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DEFENSE HEALTH PROGRAM/WOUNDED WARRIOR

WITNESSES

DR. CHARLES L. RICE, PRESIDENT, UNIFORMED SERVICES UNIVER-
SITY OF THE HEALTH SCIENCES, PERFORMING THE DUTIES OF THE
ASSISTANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS, AND
ACTING DIRECTOR, TRICARE MANAGEMENT ACTIVITY

LIEUTENANT GENERAL ERIC SCHOOMAKER, ARMY SURGEON GEN-
ERAL AND COMMANDER, U.S. MEDICAL COMMAND

VICE ADMIRAL ADAM M. ROBINSON, JR., MC, USN, SURGEON GENERAL
OF THE NAVY

LIEUTENANT GENERAL (DR.) CHARLES B. GREEN, AIR FORCE SUR-
GEON GENERAL

OPENING STATEMENT OF CHAIRMAN DICKS

Mr. Dicks. The Committee will come to order. Today, the com-
mittee will receive testimony regarding the Defense Health Pro-
gram and the Wounded Warrior Program. This hearing will cover
the fiscal year 2011 budget request and various medical treatment
issues pertaining to Soldiers and their family members.

The Department faces a tremendous challenge with the growing
cost and long-term sustainability of the military health system. The
military health system has taken several important steps to pre-
pare our military forces and our military medical forces for the fu-
ture. For the first time, the Department of Defense has fully fund-
ed the Defense Health Program in the fiscal year 2011 budget sub-
mission. The request also includes $2.5 billion for the wounded, ill,
and injured. The request includes $30.9 billion for operations and
maintenance, procurement, research and development. The total
military health program is $49.6 billion for 2011. This includes the
payment of $9.3 billion to the Department of Defense Medicare-eli-
gible Retiree Health Care Fund and $9.3 billion in personnel, Base
Closure and Realignment Commission (BRAC), and military con-
struction costs.

The Department continues to focus on the need for mental health
counseling and readjustment support for our servicemembers re-
turning from deployments. It is important for the Department to
get to the heart of the issues that soldiers and their families face
during and after lengthy deployments. The Department is making
strides with improvements to psychological health screening, but
much more still needs to be done.

o))
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The Defense Health Program’s cost continues to grow at a simi-
lar rate to that experienced in the United States health-care sys-
tem at large. In addition, it is likely that benefits for members,
their families, and military retirees are likely to expand over the
coming years. As such, one of the themes from this hearing is what
initiatives should Congress consider that would sustain health-care
benefits, support the needs of troops and their family members,
and improve care, yet control cost growth.

We look forward to your testimony and to a spirited and inform-
ative question-and-answer session.

Now, before we hear your testimony, I would like to call on the
ranking member, my good friend, Mr. Young, who was formerly
Chairman of this subcommittee.

Mr. Young.

REMARKS OF MR. YOUNG

Mr. YOUNG. Mr. Chairman, thank you very much. I want to add
my welcome to our distinguished witnesses today. I think no one
is going to be surprised when I say that it is the opinion—my opin-
ion and the opinion of most of this committee—that this is one of
the most important hearings that we will have this year.

As the Chairman has said, the well-being and health of our
troops, their families, is something that Mr. Murtha took very seri-
ously, something that Mr. Dicks, the present chairman takes very
seriously, and I and the rest of this subcommittee. And we have
been stressing for years that it is essential that we take care of our
Soldiers, Sailors, Marines, Airmen, Air women, and their families.
They deserve the best and most affordable health care we can pro-
vide them, as do our veterans.

Just yesterday morning, in a similar hearing, we discussed the
consolidation of medical facilities in the National Capital Region
and what will it take to ensure a world-class health care system.
If it is not already, that world-class standard should be the goal
across all of medical treatment facilities, not just those in the cap-
ital region.

It is our job, your job, to make sure we take care of our injured
heroes, and there is perhaps no job more important to the sub-
committee than that. I know that you take this very seriously, and
I appreciate your commitment to providing them the best care pos-
sible.

So welcome, again. I look forward to your testimony. Just be as-
sured that whatever it is that you need to guarantee the proper
care of our wounded warriors, our heroes, this subcommittee is in-
terested in providing that. So let us know what it is. Thank you
very much.

Thank you, Mr. Chairman.

Mr. Dicks. Thank you, Mr. Young.

Dr. Rice, would you like to start first?

Dr. RICE. Yes, sir.

Mr. Dicks. We will put all the statements in the record and you
may proceed as you wish.
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SUMMARY STATEMENT OF DR. RICE

Dr. RiCE. Thank you, sir.

Thank you, Mr. Chairman and distinguished members of the
committee, for the opportunity to come before you today. I am hon-
ored to be able to testify on behalf of the men and women who
serve in our Military Health System, and deeply appreciative of the
support that this committee has always provided military medicine.
I have, as you note, submitted my written comments to the com-
mittee. I would like to make a few very brief opening remarks.

I approach my role as the Senior Medical Advisor to Secretary
Gates and Secretary Stanley, at least on a temporary basis, with
the advantages of multiple perspectives: as a trauma surgeon, as
an educator, as a retired Navy medical officer, and as the father
of an Active Duty naval aviator.

The performance of our military medics in combat remains noth-
ing short of remarkable. In addition to the lifesaving care on the
battlefield, we are continuously improving the medical readiness of
the total force. We monitor and record the health of
servicemembers in the most comprehensive manner ever witnessed
throughout the cycle of deployment: before, during, and after their
service in the combat theaters. Despite the breakneck pace of com-
bat, most recently our medical personnel have responded heroically
to the natural disasters in Haiti and Chile. I know that you share
this pride in the people who serve in our system.

Today I want to focus on those areas where greater attention is
required for me, during the hopefully short time I serve in this ca-
pacity, so that you will understand where I am focusing my ener-
gies. First, our deepest obligations are reserved for the casualties
returning to the United States, and to the families and other care-
givers who support them.

Substantial progress has been made since the problems with
Wounded Warrior first came to light in 2007. More needs to hap-
pen on our end to ensure that the programs, services, health infor-
mation, and communication are knitted together more tightly, so
that we can provide clearer and more cohesive services to the fami-
lies who continue to sacrifice so much.

Second, I am intently focused on the performance and the percep-
tion of the electronic health record. My intention is not to micro-
manage the many technological issues, but to determine whether
our proposed solutions will result in a better capability for our pro-
viders, nurses, physicians, pharmacists, and all the other key mem-
bers of the health care team, and deliver value for patients. The
only real test for a successful electronic health record is whether
it leads to higher-quality care and the improvement of the health
of the population that it serves. It must not and cannot fail that
test.

Third, the Department continues to implement the broad
changes required by the 2005 BRAC Commission. Our approach to
the right organizational construct and how we build medical facili-
ties design must result in better services, better quality, and better
access for our patients. Investments in evidence-based design con-
cepts for our new facilities are critically important. They offer a
better healing environment for patients and their families. Belvoir
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will be a showcase for this new approach, a truly dazzling design
that will create an unmatched healing environment.

Fourth, we are working to resolve the serious matters identified
in the protests that were upheld by the General Accountability Of-
fice regarding the T3 contract awards. While the issues that we
must address are serious, I am reassured and want to reassure you
that the internal issues affecting these awards have not affected
the day-to-day service for our beneficiaries.

Nonetheless, our efforts to control TRICARE cost growth are
closely linked to the effective implementation of new contracts, and
it is in the best interest of the government and of the organizations
involved in these contract decisions to move toward a definitive
conclusion.

Finally, I want to briefly comment on the larger issue of national
health care reform that has been the focus of so much recent atten-
tion. Although the military health care system is a unique system
of care, we do not function apart from the civilian health care sys-
tem used by the American people. In fact, almost 70 percent of the
care our beneficiaries receive is delivered by our civilian colleagues.

TRICARE benefits are administered separately from the new
health-care reform law. We know that the DOD medical benefit is,
appropriately, one of the most comprehensive benefits of any em-
ployer. One visit to the Walter Reed or the National Naval Medical
Center or Wilford Hall or Brooke, demonstrates why this should be
so, more than any words I can offer here.

Yet there are other potential benefits that will accrue to the mili-
tary services when more Americans are covered by insurance. This
includes a more medically fit recruiting pool, greater investments
in comparative effectiveness research that will help all practi-
tioners of care with developing scientifically validated approaches
to medicine, and a more secure transition for those members of our
Armed Forces who decide to separate prior to full retirement.

I will be working with my health care colleagues at Health and
Human Services and elsewhere to ensure that we are appropriately
involved in the implementation of health care reform initiatives
}hat both reassure our beneficiaries and promote the goals of re-
orm.

One area in which legislation has been proposed to match
TRICARE to the new health insurance requirements is the exten-
sion of health insurance coverage to children of eligible bene-
ficiaries to the age of 26. Our staff is performing preliminary actu-
arial work to determine the anticipated additional cost to the De-
partment for this coverage expansion and to develop an equitable
premium for this expanded coverage as directed by legislation.

Mr. Chairman, I want to thank you again for your leadership
and for your steadfast support of the military health system, and
I look forward to answering your questions.

Mr. Dicks. Thank you, Dr. Rice.

[The statement of Dr. Rice follows:]
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Mr. Chairman, Members of the Committee, thank you for the opportunity to discuss the
Military Health System (MHS)’s priorities and budget for Fiscal Year (FY)2011.

We have enduring obligations to the men and women of our Armed Forces, and to their
families who serve with them, and to the millions of retired military personnel who have
served us in the past.

This obligation begins the moment a recruit walks through our doors. In our budget for
the coming year, we acknowledge that lifetime commitment we have to those who
serve today or have served in the past, and to their families.

For those service members who honorably conclude their service before reaching
military retirement, we have an obligation to ensure their medical experience is fully
captured and easily shared with the Department of Veterans Affairs (VA) or with their
own private physician. For those who retire from military service, our obligation to
them and their families often extends for a lifetime.

