tangible ways for us to
recognize those employers who provide tremendous support to our men and women who go into
harm's way. I recently directed all of my major subordinate commands to appoint a field grade
officer to ensure that units have all relevant information to take full advantage of ESGR programs.
This will ensure that the most current information is passed down to Marine Reserve units and
personnel, and that all units comply with the new requirement for annual ESGR training at the
company level. Reserve unit commanders are strongly encouraged to correspond with Marines'

employers prior to deployment.

VIIL. CONCLUSION

The Marine Corps Reserve continues to be a highly ready, relevant and responsive
component of the Total Force Marine Corps. As our Commandant has stated in the past, “Our
Marines and sailors in combat are our number one priority.” There is no distinction between Active
or Reserve personnel or units regarding that priority. We fight shoulder-to-shoulder with our Active
Component counterparts and our Reserve Marines have consistently met every challenge placed
before them. Your consistent and steadfast support of our Marines and their families has directly

contributed to our successes.

As I've stated in past testimony, appearing before Congressional committees and
subcommittees is a great opportunity to showcase the absolutely outstanding long-term
contributions and commitment of this patriotic group of citizens we have in the Marine Corps
Reserve. It has been my honor to serve this great Nation and Corps for the past 38 years, and

although I will be retiring from the Marine Corps in the near future, T look forward to continuing
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serving our great country and the Marines and families of the Total Force Marine Corps for many

years to come. Thank you for your continued support. Semper Fidelis!
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Admiral COTTON. Mr. Chairman, two things, and a comment.
NGREA echoes same comments.

TRICARE Reserve Select is enormous. Since October 1, 2007, if
you are a drilling selected Reservist you have access to health care.
In America this is unbelievable. We have noticed an uptick in re-
tention and especially in recruitment of veterans that are going to
college and need health benefits. We have got about 7,000 Reserv-
ists on the program now. So for about $260 for a family, $81 for
a single, you now have health care. It is enormous. It has really
helped.

I have been chief for 4%2 years. It is my last time before you. I
have got to say, Active-Reserve Integration, this journey that Ad-
miral Clark started, Admiral Mullen continued, and now Admiral
Roughead is a huge advocate. It has really worked well for us. We
are full partners in everything we do. The Navy tells our story. We
are sailors for life in a continuum of service, and we thank you for
your support.

[The statement of Admiral Cotton follows:]
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l. Introduction

Chairman Murtha, Representative Young and distinguished members of the
Committee, thank you for the opportunity to speak with you today about the capabilities,
capacity and readiness of the dedicated men and women who serve in our Navy's
Reserve Component (RC).

Witﬁ continued emphasis on Active Reserve Integration (ARI), our Navy Reserve
Force is more ready, responsive and relevant as a full partner in the Navy’s Total Force.
Alongside Active Component (AC) Sailors, RC Sailors provide integrated operational
support to the Fleet and Combatant Commands (COCOMSs). Nearly 70,000 Navy
Reservists are deployed in support of global coalition forces, at their supported
commands and in strategic reserve, ready 24/7/365 to surge to Homeland Defense.
Since 9/11/2001, over 50,000 augmentation requirements have been fulfilled by Navy
Reservists in support of the Global War on Terror (GWOT), and on any given day more
than 20,000 talented men and women, or 29 percent of the Navy Reserve, are on some
type of orders as part of the Total Naval Workforce, fully leveraging their military and
civiian skill sets and capabilities. Included are about 5,000 RC Sailors mobilized in
support of Operations ENDURING FREEDOM and {RAQI FREEDOM (OEF/OIF), and
with this steady state requirement, we maintain the capacity to rapidly increase
contingency support with more than 28,000 additional ready Reservists. Whether
supporting combat operations in Afghanistan or Iraq, providing Humanitarian Assistance
and Disaster Relief at home or abroad or supporting daily Navy missions at every Fleet
and COCOM, Navy Reservists provide integrated operational support while continuing

to maintain the RC's role as a Strategic Baseline.
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As demonstrated through force generation, deployment and redeployment, it is
clear that RC forces meet two significant needs of our Navy. First, Reservists deliver a
strategic capability and capacity in support of major combat operations, and second,
they provide operational augmentation to meet predictable and periodic routine military
missions. By continuing to fully develop ARI, our Navy has institutionalized an
Operational Navy Reserve. The Navy simply cannot meet all Fleet and GWOT
requirements without the many contributions of its Reserve Force.