And, for those who have borne the greatest burden, through injury or disease suffered
in our nation’s conflicts, we have an even higher obligation to the wounded and their
families. As Secretary Gates stated with the introduction of the Defense budget,
“Recognizing the strain that post-9/11 wars have put on so many troops and their
families, the department will spend more than $2 billion for wounded warrior initiatives,
with a special focus on the signature ailments of current conflict, such as post-traumatic
stress disorder (PTSD) and traumatic brain injury. We will sustain health benefits and
enlarge the pool of medical professionals. We will broaden electronic information-
sharing between the Department of Defense (DoD) and VA for wounded warriors
making the transition out of military service.”

The budget we are putting forward reflects our commitment to the broad range of
responsibilities of the MHS - the medical readiness requirements needed for success on
today’s battlefield; the medical research and development necessary for success on
tomorrow’s; the patient-centered approach to care that is being woven through the
fabric of the MHS; the transformative focus we are placing on the health of our
population; the public health role we play in our military community and in the broader
American community; the reliance we have on our private sector health care partners
who provide indispensable service to our service members and families; and our
responsibility to deliver all of these services with extraordinary quality and service.

As our military forces in Afghanistan are engaged in combat operations to expand the
security, governance, and development environment for the people of Afghanistan; as
we continue with the careful hand-off of responsibilities to the elected leaders of Irag;
and, as Marines provide security and the joint medical team provides care for the
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people of Haiti, we are mindful of the trust and investment that the American people
have made in military medicine. We will continue to honor that trust.

MHS Mission and Strategic Plan

The MHS overarching mission remains as in years past: to provide optimal health
services in support of our nation’s military mission — anytime, anywhere.

Over the last twelve months, the Office of the Assistant Secretary of Defense for Health
Affairs has worked with our Service Surgeons General and the entire Joint MHS
leadership team to update and refine the MHS Strategic Plan.

In the process, we sought the expertise and advice from leaders both within our system
and external to the MHS, to include renowned experts at the Mayo Clinic, Kaiser
Permanente, Geisinger Health System, the Cleveland Clinic, Intermountain Health, and
the Institute for Healthcare Improvement.

This effort resulted in unanimous support for adopting “The Quadruple Aim” as the
foundation for our strategic plan in the coming years.

The Quadruple Aim borrows liberally (and with permission) from the Institute for
Healthcare Improvement’s (IHI) “Triple Aim,” and is further tailored to the unique
mission of the MHS. The four core components of the Quadruple Aim are:

¢ Readiness — Ensuring that the total military force is medically ready to deploy and
that the medical force is ready to deliver health care anytime, anywhere in
support of the full range of military operations, including combat support,
defense support to civil authorities, and humanitarian assistance/disaster relief
missions as we witnessed most recently in Haiti.

¢ Population Health ~ Improving the health of our population by encouraging
healthy behaviors and reducing the likelihood of illness through focused
prevention and the development of increased resilience.

e Experience of Care ~ Providing a care experience that is patient and family
centered, compassionate, convenient, equitable, safe, evidence-based, and
always of the highest quality.

e Cost —Creating value by focusing on measuring and enhancing quality healthcare;
eliminating inefficiencies; reducing unwarranted variation; and emphasizing
investments in health that reduce the burden and associated cost of preventable
disease in the long term.

The outcome of this strategic planning effort is more than the plan itself. The values
and strategies we have articulated in our plan are reflected in our proposed budget.
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Whereas we take great pride in the past accomplishments of the joint MHS team, the
overview we provide in the following pages for our fiscal year 2011 strategic priorities is
forward-locking, not merely a reflection of past accomplishments. By aligning this
testimony with our strategic plan, we link our budget proposal and priorities to our
strategic focus inherent in the four core components of the Quadruple Aim.

Readiness

Afit, healthy, and protected force is the starting point in ensuring a medically ready
force. We have a core set of individual medical readiness (IMR) measures that inform
both our line commanders and our medical teams about the individual preparedness of
a service member to deploy.

We will continue to use our monitoring systems so that we reduce the rate of
deployment limiting conditions. We will also focus on disparities between the Active
and Reserve Components in terms of IMR, and improve the medical readiness of the
Total Force.

A critical companion strategic matter for the Department is the psychological health of
our people. Between 20-30% of our service members who have deployed to Operation
Iraqi Freedom or Operation Enduring Freedom (OIF/OEF) have reported some form of
psychological distress. As has been widely noted, suicide rates in the Armed Forces
have also been rising. DoD and the individual Services are studying every suicide or
suicide attempt closely, and we have collectively introduced a number of new programs
and initiatives to reduce the occurrence of suicide. We are engaging commanders, the
medical research community and fellow service members in a multi-tiered effort to
understand and implement effective strategies to deter suicide; to reduce the stigma of
seeking professional help and counseling; and to ensure there are adequate personnel
resources to meet a clear and growing demand for mental health services.

We remain focused on accelerating our research into and the adoption of evidence-
based care treatments for personnel with PISD and traumatic brain injury. Secretary
Gates continues to be personally interested in seeing us move information from the
research realm to the field in a much more rapid manner.

We are proposing another $669 million to support our requirements in meeting these
critical needs in support of psychological health. Significant funds are also directed to
other critical battlefield medical research and development needs.

In addition, our investments in Defense Centers of Excellence and the Defense and
Veterans Brain Injury Center are funded and poised for delivering world-class care and
service to our military and veteran populations.
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Finally, in FY 2010 and FY 2011, we will be undertaking actions to expand our measures
of “readiness.” Specifically, we will be assessing how to better measure “family
readiness.” There is no question that the health and resiliency of the entire family is tied
to the readiness of the individual Soldier, Sailor, Airman, and Marine. Our efforts will be
directed toward measures that help us proactively identify and address health risks
within a family prior to deployment.

Population Health

There are few organizations in the world that compare to the DoD in having the right
incentives to truly invest in population health efforts. A significant number of military
personnel and their families will have their health care managed by DoD or other federal
and private sector partners for their lifetimes. Accordingly, we will continue to develop
and employ the best tools and programs to transform our culture to one focused not
just on expertly treating disease and injury, but to one focused on sustaining the health
and well-being of our population.

There are a number of tools and programs at our disposal to improve overall population
health. The Department will continue to invest deeply in our preventive service
programs. We will improve our provider support tools so that opportunities for
education or preventive treatment can be engaged at all patient-provider opportunities.

We will closely track our performance in delivering preventive services using the Health
Employer Data Information System (HEDIS) measures. HEDIS allows us the opportunity
to compare ourselves among each Service or MIF, but equally importantly, to compare
ourselves against our private sector counterparts. In 2009, we witnessed impressive
gains in preventive service delivery as compared to both national norms and national
benchmarks, particularly in the Army and Navy, after introducing pay for performance
incentive programs.

We recognize, however, that not all measures are moving in the right direction. For
example, we are seeing continued high levels of tobacco usage among our youngest
service members. We are also seeing rising rates of obesity in our non-active duty
population (along with the related morbidities, particularly diabetes).

As an aspect of our strategic imperatives, we are seeking to more directly and more
personally engage patients to take a more active role in managing their health. We will
seek to influence behaviors through increased positive actions (better nutrition and
increased physical activity) and reduced negative habits (tobacco use and excessive
alcohol intake).

Our efforts to improve the overall health status of our population do not operate in a
vacuum. Improvements are made one patient at a time; one patient visit at a time. In
this regard, our efforts in this strategic arena are directly tied to our efforts at the
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individual level with their experience with the care received -- and the topic of the next
section.

Experience of Care

One of our foremost and sustained priorities is to improve the experience of care for
those who are most intimately interacting with our MHS every day — the wounded, ill,
and injured from our current conflicts who are moving through the joint patient
evacuation system, from point of injury in the theater of operations, to the point of
definitive care in the United States, where many are recovering at our flagship military
medical centers in the National Capital Area and other medical centers around the
country.

We remain grateful for the support of the Congress, and especially this Committee, to
ensure we have the resources to provide the very best health care for our forces and
their families, and in particular for the wounded, ill, and injured.

We propose a budget of more than $670 million to support the spectrum of services for
the wounded, ill, and injured — services which include enhanced case management,
improvements to our Disability Evaluation System, and greater data sharing with the VA
and other private sector medical organizations.

Central to our efforts is the obligation to expedite the administrative elements of our
disability cases, and work to get our Wounded Warriors to the best possible location to
facilitate their recovery. We are expediting our Medical Evaluation Board (MEB) process
toward a goal of completing all MEBs within 30 days.

We have also successfully piloted efforts with the VA to have both Departments’
medical examination requirements completed in a single exam—which increases the
timeliness of processing and increases satisfaction with the entire experience for the
service member.

Enhancing the care experience is not limited, however, to our wounded warriors. Itis
imperative that we offer solutions and improvements for our entire beneficiary
population we serve.

The overriding issue in our system has historically been and continues to be “access to
care.” Simply put, access is about getting the right care for the right patient at the right
time.

Our efforts to improve access in the coming year will be focused on expanding our
“Medical Home” initiatives. The Patient Centered Medical Home provides patients with
a known provider or small team of providers, who will get to know that patient and her
or his medical problems. The continuity of care offered by this model, when coupled
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with enhanced access to the provider through telephone messaging or secure electronic
communication and timely appointing, will enhance the quality and safety of care and
improve the patient experience. This model has been endorsed by professional medical
societies (the American Academy of Pediatrics and the American Academy of Family
Physicians, American College of Physicians, and American Osteopathic Association),
several large third party payers, employers, and health plans. Its adoption in the MHS
reflects the continuation of a journey toward improving patient access and satisfaction.

We will be providing our enrolled population with clear communications about how to
access the appropriate level of medical care to meet their needs at any time, 24 hours a
day - seven days a week. We will offer our patients with multiple modes of accessing
care, to include expansion of telephone access, and secure, web-based patient-provider
messaging service.

Per Capita Cost Control

We are proposing a fully funded budget for FY2011. The MHS serves 9.5 million
beneficiaries, to include active duty members and their families, members of the
Reserve Component and their families, and retired military personnel and their families.
It is important to note that this number that has grown with the increased active duty
end strength as well as the expansion of health benefits to members of the Reserve
Component. Thus, while real cost growth will continue to rise, we, nonetheless, will be
focused on controlling per capita costs within our system.