The vision of the Navy Reserve is “Support to the Fleet...Ready and Fully
Integrated.” Our overall Navy Reserve Force effectiveness is measured by the level of
integrated operational support it provides to the Fleet and COCOMs. While some RC
Sailors are only able to perform the minimum contractual requirement of two drill-days a
month and two weeks active duty each year, over two-thirds of the Force are far
exceeding these minimums while performing essential operational support. When the
work is predictable, periodic and requires special skill sets, utilizing a ready and
responsive Reservist is often the most cost effective and capable solution.

On 29 Septerﬁber 2007, Admiral Gary Roughead assumed the watch as our 29th
Chief of Naval Operations (CNO) and issued his top three priorities to the fleet: current

readiness, a Navy for tomorrow and people.

Il. Current Readiness

Maintaining our warfighting readiness demands that we are agile, capable and
ready. We generate forces for the current fight and employ our Navy much differently
than in years past. Simultaneously, we provide ready naval forces and personnel for

Joint Force Commanders, sustain forward presence, fulfill commitments 1o allies and
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respond to increasing demands in regions where we have not routinely operated,
specifically South America and Africa.

To provide sustained combat readiness, the Navy has moved from predictable
deployment cycles to a more flexible Fleet Response Plan (FRP), under which a surge
Navy is able to provide a requirement-based and continually ready posture which
produces greater warfighting capability at reduced cost. As part of the FRP, a fuily
integrated and ready Navy Reserve provides an enhanced surge capacity to meet
validated requirements with individuals and units. Our FRP increases operational
availability and allows us to operate with greater flexibility. The RC continues to
emphasize current readiness and is capable of engaging future geopolitical challenges
as an affordable and effective element of our Total Force.

Our Force readiness is comprised of two interdependent categories: Sailor and
family readiness. Sailor readiness is defined by the medical, physical and
administrative preparedness of the Sailor. We also recognize the fundamental
contribution of the Navy Family to overall readiness. Therefore, we must continue to
provide families better and more responsive assistance which enables them to be
prepared for their Sailor's call to service.

A. Medical Readiness. Navy Reserve continues to be a leader in Individual
Medical Readiness. Four years ago, Navy Reserve was 63 percent medically ready to
deploy. Today, our Force exceeds 84 percent medically ready, which leads all military
components. Our significant improvement can be attributed in part to the-Medical
Readiness Reporting System (MRRS), which has given Navy leadership improved
visibility of the medical readiness of the Force. As a comprehensive web-based

management tool, MRRS has enabled leaders to identify deficiencies and promptly
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address them, as well as plan for future medical readiness requirements. Due to the
success of MRRS in the Navy Reserve, all Navy and Marine Corps commands are
implementing the system, which will automatically report accurate and timely medical
readiness. Additionally, the United States Coast Guard is planning to adopt the MRRS
program this year.

B. Physical Readiness. Navy Reserve continues to emphasize physical
readiness for all Sailors. We have established a culture of fitness by emphasizing both
individual and command accountability for physical readiness. Every Navy unit has a
Command Fitness Leader (CFL) who is responsible to the Commanding Officer (CO) to
administer the unit's Fitness Enhancement Program (FEP), which emphasizes
individual medical and physical readiness. Our COs are held accountable in their
personal evaluations for their Sailors’ performance in the FEP. Commanders have
visibility into the physical readiness of both individual Sailors and larger units via the
web-based Physical Readiness information Management System (PRIMS). CFLs are
enabled to enter data from Physical Readiness Tests into PRIMS for each member of
their command. Commanders then have the ability to accurately assess their units’
physical readiness and adjust the FEP as necessary. Sailor readiness is also a primary
discussion topic during weekly Reserve Force communications, placing further
command emphasis on the importance of medical and physical requirements.