Our primary and most strategically important bulwark against unmanaged cost growth
for the coming year is quality. Our efforts to develop, proliferate and adhere to
evidence-based guidelines will have the most dramatic effect on our costs. In this
instance, we will again compare ourselves against each other and against private sector
data using the Dartmouth Atlas as our guide. Our goal is to reduce inappropriate
variation in the utilization of services.

The urgency of addressing costs in FY 2011 is clear from our budget request. A major
increase in the budget request includes $1.2 billion for private sector care costs due to
an increase in users of TRICARE and an increase in utilization of the TRICARE benefit.

We recognize that this focus on quality and utilization does not diminish the need for
wise and informed management actions to also control costs. InFY2011, we will also:
* continue implementation of Federal Ceiling Pricing of retail pharmaceuticals;
¢ continue implementation of the Outpatient Prospective Payment System, which
reduces the reimbursement paid for outpatient care at inpatient private sector
care facilities;
¢ standardize medical supply chain management across the full range of military
health care operations;
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e increase efforts to identify and detect fraud, waste, abuse, and overpayments to
civilian medical providers; and
» pursue the first fully integrated Joint DoD/VA healthcare collaboration consisting
of the North Chicago Veterans Affairs Medical Center and the Navy Health Clinic,
Great Lakes, Illinois.
Through improved access to care from the medical home initiative and adherence to
evidence-based care guidelines, we are hoping to reduce the need for referrals to
private sector sources wherever possible, and to decrease utilization of emergency
room services (when used as a source for non-emergent primary care). -

We recognize that the MHS is not immune from the cost growth challenges faced by our
private sector peers. And, the ever-increasing value of the TRICAREbenefit against
private sector plans and premiums will likely place additional pressure on the MHS
budget. Yet, along with the civilian and military leadership of the Department, we are
mindful of the trade-offs being made every day to sustain this system of care.

Learning and Growth

Fiscal Year 2011 promises to be both exciting and challenging, as many of the
Department’s most significant health efforts will be advanced in bold and meaningful
ways. The 2005 Base Realignment and Closure actions, which impact medical facilities
in multiple joint medical markets, the joint Medical Education and Training Campus, and
co-location of medical headquarters, will come to fruition in September 2011.
Additionally, work on the Electronic Health Record (EHR) will continue on the trajectory
toward improved system effectiveness and interoperability. And the Department will
continue to address and resolve governance issues related to emerging requirements to
organize, execute, and oversee Joint peacetime health care activities.

In this dynamic environment, supporting the Quadruple Aim is an objective that must
continue to grow and support the people who serve the MHS. Our major initiatives for
this year center on (1) furthering the MHS; contribution to medical science, (2)
delivering information to enable better healthcare decisions, and (3) ensuring a fully
capable workforce most prepared to support our strategic initiatives,

Our medical research program continues to grow, with the leadership of Secretary
Gates and the ongoing support of Congress. Significant funding has been dedicated to
TBI and psychological health; battlefield medicine; threats from the full range of
chemical, biological, radiobiological and nuclear threats. Our EHR continues to serve a
vital function in support of our clinicians and patients. The incredibly rich clinical data
repository is capturing care delivered throughout our system, to include outpatient
services in the combat theaters. And, in each successive year, we are able to transfer
more health information more easily with our counterparts in the VA,
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Yet, our EHR has not been without its technical challenges. For FY 2011, we are
proposing a total of $875 million for modernization efforts and to enable data
interoperability with the Virtual Lifetime Electronic Record (VLER), being jointly led by
DoD and the VA, VIERis an ambitious and needed undertaking to integrate medical,
personnel benefits, and financial information in a single virtual record for veterans.

Finally, vital to our ability to deliver a high quality, accessible and cost-effective health
system is a workforce that is trained and ready to operate in a fast-paced environment.
We are investing in recruitment and retention programs to sustain our system. We have
proposed legislation that will allow us to offer post-graduate scholarships for MHS
civilians. We are partnering with universities, marketing our job opportunities to their
graduates. Outreach activities include attending job fairs, speaking at professional
conferences, and marketing through our MHS website. Partnering with the VA has
allowed us to share recruiting opportunities, improving our mutual ability to recruit
scarce medical professionals. In all, our MHS human capital programs will continue to
allow us to extol the benefits of public service while supporting our strategic initiatives.

We are proud to serve with the talented, dedicated and resourceful team of public
servants and military volunteers who comprise the MHS. And, we are committed to
enhancing their professional experience in service to the country.

UNIFIED MEDICAL BUDGET REQUEST FOR FY 2011
The Defense Health Program (DHP), the appropriation that supports the MHS, is under
mounting financial pressure. The DHP has more than doubled since 2001 — from $19
billion to $50.7 billion in FY 2011.

The majority of DoD health spending supports health care benefits for military retirees
and their dependents, not the active force. We project that up to 65 percent of DoD
healthcare spending will be going toward retirees in FY 2011 — up from 45 percent in FY
2001. As civilian employers’ health costs are shifted to their military retiree employees,
TRICARE is seen as a better, less costly option and they are likely to drop their
employer’s insurance. These costs are expected to grow from 6 percent of the
Department’s total budget in FY 2001 to more than 10 percent in FY 2015.

Despite these fiscal challenges, the FY 2011 budget request provides realistic funding for
projected health care requirements.

The Unified Medical Budget, the Department’s total request for healthcare in FY 2011, is
$50.7 billion. This includes the DHP appropriation, including Wounded, Il and Injured
Care and Rehabilitation; Military Personnel, Military Construction, and normal cost
contributions for the Medicare-Eligible Retiree Healthcare.

Defense Health Program
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The largest portion of the request, or $30.9 billion, will be used to fund the DHP, which
is comprised of Operation & Maintenance (O&M), Procurement and Research,
Development, Test & Evaluation (RDT&E). A little over $29.9 billion is for O&M, which
funds most day-to-day operational costs of healthcare activities;

Military Personnel and Construction

For Military Personnel, the Unified Medical Budget includes $7.9 billion to support the
more than 84,000 military personnel who provide healthcare services in military
theaters of operations and fixed health care facilities around the world. These services
include medical and dental care, global aeromedical evacuation, shipboard, and
undersea medicine, and global humanitarian assistance and response.

Funding for medical Military Construction (MILOON) includes $1.0 billion to improve our
medical infrastructure. We are committed to building new hospitals using the principles
of Evidence-Based Design (EBD). We are excited to be able to open a national showcase
in EBD, the new Fort Belvoir Hospital, in 2011.

MILCON funding will also be directed toward infrastructure enhancements at the
National Interagency Biodefense Campus at Fort Detrick, Maryland — a vital resource for
the nation.

DoD Medicare-Eligible Retiree Health Care Fund

The estimated normal cost of the Medicare-Eligible Retiree Health Care Fund in FY 2011
is $10.9 billion. This funding includes payments for care in MTFs, to private health care
providers, and to reimburse the Services for military labor used in the provision of
healthcare services.

CONCLUSION
Mr. Chairman, the Military Health System continues to provide world-class medical care
for a population that demands and deserves the best care anywhere. I am proud to
represent the men and women who comprise the MHS. Iam proud to submit to you
and your committee members a budget that is fully funded and that we can successfully
execute in the coming year.

Iam pleased that I am able to provide you a budget with a direct and specific link to our
strategic planning efforts of the last year.

Thank you again, Mr. Chairman, for the opportunity to be with you today. Ilook
forward to your questions.

[END]
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Mr. Dicks. General Schoomaker.

SUMMARY STATEMENT OF GENERAL SCHOOMAKER

General SCHOOMAKER. Chairman Dicks, Representative Young,
distinguished members of the Defense Subcommittee, thank you for
inviting us to discuss the Defense Health Programs and our respec-
tive service medical programs. I am now in my third congressional
hearing cycle as the Army Surgeon General and the Commanding
General of the Army Medical Command. I can tell you that these
hearings are valuable opportunities for me to talk about the accom-
plishments of Army medicine and to hear your collective perspec-
tives regarding military health promotion and health care.

I, and I know my colleagues as well, are saddened to be in this
hearing today without one of military medicine’s strongest sup-
porters. Chairman Jack Murtha was a friend of the Military Health
System, of Army medicine, and a soldier on point for the Nation.
I extend my personal sympathies to his family and to those with
whom he worked closely, to those in his district he represented so
faithfully, and to those he inspired. He is deeply missed.

Chairman Dicks, I certainly look forward to working with you in
your new role and to continue the great support and guidance this
committee has provided for the Military Health System.

I am pleased to tell you that the President’s budget submission
for fiscal year 2011 fully funds the Army Medical Department’s
needs. Your support of the President’s proposed budget will be
greatly appreciated.

One area of special interest to this subcommittee is our com-
prehensive effort to improve warrior care, from the point of injury
through evacuation and inpatient treatment to rehabilitation and
return to duty. This is really a tri-service effort and done very coop-
eratively with my colleagues to the left. There is nothing more
gratifying than to care for these wounded or injured heroes.

We in Army medicine continue to focus our effort on wounded,
ill, and injured warriors, and I want to thank Congress for your un-
wavering support. You all have been very, very instrumental in the
improvements that Army medicine has made in this regard and
across the Joint force. The support of this committee has allowed
us to hire additional providers to staff our Warrior Transition
Units, to conduct relevant medical research, and to build the heal-
ing campuses, the first of which will be opened at Fort Riley, Kan-
sas in late May.

I am convinced that Army has made some lasting improvements.
The most improvement may be a change in the mindset from a
focus on disability to an emphasis on ability and achievement.
Each of these warriors has an opportunity and the resources to cre-
ate their own future as soldiers or as productive private citizens.
In fulfilling our moral obligation to our soldiers, we have estab-
lished a comprehensive program of world-class medical care, of re-
habilitation, professional development, and personal goal setting.

Today, we have 29 Warrior Transition Units and nine commu-
nity-based Warrior Transition Units out in individual States,
staffed by more than 3,900 personnel who manage the care and
support for approximately 9,000 soldiers and their families who are
currently in the program.
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The cornerstone of any warrior’s successful transition is what we
call the Army’s Comprehensive Transition Plan. It is the warrior’s
holistic plan for his or her future. As detailed in my written testi-
mony, the Comprehensive Transition Plan is tailored to a warrior’s
individual situation. It takes account of six demands: career, phys-
ical, social, emotional, spiritual, and family support needs.