C. Administrative Readiness. The Navy Reserve has enhanced administrative
readiness through the employment of the Type Commander (TYCOM) Readiness
Management System — Navy Reserve Readiness Module {TRMS-NRRM), which
provides a scalable view of readiness for the entire Force. Commanders can quickly

determine readiness information for individuals, units, activities, regions and many other
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desired echelons. TRMS-NRRM, a Navy Reserve developed system, has served as a
prototype for the Defense Readiness Reporting System.— Navy (DRRS-N), which is
currently under development by Commander, U.S. Fleet Forces Command for use by
the Total Force. DRRS-N will provide a database to collect and display readiness
information across the Force enabling commanders to make real-time, capability-based
assessments and decisions.

Navy is considering additional options for Total Force systems that will reduce
administrative impediments. The administrative inefficiencies created by multiple
electronic pay and manpower systems create waste and unnecessary burdens on
leadership and hinder Force readiness. A common AC/RC pay system is crucial to the
success of our Sailor for Life and Continuum of Service initiatives. In the future,
manpower transactions will ideally be accomplished on a computer with the click of a
mouse, and records will be shared through a common data repository with all DoD
enterprises. Navy fully supports the vision of an integrated set of processes to manage
all pay and personnel needs for the individual and provide necessary levels of
personnel visibility to support joint warfighter requirements. Manpower management
tools shouid enable the ability for a financial audit of personné| costs and support
accurate, agile decision-making at all levels of DoD through a common system and
standardized data structure.

One constraint to these initiatives is the RC order writing process. Our current
system has roughly 30 types of duty, including Inactive Duty for Training (IDT), Inactive
Duty for Training-Travel (IDTT), Annual Training (AT), Active Duty for Training (ADT),
and Active Duty for Operational Support (ADOS). Numerous funding categories of

orders are inefficient, wasteful and inhibit Navy’s ability to access Reservists and quickly
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respond to Fleet and COCOM requirements. Process delays are especially troubling at
a time when we are relying on our Reservists to serve as “first responders” in the case
of a domestic emergency. A reduction in the number of duty types, coupled with a weli-
developed, web-based personnel management system, will enable RC Sailors to rapidly
surge to validated requirements. In addition to multiple types of orders, the disparate
funding processes are equally complex. The consolidation of all RC order writing to the
Navy Reserve Order Writing System (NROWS) has been a significant evolution in
Navy's effort to integrate its Total Force capabilities by aligning funding sources and
accurately resourcing operational support accounts,

D. Family Readiness. We recruit the Sailor but retain the family; which means
family readiness is more important than ever as we face the challenge of constant
conflict with the expectations of multiple, predictable and periodic deployments. Navy is
dedicated to the support of our families and is engaged in an ongoing effort to expand
family support programs. Since our Sailors are stationed in ali fifty states, we have
improved access to available family support resources, including those of the Guard.
We have developed a Family Support program that employs professional administrators
at each Navy Region Reserve Component Command (RCC) who are knowledgeable in
every aspect of Sailor and family assistance, especially for those mobilized and
deployed. Recent initiatives include the Returning Warrior Workshops (RWW),
pioneered by Navy Region Southwest RCC, which assist returning warriors and their
families with a smooth transition from a deployed status. The weekend-long sessions
include interactive group presentations by trained facilitators, breakout sessions, vendor
information and one-on-one counseling in a conference-style setting. Qualified

facilitators help the participants cope with potentially sensitive and emotional
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discussions as they adjust to family life and civilian employment. By continually
incorporating lessons learned, RWW effectively deal with the broad array of issues
facing Navy families before, during and after deployments. Workshops also provide

additional resources for Sailors as they return to non-mobilized status.