A second area of special interest for this committee is psycho-
logical health. Army Medicine, under the direction of our new Dep-
uty Surgeon General, Major General Patty Horoho, most recently
the Commanding General of the Western Regional Medical Com-
mand—and, sir, I know that you know her very well—at Fort
Lewis, is finalizing a comprehensive behavioral health system of
care plan. This comprehensive system of care is intended to stand-
ardize and to synchronize the vast array of behavioral health ac-
tivities that occur across the Medical Command and throughout the
Army’s force generation cycle—this iterative cycle of deployment, of
support for families and the soldier, while they are in deployment,
and reintegrating them when they return from deployment. I look
forward to sharing more information with you over the next
months as we roll out this exciting initiative.

In keeping with our focus on preventing injury and illness, Army
Medicine and Army leadership is currently engaged in an all-out
effort to change the military mindset regarding traumatic brain in-
jury, especially the milder form, or concussion. Our goal is nothing
less than a cultural change in fighter management after potential
concussive events on the battlefield. To achieve this goal, we are
educating the force so as to have trained and prepared soldiers,
leaders, and medical personnel to provide early recognition, treat-
ment, and tracking of concussive injuries, ultimately designed to
protect the warrior’s health—no different than what would occur on
a sports field in America today.

I brought with me today a packet. It is called “The Brain Injury
Awareness Tool Kit.” I ask that we be permitted to share this with
you and your staffs. It contains patient information materials as
well as an informative DVD—a kind of concussive brain injury 101,
that is used to educate soldiers before they deploy overseas. This
further highlights strong efforts by Army’s leadership and the DOD
leadership to reduce the stigma associated with seeking help for
this injury and for any behavioral health problem that may occur
jointly or separately from the brain injury.

The end state of these efforts is that every servicemember sus-
taining a possible concussion will receive early detection, state-of-
the-art treatment, and a return-to-duty evaluation in the long-term
digital health record that Dr. Rice referred to earlier, to track their
management. I truly believe our evidence-based directive approach
to concussion management will change the military culture regard-
ing head injuries and impact the well-being of the force.

In closing, I am very optimistic about the future of Army Medi-
cine. I feel very privileged to serve the men and women of Army
Medicine as soldiers, Americans, and as global citizens. Thanks for
holding this hearing and for your steadfast support of the Military
Health System and Army Medicine.

[The statement of General Schoomaker follows:]
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Chairman Dicks, Representative Young, and distinguished members of
the Defense Subcommittee, thank you for inviting us to discuss the Defense
Health Program and our respective Service wounded Warrior programs. Now in
my third Congressional hearing cycle as the Army Surgeon General and
Commanding General, US Army Medical Command (MEDCOM), | can tell you
that these hearings are valuable opportunities for me to talk about the
accomplishments and challenges of Army Medicine and to hear your collective
perspectives regarding military healthcare. You and your staff members ask
some difficult questions, but these questions help keep us focused on those we
serve--the Soldiers, Sailors, Marines, Airmen, Coast Guardsmen, Family
members, and Retirees as well as the American public. | hope you also find
these hearings beneficial as you review the President’s budget submission,
which this year fully funds the Army Medical Depariment’s needs, and determine
priorities and funding levels for the next fiscal year,

The US Army Medical Department is a complex, globally-deployed, and
world class team. My command element alone, the MEDCOM, is an $11 billion
international health improvement, health protection, emergency response and
health services organization staffed by 70,000 dedicated Soldiers, civilians, and
contractors. | am in awe at what these selfless servants have done over the past
years—their accomplishments have been quietly, effectively, powerfully
successful. While we have experienced our share of crises and even tragedies,
despite eight years of continuous armed conflict for which Army Medicine bears a
heavy load, every day our Soldiers and their Families are kept from injuries,
ilinesses, and combat wounds through our health promotion and prevention
efforts; are treated in cutting-edge fashion when prevention fails; and are
supported by an extraordinarily talented medical force to include those who serve
at the side of the Warrior on the battlefield. We mourn the loss of 26 teammates
in the Fort Hood shootings—six dead and 20 wounded—but are inspired by the
resolve shown by their units to continue their missions and the exemplary
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performance of the 467" and 1908" Medical Detachments serving in Afghanistan
today.

One particular area of special interest to this subcommittee is our
comprehensive effort to improve Warrior care from point of injury through
evacuation and inpatient treatment to rehabilitation and return to duty. | am
convinced the Army has made some lasting improvements, and | was recently
heartened to read the comments of a transitioning Warrior that reinforced these
perceptions. She commented:

As | look back in the past | am able o see with a reflective eye...the
people that have helped me fight this battle, mostly my chain of
command, who have always stood beside me instead of in front of me.
They have gone out of their way to do what was best for me and |
cannot say | would be here still if | hadn’t had such wonderful
support.... This is my story at the WTB and all in all, 1 just had to make
aware to everyone that has helped that | am very grateful and | truly
appreciate all of the work you have done for me.

There is nothing more gratifying than to care for these wounded, ill, and injured
heroes. We in Army Medicine continue to focus our efforts on our Warriors in
Transition and | want to thank Congress for your unwavering support. The
support of this committee has allowed us to hire additional providers, staff our
Warrior transition units (WTUs), conduct relevant medical research, and build
healing campuses. We have come a long way, and | firmly believe that we have
a superb program for our wounded, ill, and injured, but we know it is not perfect.
As | highlight some of the changes over the last year, | welcome your guidance
as we continue to make significant improvements in the way we care for our
Warriors and their Families.

In fulfilling our moral obligation to our Soldiers, we have established a
comprehensive program of world class medical care, rehabilitation, professional
development, and personal goal setting. We have a responsibility to preserve
the fighting spirit, sustain our force, and retain experienced Soldiers. We also
have a responsibility to assist and be responsive to Soldiers’ Families. Today,
we have 29 WTUs and 9 Community Based WTUs staffed by more than 3,900
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personnel who manage the care and support for 9,147 Soldiers and their
Families.

The recently released recommendations of General (Ret) Frederick
Franks’ review of the Medical Evaluation Board (MEB) and Physical Evaluation
Board (PEB) processes provide for a transition from a system of compensation
and disability to an abilities-based system that promotes resilience, self-
assurance, re-education, and employment. General (Ret) Franks made forty-
three tactical or supporting recommendations in the areas of command
emphasis, education and training, policy, and process. Army leadership is
reviewing the recommendations in the context of the on-going efforts of the
Wounded, lii, and Injured Senior Oversight Committee, chaired by the Deputy
Secretaries of the Departments of Defense and Veterans Affairs, have already
implemented 8, and are considering implementation of additional
recommendations through an Execution Order signed by the Army Chief of Staff.

We have instituted multiple feedback mechanisms to ensure we are
meeting the needs of our wounded, injured and ill Warriors and their Families.
The cornerstone of any Warrior's successful transition is the Army’s
Comprehensive Transition Plan (CTP), which is a Warrior's holistic plan for
hus/her future created within the first 30 days of assignment to a WTU. The CTP
is tailored to a Warrior's individual situation and takes into account six domains:
career, physical, social, emotional, spiritual, and family. To aid in creating the
CTP, each Warrior is first formally trained in goal setting. An occupational
therapist then assists the Warrior in selecting a career track based on his/her
capabilities and desires. Next, a licensed clinical social worker convenes a multi-
disciplinary team to assist the Warrior in setting 30, 60, and 90-day goals in each
of the other five domains. Each quarter thereafter, the multi-disciplinary team
reconvenes to review and adjust the Warrior's goals. As Warriors progress
through rehabilitation and pre-transition phases of their lifecycle, their CTP
progress is assessed weekly by their Squad Leader and Nurse Case Manager
through a self-assessment and validation process throughout the remainder of
their assignment in the WTU.
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The last phase of this process is the Army’s follow up in the post-transition
phase. This phase will be used to assess the overall effectiveness of the
Warrior Transition Command’s execution of the Warrior Care and Transition
Program. Using survey instruments, we will collect data from our WTU alumni
(most of whom are veterans) to assess the effectiveness of the overall care and
transition program which will enable us to identify areas for improvement or
changes as necessary.

We have invested heavily in ensuring that our seriously injured Warriors
(those with a disability rating of 30 percent or higher or a combined rating of 50
percent or greater for conditions that are the resuit of combat or are combat-
related) have an Army Wounded Warrior (AW2) Advocate assigned to them. The
AW2 program assists and advocates for the Warrior from time of injury and
continues throughout the Warrior's lifecycle of care. AW2 Advocates contact
their assigned Soldier/veteran and Families to provide personalized support and
ensure full use of benefits to recover physically, prepare financially and to build
their skills for a rewarding career in the military or as a civilian. The advocates
assist with day-to-day issues in recovery as well as longer-term transition
decisions. AW2 Advocates are assigned to most military installations and
Department of Veterans Affairs (VA) medical facilities throughout the nation. The
Army Reserve and Army National Guard have similar AW2 Advocate positions to
follow up with Reserve Component Soldiers and veterans.

Additionally, the Army and the Department of Veterans Affairs (VA) have
integrated several procedures to ensure Soldiers and their Families have a
successful transition when they will not be returning to the force. Since FY2008,
both departments trade senior advisors to serve as liaisons ensuring coordination
and open communication between departments. At 15 military treatment
facilities (MTFs), the VA has assigned a total of 26 VA liaisons to coordinate the
transition of Warriors to VA medical facilities and VA polytrauma centers. VA
liaisons register and enroll service members into the VA healthcare system,
coordinate care with VA program managers, coordinate with the Veteran Benefits
Administration staff to provide wounded, ill, and injured Warriors with benefit
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information, integrate with Army staff at MTFs, and educate veterans, service
members, and families about VA healthcare.