Il. A Navy for Tomorrow

GWOT has demonstrated the increasing importance of the Navy’s expeditionary
capabilities. Emergent requirements enabled Navy ieadership to program the
expansion of our core maritime capabilities into the coastal and inland environments,
and Navy Reserve continues to perform many important roles in these evolving
warfighting operations. Almost half of the Navy Expeditionary Combat Command
(NECC) 30,000 Sailors are Reservists. NECC is an adaptable force which depioys
Navy capabilities in the green and brown water environments and ashore. Our Sailors
perform a variety of global missions, including security on North Arabian Gulf oil
platforms, counter-improvised explosive device operations in Afghanistan and iraq,
customs inspections in Kuwait and drilling and developing potable water wells in villages
in the Horn of Africa.

Reservists comprise over 90 percent of the Navy Expeditionary Logistics Support
Group (NAVELSG), a component of NECC. NAVELSG performs air cargo handling
missions, customs inspections, freight terminal operations and ordnance handling.
Navy Customs Battalion (NCB) Tango recently deployed with more than 400 REservists
and typifies the diversity and relevance of the Navy Reserve as it supports the war from
Main Street, USA. More than 90 Navy Operational Support Centers (NOSCs) in 36

states, Washington, D.C. and Puerto Rico mobilized our diverse group of Tango Sailors
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who range in age from 22 to 58, and include; a bus driver, a trauma nurse, a helicopter
pilot, a plumber, a lumberjack and a firefighter. NCB Tango is the sixth rotation of Navy
Reservists activated to perform this unique mission in support of OIF.

Navy Reservists are 60 percent of the Naval Construction Force (SEABEES),
who help fulfill more than one-third of NECC’s manpower requirements. SEABEES are
engaged throughout Afghanistan and Irag constructing base camps, roads, airfields,
and repairing bridges and buildings. Sailors have constructed school dormitories and
water wells in Djibouti, erected shelters for flood victims in Ethiopia and provided
humanitarian relief in Pakistan, Indonesia, Bangladesh, East and West Timor and the
Philippines.

The Navy League recently honored a Reserve SEABEE with the prestigious
Admiral Ben Morell Award for Logistics Competence. Senior Chief Petty Officer
Equipment Operator (SEABEE combat warfare) Jason Jones, from Naval Construction
Battalion 21, mobilized and deployed to Kuwait with a detachment of 145 shipmates.
Drawing from his civilian construction skills, he successfully led his Sailors to complete
several vital projects, inciuding the rebuilding of an operationally critical airfield in
Afghanistan. Similar NECC RC operational support is evidenced daily in Naval Coastal
Warfare with Embarked Security Detachments (ESDs), Maritime Civil Affairs Group
(MCAG) and the Expeditionary Combat Readiness Center (ECRC). ESD Sailors
provide force protection for naval assets in the Suez Canal, Arabian Gulf, and Strait of
Hormuz.

Because of their experience, Reserve Sailors frequently train AC security team
members. The MCAG works directly with civil authorities and civilian populations in the

maritime environment and is capable of addressing issues such as maritime law, marine
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fisheries, port operations, security and immigration. ECRC, 35 percent RC, is a
dedicated team of more than 100 professionals overseeing the training, equipping,
deploying and redeploying of augmentation forces.

Navy Reserve Sailors are fully integrated into the Naval Aviation Enterprise
(NAE) and play critical roles in training, air logistics, adversary support, counter
narcotics operations and combat support. Exemplifying the relevance to the Total
Force, Reserve instructor pilots fly nearly 1,000 sorties per week while assigned to
squadron augment units under the Chief of Navai Aviation Training (CNATRA). While
only 10 percent of CNATRA’s training squadron instructor cadre are Reservists, they
are responsible for about 17 percent of the instructional flight events. Fleet Logistics
Support Wing assets are routinely deployed and provide responsive air logistics support
to the Fleet and COCOMSs. The Active and Reserve Sailors of Helicopter Sea Combat
Squadron - 84 are forward deployed in iraq in direct support of combat operations, and
the Reserve Sailors of Helicopter Antisubmarine (Light) Squadron - 60 deploy in support
of counter-narcotics operations under United States Southern Command. The missions
that RC Sailors perform serve to make the NAE more cost-effective and efficient, while
capitalizing on the experience and maturity of talented REservists.