The VA has assigned benefits advisors to support VA benefits information
and claims processing at all WTUs. VA personnel support the nine Community-
Based WTUs in the same manner. The VA ensures Vocational Rehabilitation
and Employment (VR&E) counselors are available for Warriors at WTUs. VR&E
counselors provide employment, career and educational counseling to Soldiers
separating from Active Duty. They are learning about the Army’s CTP and how
the plan supports our wounded, ill, and injured. These VR&E counselors and VA
liaisons will use the CTP fo better assist Soldiers and their Families.

In speaking of our Families, we are looking forward to carrying out the
provisions in the 2010 defense authorization bill to provide the much deserved
additional compensation to caregivers of Warriors who suffer catastrophic iliness
or injury in the line of duty. While we await resolution on eligibility criteria and
final implementation guidance from the DoD Wounded Warrior Care and
Transition Program Office, we are leaning forward by developing the Army's
implementation guidance for executing the provisions. We have met with our
stakeholders to ensure we are prepared for swift execution of this much-
deserved benefit for the affected Families.

In the remainder of my testimony today, | will discuss how we are providing
optimal stewardship of the investment the American public and this Committee
have made in Army Medicine.

We lead and manage Army Medicine through the Kaplan & Norton Balanced
Scorecard performance improvement framework that | introduced to you in last
year's testimony. The Scorecard balances missions and resources across a
broad array, while ensuring that near-term measures of success are aligned with
longer-term, more strategic results. This balancing is depicted on the A
Scorecard’s Strategy Map, which shows how we marshal our resources, train
and develop our people, and focus our internal processes and efforts so as to
balance competing goals. Ultimately our means, ways, and ends contribute
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toward accomplishing our mission and achieving our strategic vision. The five
strategic themes that guide our daily efforts are:

+ Maximize Value in Health Services

« Provide Global Operational Forces

¢ Build the Team

+ Balance Innovation with Standardization

¢ Optimize Communication and Knowledge Management
Although distinct themes, they inevitably overlap and weave themselves through
everything we do in Army Medicine.

The first strategic theme--Maximize Value in Health Services— is built on
the belief that providing high quality, evidence-based services is not only the right
for our Soldiers and Families; it results in the most efficient use of resources
within the healthcare system, thus delivering value to not only our Patients, but
indeed, the Nation. In fact, what we really want to do is move from a healthcare
system to a system for heatth.

We have resisted simply inventing a new process, inserting a new
diagnostic test or therapeutic option in vacuo or adding more layers of
bureaucracy but are truly adding value to the products we deliver, the care we
provide, and the training of our people. This requires focusing on the clinical
outcome for the patient and the community and maintaining or even reducing the
overall resource expenditure needed to achieve this objective. it has occurred
through adoption of evidence-based practices and reducing unwarranted practice
variation--even "unwarranted administrative practice variation" for the
transactional processes in our work. As one example of this, Army Medicine is
expanding upon our Performance Based Budget model to link resources to
clinical and quality outputs. The Healthcare Effectiveness and Data information
Set (HEDISF) is a tool used by more than 90% of America's health plans (> 400
plans) to measure performance on important dimensions of care, namely, the
prevention of disease and evidence-based treatments for some of the most
common and onerous chronic ilinesses. The measures are very specifically
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defined, thus permitting comparison across health plans. Since 2007, we have
been providing financial incentives to our hospitals, clinics and clinicians for
superior compliance in key HEDIS measures. Currently, we track nine measures
and compare our performance to national benchmarks. Our performance has
improved on each measure, in one case by 63%. We have demonstrated that
these incentives work to change organizational behavior to achieve desired
outcomes in our health system. Put quite simply, our beneficiaries, patients and
communities are receiving not only better access to care but better care—
objectively measured.

As the DoD budget and health-/healthcare-related costs come under
increasing scrutiny, this element of our strategy will be even more critical for us.
As the United States struggles to address improvements in health and healthcare
outcomes while stabilizing or reducing costs of our national system of care, we in
Army Medicine and the Military Health System will surely keep the goal of
maximizing value in our cross-hairs...or we will find our budgets tightening
without a way to measure the effects on our patients' and our communities'
health and well-being.

All of these remarkable achievements would be without meaning or
importance to our Soldiers, their Families and our patients if we do not provide
access and continuity of care, especially within the direct care system of our
medical centers, community hospitals, health centers, and clinics. | am locking
carefully at my commanders’ leadership and success in ensuring that their
medical and dental treatment facilities provide timely access and optimize
continuity of care. We have undertaken major initiatives to improve both access
and continuity—this is one of the Army Chief of Staff's and my top priorities.
After conducting thorough business case analyses, Army Medicine is expanding
product lines in some markets and expanding clinical space in others. At 14
locations, we are establishing Community Based Primary Care Clinics by leasing
and operating clinics located in off-post communities that are close to where
active duty Families live, work, and go to school. These clinics will provide a
patient-centered medical home for Families and will provide a range of benefits:
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Improve the readiness of our Army and our Army Family
Improve access to and continuity of care

Reduce emergency room visits

Improve patient satisfaction

Implement Best Practices and standardization of services
Increase physical space available in military treatment facilities
(MTFs)

Improve physical and psychological health promotion and
prevention

Along with the rest of the Military Health System, Army Medicine is

embracing the Patient-Centered Medical Home concept, which is a

recommended practice of the National Committee for Quality Assurance and is

endorsed by a number of medical associations, several large third-party payers,

and many employers and health pIahs. The Patient-Centered Medical Home

improves patient satisfaction through its emphasis on appropriate access,

continuity and quality, and effective communication. The goal is simple: consult

with one consistent primary care provider-nurse team for all your medical needs.

The seven core features of the Medical Home are:

Personal Primary Care Provider (primary care managet/team)
Primary Care Provider Directed Medical Practice (the primary care
manager is team leader)

Whole Person Orientation (patient centered, not disease or provider
centered)

Care is Coordinated and/or Integrated (across all ievels of care)
Quality and Safety (evidenced-based, safe medical care)

Enhanced Access (meets access standards from the patient
perspective)

Payment Reform {incentivizes the development and maintenance

of the medical home)
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1 ook for 2010 to be the year Army Medicine achieves what we set out to
improve two years ago in access and continuity, key elements of our covenant
with the Army Family, led by our Chief of Staff and Secretary of the Army.

Unlike civilian healthcare systems that can focus all of their energy and
resources on providing access and continuity of care, the Military Health System
has the equally important mission to Provide Global Operational Forces.

The partnership between and among the medical and line leadership of
Operations Iraqi Freedom and Enduring Freedom, Central Command, Army
Forces Command, US Army Reserve Command, National Guard Bureau, Army
Medical Department Center & School, Medical Research and Materiel Command,
Army G3/5/7, and others has resulted in a dynamic reconfiguration of the medical
formations and tactics, techniques, and procedures required to support the
deployed Army, joint and coalition force. Army Medicine has never missed
movement and we continue to achieve the highest survivability rate in the history
of warfare. Army Medicine leaders have never lost sight of the need to first and
foremost make a difference on the battlefield.

This will not change--it will even intensify in 2010 as the complexity of the
missions in Afghanistan increases. And this is occurring even while the need to
sustain an Army and joint force which is responsibly withdrawing from Iraq puts
more pressure on those medics continuing to provide force health protection and
care in Operation Iraqgi Freedom. This pressure on our All-Volunteer Army is
unprecedented. Healthcare providers, in particular, are subject to unique strains
and stressors while serving in garrison as well as in deployed settings. The
MEDCOM has initiated a defined program to address provider fatigue with
current efforts focused on sustaining the healthy force and identifying and
supporting higher risk groups. MEDCOM has a healthy healthcare workforce as
demonstrated by statistically significant lower provider fatigue and burnout than:
The Professional Quality of Life Scale (ProQol) norming sample of 1187
respondents; and Sprang, Clark and White-Woosley's study of 222 civilian
behavioral heaith (BH) providers. But as our Chief of Staff of the Army has told
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us: this is not an area where we just want to be a little better than the other guy—
we want the healthiest and most resilient healthcare provider workforce possible.

The Provider Resiliency Training (PRT) Program was originally designed in
2006, based on Mental Health Advisory Team findings. The US Army Medical
Department Center and School (AMEDDCA&S) developed a military-specific
model identifying “provider fatigue” as the military equivalent of compassion
fatigue. In June of 2008, MEDCOM implemented a mandated PRT program to
educate and train all MTF personnel to include support staff on the prevention
and treatment of signs and symptoms of provider fatigue. The stated goal of
PRT is to mitigate the negative effects of exposure to combat, to deployment, to
secondary trauma from caring for the casualties of war as well as the unremitting
demand for healthcare services and from burnout. Al will ultimately improve
organizational effectiveness. The AMEDDCA&S currently offers three courses in
support of the MEDCOM PRT: the Train the Trainer Course; the Professional
Resiliency Resident Course; and the PRT Mabile Training.

None of our goals and themes wouid be achievabie without the right mix
of talented professionals within Army Medicine and working with Army Medicine;
what our Balanced Scorecard refers to as Build The Team: a larger, more
inclusive joint medical team; an adaptive & responsive interagency team (VA,
DHS, DHHS/NIH/NIAID, CDC, USDA, etc.); an effective coalition team; and a
military-civilian/academic-operational team. The teams we build must be aligned
with the Army, Defense, and National Military Strategy and long-term goals, not
based solely on personalities and the arcane interests of a few. My Deputy
Surgeon General, subordinate leaders, and others have been increasingly more
deliberate and disciplined in how we form and sustain these critical partnerships.

Effective joint, interagency and coalition team-building has been a serious
challenge for some time now. | see the emphasis on our ability to craft these
teams grow in 2010. The arrival of September 15, 2011--the deadline for the
2005 BRAC--will be one of the key milestones and tests of this skill. My regional
commanding generals in San Antonio and Washington, DC have taken lead roles

10
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in this endeavor. Let there be no question among those who underestimate our
collective commitment to working as a team and our shared vision to serve the
Nation and protect and care for the Warriors and his or her Family—we are One
Team!