A. Expeditionary Capabilities. GWOT examples of surge support include:

» SEABEES « Customs Inspectors
s Engineers o Civil Affairs

e« EOD * Chaplains

o Supply Corps ¢ Medicine/Corpsmen
o Coastal Warfare s Trainers/instructors

s Cargo Handling ¢ JTF Staff Augmentation
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¢ Intelligence ¢ Anti-Terrorism/Force-
e Linguists Protection (AT/FP)

« Public Affairs ¢ Law Enforcement

¢ IT/Network Support s Logistics & Logistical

transport/airlift

B. Navy Medicine. We value our RC doctors, nurses and corpsmen serving on
hospital ships during disaster relief and humanitarian missions and supporting the Fleet
Marine Forces ashore. At Landstuhl Regional Medical Center, Germany, 315 of 343
positions are currently filled with Navy Reserve medical professionals. When USNS
COMFORT (T-AH 20) left its homeport in June 2007 for a four-month humanitarian
deployment, ten Navy Reservists embarked. RC medical professionals are critical to
Navy’s overall readiness, but are often unable to mobilize for extended periods due to
the requirements of their civilian practices. Therefore, Navy is working to provide them
flexible service options such as shorter but more frequent mobilizations and
deployments. Feedback from RC medical professionals and potential recruits indicates
that 90 days is optimum, but up to six months can be performed with adequate
notification.

C. Alignment. Flexibility is a key component to the success of ARI, and several
initiatives aim to facilitate more effective and efficient operational support. Former
Reserve Readiness Commanders now serve as integrated Navy Region RCCs,
responsible to the region commanders for RC readiness, training, assets and surge
capabilities within the region. Additionally, Naval Reserve Centers were renamed Navy

Operational Support Centers to indicate that our mission is to provide ready, responsive
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and relevant integrated operational support to their supported commands, the Fleet and
COCOMs. ARI remains the catalyst for aligning our organizations and processes to
CNO's guidance and strategic goals, providing increased warfighting wholeness and
greater return on investment to taxpayers. Navy Reserve continues to lead change
while emphasizing speed, agility, innovation and support to our customers; the Fleet,

COCOMSs, our Sailors and their families.

IV. People

Our Sailors, Navy civilians and contractors are talented, dedicated professionals.
We must devote our resources and shape our policies to ensure they are personally
and professionally fulfilled by their service. Recruiting, developing and retaining diverse
and capable men and women are imperative to the success of our future Total Force.
We must continually address the changing national demographic in order to remain
competitive in today’s employment market. Only three out of ten high school graduates
meet the minimum criteria for military service, and the propensity of our nation’s youth
to serve in the military is declining in many areas.

The next generation, known as “Miliennials,” is now entering the workplace.
These young men and women expect to change jobs or career fields multiple times, and
they expect a life/work balance that permits them the opportunity to serve as well as
attend to personal and family needs. Career path pay and benefits must evolve to a
more flexible system that supports “off” and “on” ramps to and from active to reserve
service, as well as temporary sabbaticals. Born into a globalized world saturated with
information and technology, Millennials comprise 43 percent of our Navy and are more

accomplished than previous generations. They are a technologically savvy and cyber-
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connected group who may find the military’s hierarchical command and control structure
contradictory to the flat social networks they are accustomed to navigating. The
different paradigm under which this generation views the world and the workplace has
implications for how our Navy attracts, recruits and retains top talent.

The members of the Millennial generation are reticent to consider military service
as their first career option. The Navy must recognize and respect generational traits to
ensure we appeal to those talented young people who we seek to recruit and retain.
Today's influencers, most of whom have never served in the military, are often not
inclined to steer Millennials toward a military career. Our focus in the next several years
is building a variety of service options to entice potential recruits and striving to
capitalize on the diversity and differences of our Total Force to ensure our Navy is a
family-friendly, “Top 50” workplace.

Our talented personnel are the foundation of allkwe do, and Navy Reserve is
dedicated to policies, programs and initiatives that improve the quality of service for our
Sailors and their families. In Fiscal Year (FY) 2007, 12 percent of enlisted and 23
percent of officers who transitioned from the AC chose to affiliate with the Navy
Reserve. Recent initiatives intended to attract transitioning Sailors inciude higher
affiliation bonuses, mobilization deferment and the Fleet-to-NOSC Program. Affiliation
bonuses as high as $20,000 are offered to Sailors possessing specific skill sets,
particularly those in high demand for the GWOT.

A. Mobilization Deferment. To afford transitioning AC Sailors who affiliate with
the RC ample time to become settléd in their civilian careers, the mobilization deferment
policy was established. All Veterans who affiliate with Navy Reserve within six months

of transitioning from the AC qualify for a two-year deferment from involuntary
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mobilization, and those who affiliate with Navy Reserve within 12 months are eligible for
a one-year deferment.

In order to be a competitive empioyer, our Navy realizes that we must offer
opportunities for personnel to pursue their respective interests. We have initiated the
AC to RC transition program, which is changing the paradigm of Sailors who decide to
terminate their AC enlistments at the end of their obligated service. By providing
veterans an informed, systematic option to convert to the RC, we preserve the ability to
surge their talents and realize a much higher return on their initial training investment.
Previous force shaping efforts have been designed to achieve a specific end strength,
or “fiil,” but our focus has shifted to building a competency-based workforce with the
right skill sets, or “fit,” to more rapidly and effectively meet emergent GWOT
requirements.

Created by the Commander, Navy Recruiting Command, the Fleet-to-NOSC
Program streamiines the Navy Reserve affiliation process. Fifteen commands are
currently participating in the program, and since its inception in November 2006, a
survey of those with a propensity to join the RC revealed that 28% chose to continue
their career as a Navy Reservist. In FY 09, this program will be expanded to aliow AC
Sailors to select from vacant Reserve billets prior to transitioning. To facilitate the
continuation of a Navy career, members will also have visibility of Navy Reserve
positions located in the geographic area where the Sailor plans to reside.

B. Health Care. We have some of the finest medical professionals in the world
serving in our Navy and the health care they provide to our Sailors is a valuable
recruitment and retention incentive. Our missions in OEF and OIF increased the

demand for medical services in combat and casualty care. Another more complex
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aspect of health care is the mental well-being of our Sailors returning from combat
operations. Medical professionals are rapidly learning more about assessing and
treating the effects of mental health issues associated with war, such as post traumatic
stress and traumatic brain injury. We are constantly integrating these lessons into our
health care system.

C. Wounded Warrior/Safe Harbor Program. Our care for combat wounded
personnel does not end at the Military Treatment Facility (MTF). The Navy established
the Safe Harbor Program in 2005 to ensure seamless transition for the seriously
wounded from arrival at an MTF through subsequent rehabilitation and recovery. As
soon as our Warriors are medically stabilized and arrive at an MTF, Safe Harbor staff
members establish close contact with each severely injured Sailor. Typical assistance
provided by Safe Harbor includes; personal financial management, member or family
member employment, permanent change-of-station moves, non-medical attendant
orders for assisting attendants, post-separation case management, travel claims,
Veterans Administration and Social Security benefits and resolving administrative
issues. Since its inception, 162 Sailors, including 19 from the RC, have benefited from
the program. We are committed to providing the individualized non-clinical care that

each of these Sailors and their families deserve.

D. Continuum of Service. Essential to a dynamic, diverse and capable Navy
workforce is establishing a continuum of service by which a Sailor may serve and
REserve over the course of a lifetime. A Sailor for Life philosophy removes
administrative and policy impediments and creates more flexibility to transition between
Active and Reserve statuses, manage a civilian career, pursue advanced education and

account for unique life circumstances. The Navy has asked Congress, via the



135

Secretary of Defense, for authorization to begin a pilot program in FY 09. We pian to
enable Sailors to seamlessly navigate “off ramps” to the RC and “on ramps” to the AC.
Our vision also provides the taxpayer a better return on investment by extending the
opportunities for our personnel to serve, thereby taking full advantage of both military
and civilian training and work experience. A well-developed continuum of service will
create a Sailor for Life, ready to surge in support of national interests and defense.
Navy continues its Total Force approach to manpower management by utilizing
an enterprise framework and providing cost-wise readiness. We are improving
processes to deliver increased readiness and combat capabilities, provide better
organizational alignment and recapitalize our Navy. The Navy Reserve has the
capacity to meet current and future requirements and to continue to transform into the

right Force for tomorrow.