In addition to building external teams, we need to have the right mix and
quality of personnel internal to Army Medicine. In Fiscal Year 2010 (FY10) and
continuing into FY11 the Army requested funding for programs to improve our
ability to attract and retain the professional workforce necessary to care for our
Army. Our use of civilian hiring incentives (Recruiting, Retention, & Relocation)
increased in FY10 by $90M and should increase by an additional $30M in FY11.
In FY 11, civilian hiring incentives will equate to 4.8% of total civilian pay. We
have instituted and funded civilian recruiting programs at the MEDCOM, regional,
and some local levels to seek qualified healthcare professionals. For our military
workforce, we are continuing our successful special salary rates, civilian nurse
loan repayment programs, and civilian education training programs. Additionally,
our Health Professional Scholarship Program and loan repayments will increase
in FY10 by $26M and continue into FY11. This program supports 1,890
scholarships and 600 participants in loan repayments—it is as healthy a program
as it has ever been. Let me point out that our ability to educate and train from
within the force—through physician, nursing, administrative, medic and other
programs in professional education—is a vital capability which we cannot permit
to be degraded or lost altogether. In addition to providing essential enculturation
for a military healthcare provider, administrator and leader, these programs have
proven to be critical for our retention of these professionals who are willing to
remain in uniform, to deploy in harm’s way and to assume many onerous duties
and assignments in exchange for education in some of the Nation's best
programs. Army and Military Graduate Medical, Dental, Nursing and other
professional education has undoubtedly played a major role in our remaining a
viable force this far into these difficult conflicts.

11
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The theme of evidence-based practice runs through everything we do in Army
Medicine and is highlighted throughout our Balanced Scorecard. Evidence-
based practices mean integrating individual clinical expertise with the best
available external clinical evidence from systematic research. Typical examples
of evidence-based practices include implementation of clinical practice guidelines
and dissemination of best practices. | encourage my commanders and
subordinate leaders to be innovative, but across Army Medicine we Balance
Innovation with Standardization so that all of our patients are receiving the
best care and treatment available. Standardization efforts include:

» The MEDCOM AHLTA Provider Satisfaction (MAPS) initiative

« Care of combat casualties through the Joint Theater Trauma System
(JTTS), enabled by the use of a Joint Theater Trauma Registry (JTTR)—
both of which | will discuss further below—which examines every
casualty’s care and outcome of that care, including en route care during
medical evacuation (MEDEVAC) with an eye toward standardizing care
around the best practices

+ The Virtual Behavioral Health Pilot (aka Comprehensive Behavioral
Health Integration) being conducted at Schofield Barracks and Ft.
Richardson

¢ Qur initiative to reduce Ventilator Associated Pneumonia events in our
ICUs by adopting not only industry best practices, but sending out an
expert team of MEDCOM professionals to evaluate our own best
practices and barriers to success

» Our standardized events-driven identification and management of mild
TBl/concussion on the battlefield coupled with early diagnosis and
treatment of Post-Traumatic Stress Reactions/Acute Stress Reactions as
close in time and space to the events which lead to these reactions

Programs which are in the process of maturing into best practices for more
widespread dissemination are:

 The Confidential Aicohol Treatment & Education Pilot (CATEP)

12
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¢ The standardized and now automated Comprehensive Transition Plan for
Warriors In Transition in our WTUs and CBWTUs

* A standardized program to "build trust in Army Medicine" through
hospitality and patient/client/customer service in our medical, dental, and
veterinary treatment facilities and throughout the MEDCOM

» Standardized support of our Active, National Guard, and Reserve forces
engaged in the reiterative, cyclic process of the Army Force Generation

Model (ARFORGEN) including but not restricted to preparation for combat

medics and medical units, Soldier Readiness Processing of deploying

units, ensuring full medical readiness of the force, restoration of dental
and behavioral health upon redeployment, support of the total Army

Family while Soldiers are deployed, and provision of healthcare for

mobilized and demobilizing Reserve Component Soldiers and their

Families.

These and many other standardized efforts reflect a change in how we do the
business of Army Medicine. We can no longer pride ourselves on engaging in a
multiplicity of local "science projects" being conducted in a seemingly random
manner by well-meaning and creative people but without a focus on added value,
standard measures of improved outcomes, and sustainability of the product or
process. Even the remarkably agile response to the behavioral health needs-
assessment and ongoing requirements at Fort Hood foliowing the tragic shooting
were conducted in a very deliberate and effective fashion which emphasized
unity of command and control, alignment of all efforts and marshalling of
resources to meet a well-crafted and even exportable community behavioral
health plan.

The emphasis which Army Medicine leaders have placed on disciplining
these innovative measures so as to harvest best practices, subject them to
validation at other sites, and rapidly proliferate them across the MEDCOM and
Army in a standard fashion has been remarkable. It is the essence of Optimizing
Communication and Knowledge Management.

13
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Many of our goals, internal processes and enablers, and resource
investments are focused on the knowledge hierarchy: collecting data; coalescing
it into information over time and space; giving it context to transform it into
knowledge; and applying that knowledge with careful outcome measures to
achieve wisdom. This phenomenon of guiding clinical management by the

emergence of new knowledge is perhaps best represented by Dr. Denis Cortese,
former President and Chief Executive Officer of the Mayo Clinic. He laid out this
schematic earlier this year after participating in a set of workshops which
centered on healthcare reform. We participated to explore how the Federal
system of care might contribute to these changes in health improvement and
healthcare delivery.

What Dr. Cortese depicted is a three-domain ideal representation of
healthcare delivery and its drivers. We share this vision of how an ideal system
should operate. His notion is that this system of care should focus on optimizing
individual health and healthcare needs, leveraging the knowledge domain to
drive optimal clinical practices. This transition from the knowledge domain to the
care delivery domain now takes 17 years. The clinical practice domain then
informs and drives the payer domain to remunerate for effective clinical
outcomes. What occurs too often today is what | call “widgef-building” or
“turnstile” medical care which chases remuneration for these encounters—too
often independent of whether it is the best treatment aimed at the optimal
outcome. To transform from a healthcare system to a system for health, we
need to change the social contract. No longer should we be paid for building
widgets (number of clinic visits or procedures), rather, we should be paid for
preventing illness and promoting healthy lifestyles. And when bad things happen
o good people—which severe illness and injury and war continuously challenge
us with—we should care for these illnesses, injuries and wounds by the most
advanced evidence-based practices available, reducing unwarranted variation in
practice whenever possible.

Our Military Health System is subtly different in that we have two practice
domains—garrison and battlefield. Increasingly, we leverage the clinical domain

14
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to provide feedback into the knowledge domain—with the help of the electronic
health record—AHLTA—and specialized databases. We do this in real time and
all under the umbrella of the regulatory domain which sets and enforces
standards.

The reengineering of combat trauma care borne of rapid turnaround of
new-found, data-driven knowledge to new materiel and doctrinal solutions is one
of the premier examples of this concept. The simplest example is our continuous
re-evaluation of materials and devices available to Soldiers, combat life savers,
combat medics and the trauma team at the point of injury and in initial trauma
management and the intellectual framework for their application to rapidly
improve outcomes from combat-injured Warriors.

After making the first major change in 40 years to the field medical kit—the
Improved First Aid Kit (IFAK)}—we have modified the contents of the kit at least
three times since May 2005 based upon ongoing reviews of the effectiveness of
the materials and head-to-head comparisons to competing devices or protocols.
In like fashion, we have modified protocols for trauma management through
active in-theater and total systemic analyses of the clinical outcomes deriving
from the use of materials and protocols.

The specialized system in this endeavor is a joint and inter-agency trauma
system which creates the equivalent of a trauma network available for a major
metropolitan area or geographic region in the US but spread across three
continents, 8000 miles end-to-end—the Joint Theater Trauma System (JTTS).
Staffed and led by members of the Army, Navy, Marine Corps and Air Force, it is
truly a joint process. It is centered on the US Army Institute of Surgical Research
in San Antonio, Texas. The specialized database in this effort and an essential
element of the JTTS is the Joint Theater Trauma Registry (JTTR)—a near-
comprehensive standardized database which has been developed for each
casualty as soon as possible in the treatment evacuation chain—usually at level
Il or lIt healthcare in theater. One of the most important critical applications of
the JTTS and JTTR at present is the ongoing analysis of MEDEVAC times and
the casualties being managed during evacuation. This is our effort to minimize
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the evacuation time for casualty in a highly dispersed force which is subjected in
Afghanistan to the “tyranny of terrain and weather.”

The decisions about where and how many trauma teams should be placed
around the theater of operation as well as where to place MEDEVAC crews and
aircraft is a delicate balancing act—one which balances the risk of putting care
providers and MEDEVAC crews and helicopters at risk to the enemy and the
elements with the risk of loss of life and limb to Warriors whose evacuation may
be excessively prolonged. The only way to fully understand these competing
risks is to know the outcomes of care and evacuation by injury type across a
wide range of MEDEVAC missions. This analysis will help us understand if we
still require a “Golden Hour" for every casualty between initial management at the
point of injury and arrival at a trauma treatment site (like an Army Forward
Surgical Team, the Marine Forward Resuscitative Surgical System or a Combat
Support Hospital) or whether we now have a “Platinum 15 Minutes” at the point
of injury which extends the Golden Hour.

This methodology and these casualty data are being applied to the next
higher level of inquiry: how do we prevent injury and death of our combatants
from wounds and accidents at the point of potential injury? Can we design
improved helmets, goggles, body armor, vehicles and aircraft to prevent serious
injuries? These questions are answered not only through the analysis of wound
data, both survivable and non-survivable, through the JTTS and data from the
virtual autopsy program of the Office of the Armed Forces Medical Examiner, but
also by integrating these data with information from the joint operational,
intelligence, and materiel communities to enable the development of improved
tactics, techniques, and procedures and materiel improvements to protective
equipment worn by the Warriors or built into the vehicles or aircraft in which they
were riding. This work is performed by the Joint Trauma Analysis and Prevention
of Injury in Combat program, a component of the DoD Blast Injury Research
Program directed by the National Defense Authorization Act for 2006. To date it
has been an effective means of improving the protection of Warriors and
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preventing serious injury and death even as the enemy devises more lethal and
adaptive weapons and battiefield tactics, techniques, and procedures.

We in Army Medicine are applying these knowledge management tools
and approaches to the improvement of health and the delivery of healthcare back
home as well. We are coupling these knowledge management processes with g
funding strategy which incentivizes our commanders and clinicians to balance
productivity—providing episodes of care—with optimal outcome: the right kind of
prevention and care.,

Among our greatest team achievements in 2009 was our effort to better
understand how we communicate effectively with our internal and external
stakeholders, patients, clients and customers. We adopted a formal plan to align
our messages--ultimately all tied to Army goals and those on our Balanced
Scorecard. Our creation of a Strategic Communications Directorate to ensure
alignment of our key messages, to better understand and use social media, to
expedite cross-talk and learning among such diverse groups as the Office of
Congressional Liaison, Public Affairs, Protocol, Medical History, the Borden
Institute, the AMEDD Regiment and others speaks directly to these efforts.

While we are still in the "advanced crawl/early walk" phase of knowledge
management, we know from examples such as the Joint Theater Trauma System
and the Performance Based Budget Model that we can move best practices and
newly found evidence-based approaches into common or widespread use if we
aggressively coordinate and manage our efforts and promote transparency of
data and information and the knowledge which derives from it. We have begun a
formal process under the Strategy & innovation Directorate to move the best
ideas in both clinical and transactional processes into standard practices across
the MEDCOM in a timely way. This will be achieved through a process to identify,
validate, and transfer best practices. We endeavor to be more agile and
adaptive in response to a rapidly changing terrain of US and Federal healthcare

and operational requirements for a Nation at war.
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In closing, | am very optimistic about the next two years. We have
weathered some serious challenges to trust in Army Medicine. Logic would not
predict that we would be doing as well as we are in atiracting, retaining and
career developing such a talented team of uniformed and civilian medical
professionals. However, we continue to do so year after year--a tribute to all our
Officer Corps, the leadership of our Non-Commissioned Officers, and our military
and civilian workforce. The results of our latest Medical Corps Graduate Medical
Education Selection Board and the Human Capital Distribution Plan show
continued strength and even improvements over past years. The continued
leadership and dedicated service of officers, non-commissioned officers, and
civilian employees are essential for Army Medicine to remain strong, for the Army
to remain healthy and strong, and for the Nation o endure. 1 feel very privileged
1o serve with the men and women of Army Medicine during this historic period as
Army Medics, as Soldiers, as Americans and as global citizens.

Thank you for holding this hearing and your unwavering support of the
Military Health System, Army Medicine, and our wounded injured and ill Soldiers.
Thanks to your tremendous support and that of the Army Senior Leaders, the
Warrior Care and Transition Program is well resourced to enable and inspire
Soldiers toward positive and productive futures. | look forward to working with
you and your staff and addressing any of your concerns or questions.
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Mr. DicksS. Admiral Robinson.

SUMMARY STATEMENT OF ADMIRAL ROBINSON

Admiral ROBINSON. Good morning, Chairman Dicks, distin-
guished members of the subcommittee. I want to thank you for
your unwavering support of Navy Medicine, particularly as we con-
tinue to care for those who go in harm’s way, their families, and
all beneficiaries.

I am honored to be with you today to provide an update on Navy
Medicine. Navy Medicine: World-Class Care Anytime, Anywhere.
This poignant phrase is arguably the most telling description of
Navy Medicine’s accomplishments in 2009, and continues to drive
ourdoperational tempo and priorities for the coming year and be-
yond.

Throughout the last year, we saw challenges and opportunities.
And moving forward, I anticipate the pace of operations and de-
mands will continue to increase. We have been stretched in our
ability to meet our increasing operational and humanitarian assist-
ance requirements as well as maintain our commitment to provide
care to a growing number of beneficiaries. However, I am proud to
say that we are responding to this demand with flexibility and agil-
ity more so than ever before.

The foundation of Navy Medicine is force health protection. No-
where is this more evident than in Iraq and Afghanistan. During
my October 2009 trip to theater, I again saw the outstanding work
of our medical personnel. The Navy Medicine team is working side
by side with Army and Air Force, medical personnel and coalition
forces to deliver outstanding health care to our troops and civilians
alike. As our Wounded Warriors return from combat and begin the
healing process, they deserve a seamless and comprehensive ap-
proach to their recovery. We want them to mend in body, mind,
and spirit.

Our patient- and family-centered concept of care brings together
medical treatment providers, social workers, case managers, behav-
ioral health providers, and chaplains. We are working closely with
our line counterparts in the Marine Corps Wounded Warrior Regi-
ments and the Navy’s Safe Harbor program to support the process
for Sailors, Marines, and for their families.

An important focus area for all of us continues to be traumatic
brain injury. We are expanding TBI training to health care pro-
viders throughout the Fleet and Marine Corps. We are also imple-
menting a new in-theater traumatic surveillance system and con-
ducting important research. Our strategy is both collaborative and
integrative, by actively partnering with the other services, the De-
fense Center of Excellence for Psychological Health and Traumatic
Brain Injury, the Department of Veterans Affairs, and leading aca-
demic medical and research centers to make the best care available
to our warriors.

We must act with a sense of urgency to continue to help build
resiliency among our Sailors and Marines as well as the caregivers
who support them. We are aggressively working to reduce the stig-
ma surrounding psychological health and operational stress con-
cerns. Programs such as the Navy’s Operational Stress Control,
Marine Corps Combat Operational Stress Control, FOCUS (Fami-
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lies Overcoming Under Stress) Caregiver Occupational Stress Con-
trol, and our suicide prevention programs are in place and matur-
ing to provide support to personnel and their families.

Mental health specialists are being placed in operational environ-
ments and forward-deployed to provide services where and when
they are needed. The Marine Corps is sending more mental health
teams to the front lines, and Operational Stress Control and Readi-
ness teams, known as OSCAR, will soon be expanded to include the
battalion level. A mobile care team of Navy Medicine mental health
professionals is currently deployed to Afghanistan, conducting men-
tal health surveillance, consulting with command leadership, and
coordinating mental health care for Sailors throughout the Area of
Responsibility (AOR).

An integral part of Navy’s Maritime Strategy is humanitarian
assistance and disaster relief. In support of Operation United Re-
sponse-Haiti, we deployed USNS Comfort from her homeport in
Baltimore within 77 hours of the order and ahead of schedule. She
was on station in Port au Prince 5 days later. From the beginning,
the operational tempo onboard Comfort was high, and our per-
sonnel were challenged both professionally and personally. For
many, this was a career-defining experience. And I was proud to
welcome the crew home last month and congratulate them for their
outstanding performance.

I am encouraged with our recruiting efforts within Navy Medi-
cine and we are starting to see the results of new incentive pro-
grams. But while overall manning levels for both officer and en-
listed personnel are relatively high, ensuring we have the proper
specialty mix continues to be a challenge both in the Active and the
Reserve components. Several wartime critical specialties as well as
advanced practice nursing and physician assistants are in demand.
We are facing shortfalls for general dentists, oral maxillofacial sur-
geons, and many of our mental health specialists, including clinical
psychologists, and social workers. We continue to work hard to
meet this demand, but fulfilling the requirement among these spe-
cialties is expected to present a continuing challenge.

Research and development is critical to Navy Medicine’s success
and our ability to remain agile to meet the evolving needs of our
warfighters. It is where we find solutions to our most challenging
problems and, at the same time, provide some of medicine’s most
significant innovations and discoveries.

Research efforts targeted at wound management, including en-
hanced wound repair and reconstruction, as well as extremity and
internal hemorrhage control and phantom limb pain in amputees
present definitive benefits. These efforts support our emerging ex-
peditionary medical operation and aid in support of our Wounded
Warriors.

Clearly, one of the most important priorities for the leadership
of all the services is the successful transition to the Walter Reed
National Military Medical Center onboard the campus of the Na-
tional Naval Medical Center Bethesda. We are working diligently
with the lead DOD organization—dJoint Task Force, National Cap-
ital Region Medical—to make sure that this significant and ambi-
tious project is executed properly and without any disruption of
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services to our Sailors, Marines, and their families, and all other
beneficiaries for whom we are privileged to serve.

In summary, I believe we are at an important crossroads for mili-
tary medicine. Commitment to our Wounded Warriors and their
families must never waver, and our programs of support and hope
must be built and sustained for the long haul. And the long haul
is the rest of the century, when the young Wounded Warriors of
today mature into our aging heroes in the years to come. They will
need our care and support, as will their families, for a lifetime.

On behalf of the men and women of Navy Medicine, I want to
thank the committee for your tremendous support, for your con-
fidence, and for your leadership. It has been my pleasure to testify
before you today, and I look forward to your questions.

Mr. Dicks. Thank you, Admiral Robinson.

[The statement of Admiral Robinson follows:]
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Introduction

Chairman Dicks, Congressman Young, distinguished Members of the
Subcommittee, I am honored to be with you today to provide an update on the state of
Navy Medicine, including some of our accomplishments, challenges and strategic
priorities. I want to thank the Committee Members for your unwavering support of Navy
Medicine, particularly as we continue to care for those who go in harm’s way, their

families and all beneficiaries.

Navy Medicine — World Class Care ... Anytime, Anywhere. This poignant
phrase is arguably the most telling description of Navy Medicine’s accomplishments in
2009 and continues to drive our operational tempo and priorities for the coming year and
beyond. Throughout the last year we saw challenges and opportunities; and moving
forward, 1 anticipate the pace of operations and demands placed upon us will continue to
increase. Make no mistake: We have been stretched in our ability td meet our increasing
operational and humanitarian assistance requirements, as well as maintain our
commitment to provide Patient and Family-Centered care to a growing number of
beneficiaries. However, I am proud to say to that we are responding to this demand with
more flexibility and agility than ever before. We are a vibrant, world-wide health care
system fully engaged and integrated in carrying out the core capabilities of the Maritime
Strategy around the globe. Regardless of the challenges ahead, I am confident that we

are well-positioned for the future.

Since becoming the Navy Surgeon General in 2007, I have invested heavily in our
strategic planning process. How we accomplish our mission is rooted in sound planning,

sharp execution and constructive self-assessment at all levels of our organization. I
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challenged our leadership to create momentum and establish a solid foundation of
measurable progress. It’s paying dividends. We are seeing improved and sustained
performance in our strategic objectives. Just as importantly, our planning process
supports alignment with the Department of Navy’s Strategic Plan and Operations
Guidance.