V. Summary

Since 11 September 2001, Navy Reservists have been called to support over
50,000 augmentation requirements for the GWOT. Leveraging unique military and
civilian skill sets and capabilities, our RC continues to transform and increase the
effectiveness and efficiency of our commands while meeting all Fleet and COCOM
requirements. As we strive to provide more responsive and relevant operational
support, Navy Reserve will strengthen our culture of continual readiness while balancing
predictable and periodic mobilizations for contingencies. Yes, we are asking more of
our REservists, but they are responding and performing magnificently across all Navy
enterprises while surging for the GWOT, serving as a Strategic Baseline and

maintaining a ready alert posture for homeland contingencies. Our Total Navy is a
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powerful Force which will continue to enhance the opportunities for our Saitors and their
families to serve and REserve. On behalf of the Sailors, civilians and contractors of our
Navy Reserve, we thank you for the continued support of Congress and your

commitment to our Navy’s Total Force.
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General STULTZ. Yes, sir. Just to echo my comrades in arms here,
thanks for all the support we have gotten from Congress. We are
getting support for the Reserve components at record levels in
terms of dollars being spent against our soldiers for the benefits
and incentives as well as the equipment.

At this time last year when I came before you, the Army Reserve
had an end strength of 188,500; today we have got an end strength
of 193,500—5,000 more than we had this time last year. At a time
when we are at record op tempo, we keep 25,000 to 30,000 soldiers
deployed in 18 different countries in the world right now, and they
are reenlisting at record rates.

We are meeting our retention goals at record rates with our first-
term soldiers. And the reason I believe they do that is they feel
like, one, what they are doing is important and they feel good
about it; but number two, that they have got the support of this
Congress behind them.

So thanks for what you are doing. I look forward to your ques-
tions.

[The statement of General Stultz follows:]
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Chairman Murtha, Congressman Young, Members of the Committee on
Appropriations, Subcommittee on Defense, thank you for calling this
hearing on the Readiness of our Reserve Components. As you know, after
September 11", the nation’s Reserve Components were challenged to
evolve from a strategic force in reserve to an operational force that is
constantly deployed. it literally happened overnight, and now more than six
years into this persistent conflict, the demand for Army Reserve Warrior
Citizens is such that 12% of our force is mobilized and deployed at ali
times, Today, more than 26,000 Warrior Citizens are serving in Iraq,

Afghanistan and 18 other countries.

As never before in our 100 year history, demand for Army Reserve Warrior
Citizens is high. We are carrying out dynamic institutional and operational
changes as we respond to the Nation’s call to serve. Your Army Reserve is
fully engaged and provides key capabilities to the Army. We continue to be
a cost-effective, successful force with a global presence as evidenced by
what we accomplished with the FY07 Budget Congress appropriated to us.
That budget of $6.9 Billion represented only 3.1 percent of the total Army
budget, yet we:

» Mobilized more than 30,400 Warrior Citizens,
Recruited 39,055 Soldiers,
Retained 19,727 Soldiers (119 percent of our retention goals),
Launched the Army Reserve Warrior and Family Assistance Center,

v V V VYV

Accelerated reorganization of the entire Army Reserve Training
Structure,
» Executed two major Warrior Exercises involving more than 8,000

Soldiers,
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» Moved 6,700 pieces of unit equipment to regional training centers,

> Aligned 78 percent of our strength into operational and deployable
forces,

» Overhauled 4,139 pieces of equipment in the $144 Million Depot
Maintenance program,

» Fielded more than 17,000 items of equipment,

v

Increased our aviation force structure by two Blackhawk companies,

Y

Activated