Navy Medicine’s commitment to Patient and Family-Centered Care is also
reflected in our resourcing processes. An integral component of our Strategic Plan is
providing performance incentives that promote guality and directly link back to workload
and resources. We are evolving from a fiscal planning and execution process rooted in
historical data, to a system which links requirements, resources and performance goals.
This transformation to Performance Based Budgeting properly aligns authority,
accountability and financial responsibility with the delivery of quality, cost-effective
health care

The President’s budget for FY 11 adequately funds Navy Medicine to meet its
medical mission for the Navy and Marine Corps. The budget also provides for the
maintenance of our facilities. We appreciate the Committee’s strong support of our

resource requirements.

Force Health Protection

The foundation of Navy Medicine is Force Health Protection. It’s what we do
and why we exist. In executing our Force Health Protection mission, the men and
women of Navy Medicine are engaged in all aspects of expeditionary medical operations
in support of our warfighters. The continuum of care we provide mcludes all dimensions

of physical and psychological well-being. This is our center of gravity and we have and
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will continue to ensure our Sailors and Marines are medically and mentally prepared to
meet their world-wide missions.

Nowhere is our commitment to Force Health Protection more evident than in our
active engagement in military operations in Iraq and Afghanistan. As these overseas
contingency operations evolve, and in many respects become increasingly more
dangerous, we are seeing burgeoning demand for expeditionary combat casualty care in
support of joint operations. I recently returned from a trip to Afghanistan and I again saw
the outstanding work of our medical personnel. The Navy Medicine team is working
side-by-side with Army and Air Force medical personnel and coalition forces to deliver
outstanding health care to our troops and civilians alike.

‘We must continue to be innovative and responsive at the deckplates and on the
battlefield. Since the start of Operation ENDURING FREEDOM and Operation IRAQI
FREEDOM, the Marine Corps has fieclded new combat casualty care capabilities which
include: updated individual first aid kits with combat gauze, advanced tourniquets, use of
Tactical Combat Casualty Care principles, troop training in Combat Lifesaver, and the
use of Factor VII - a blood clotting agent used in trauma settings. In addition, Navy Fleet
Hospital transformation has redesigned expeditionary medical facilities that are lighter,
modular, more mobile, and interoperable with other Services’ facilities.

Our progress is also evident in the innovative work undertaken by a Shock
Trauma Platoon (STP) two years ago in Afghanistan. This team, comprised of two
physicians, two nurses, a physician assistant and 14 corpsmen, essentially created a
mobile emergency room - a seven-ton truck with a Conex container and welded steel

plates - that went into combat to administer more expedient and effective care in austere
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settings. This prototype led to the creation of the Mobile Trauma Bay (MTB), a
capability that both Marine Corps and Navy Medicine leadership immediately recognized
as vital to the warfighter and an unquestionable life-saver on the battlefield. MTB use
has already been incorporated into our Afghanistan shock trauma platoon operations, and
they are already positively impacting forward resuscitative and stabilization care. We
understand that the Marine Corps has fully embraced the MTB concept and is planning to

add additional units in future POM submissions.

Humanitarian Assistance and Disaster Response

An integral part of the Navy’s Maritime Strategy is humanitarian assistance and
disaster response. In the wake of the devastating earthquake in Haiti earlier this year, our
Nation moved forward with one of the largest relief efforts in our history to save lives,
deliver critically needed supplies and provide much-needed hope. The response was
rapid, as Navy deployed ships and expeditionary forces, comprised of more than 10,000
personnel, to provide immediate relief and support for the Haitian people. In support of
Operation UNIFIED RESPONSE, Navy Medicine answered the call. We deployed
USNS COMFORT (T-AH 20) from her homeport in Baltimore within 77 hours and
ahead of schedule — going from an industrial shipboard site to a ready afloat Naval
hospital, fully staffed and equipped. She was on station in Port-au-Prince five days later
and treating patients right away. From the beginning, the operational tempo onboard
USNS COMFORT has been high with a significant trauma and surgical caseload.
Medical teams from the ship are also ashore to help in casualty evalpation, triage crush

wounds, burn injuries and other health issues. Providing care around the clock, our
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personnel were challenged both professionally and personally. For many, this was a
career-defining experience and certainly reflects the Navy’s commitment as a “Global
Force for Good.” I spoke to the crew as they were preparing to get underway, and
personally related just how important this mission is and why it is a vital part of the

Navy’s Maritime Strategy.

Navy Medicine provided additional support that included the deployment of a
Forward Deployed Preventive Medicine Unit (FDPMU) and augmented Casualty
Receiving and Treatment Ship (CRTS) medical staff capabilities onboard USS BATAAN
(LHD 5). We also recognized the potential psychological health impact on our medical
personnel involved in this humanitarian assistance mission and ensured we had trained

Caregiver Occupational Stress Control (CgOSC) staff onboard.

The ship departed Haiti on 10 March 2010. Prior to getting underway, the crew
gathered for a memorial ceremony in honor of the people of Haiti. The men and women
of USNS COMFORT, and all involved in this mission, saved lives, alleviated suffering,
and brought hope in the midst of devastation. Their performance and spirit of caring was

exemplary.

Navy Medicine is inherently flexible and capable of meeting the call to support
multiple missions. I am proud of the manner in which the men and women of Navy
Medicine leaned forward in response to the call for help. In support of coordination
efforts led by the Department of State and the U.S. Agency for International
Development, and in collaboration with nongovernmental organizatiqgs, both domestic

and international, our response demonstrated how the expeditionary character of our
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Naval and Marine forces are uniquely suited to provide assistance during interagency and

multinational efforts.

Concept of Care

Navy Medicine’s Concept of Care is Patient and Family-Centered Care. It is at
the epicenter of everything we do. This concept is elegant in its simplicity yet
extraordinarily powerful. It identifies each patient as a participant in his or her own
health care and recognizes the vital importance of the family, military culture and the
military chain of command in supporting our patients. My goal is for this Concept of
Care — this commitment to our patients and their families — to resonate throughout our
system and guide all our actions. It is enabled by our primary mission to deliver force
health protection and a fully ready force; mutually supported by the force multipliers of
world class research and development, and medical education. It also leverages our
emphasis on the health and wellness of our patients through an active focus on population

health.

Caring for Our Heroes

When our Warriors go into harm’s way, we in Navy Medicine go with them. At
sea or on the ground, Sailors and Marines know that the men and women of Navy
Medicine are by their side ready to care for them. There is a bond of trust that has been
earned over years of service together, and make no mistake, today that bond is stronger
than ever. Our mission is to care for our wounded, ill and injured, as well as their

families. That’s our job and it is our honor to have this opportunity.
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As our Wounded Warriors return from combat and begin the healing process, they
deserve a seamless and comprehensive approach to their recovery. We want them to
mend in body, mind and spirit. Our focus is multidisciplinary-based care, bringing
together medical treatment providers, social workers, case managers, behavioral health
providers and chaplains. We are working closely with our line counterparts with
programs like the Marine Corps’ Wounded Warrior Regiments and the Navy’s Safe
Harbor to support the full-spectrum recovery process for Sailors, Marines and their
families.

Based on the types of injuries that we see returning from war, Navy Medicine
continues to adapt our capabilities to best treat these conditions. When we saw a need on
the West Coast to provide expanded care for returning Wounded Warriors with
amputations, we established the Comprehensive Combat and Complex Casualty Care
(C5) Program at Naval Medical Center, San Diego, in 2007. C5 manages severely
injured or ill patients from medical evacuation through inpatient care, outpatient
rehabilitation, and their eventual return to active duty or transition from the military. We
are now working to expand utilization of Project C.A.R.E — Comprehensive Aesthetic
Recovery Effort. This initiative follows the C5 model by ensuring a multidisciplinary
approach to care, yet focuses on providing state-of-the-art plastic and reconstructive
surgery for our Wounded Warriors at both Naval Medical Center San Diego and Naval
Medical Center Portsmouth, with potential future opportunities at other treatment
facilities.

We have also significantly refocused our efforts in the important area of clinical

case management at our military treatment facilities and major clinics serving Wounded
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Warriors to ensure appropriate case management services are available to all who need
them. The Clinical Case Management Program assists patients and families with clinical
and non-clinical needs, facilitating communication between patient, family and multi-
disciplinary care team. Our clinical case managers collaborate with Navy and Marine
Corps Recovery Care Coordinators, Federal Recovery Coordinators, Non-Medical Care
Managers and other stakeholders to address Sailor and Marine issues in developing
Recovery Care Plans. As of January 2010, 192 Clinical Case Managers are assigned to
Military Treatment Facilities and ambulatory care clinics caring for over 2,900 Sailors,

Marines and Coast Guardsmen.

Psychological Health and Post-Traumatic Stress

We must act with a sense of urgency to help build resiliency among our Sailors
and Marines, as well as the caregivers who support them. We recognize that operational
tempo, including the number and length of deployments, has the potential to impact the
psychological health of service members and their family members. We are aggressively
working to reduce the stigma surrounding psychological health and operational stress
concerns which can be a significant barrier to seeking mental health services for both
military personnel and civilians. Programs such as Navy Operational Stress Control,
Marine Corps Combat Operational Stress Control, FOCUS (Families Overcoming Under
Stress), Caregiver Occupational Stress Control (CgOSC), and our suicide prevention
programs (A-C-T Ask-Care-Treat) are in place and maturing to provide support to

personnel and their families.
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The Navy Operational Stress Control program and Marine Corps Combat
Operational Stress Control program are the cornerstones of the Department of the
Navy’s approach to early detection of stress injuries in Sailors and Marines and are
comprised of:

¢ Line led programs which focus on leadership’s role in monitoring the health of
their people.

¢ Tools leaders may employ when Sailors and Marines are experiencing mild to
moderate symptoms.

e Muitidisciplinary expertise (medical, chaplains and other support services) for
more affected members.

Decreasing the stigma associated with seeking psychological health care requires
a culture change throughout the Navy and Marine Corps. Confronting an ingrained
culture will take time and active leadership support. Stigma reducing interventions span
three major fronts: (1) education and training for individual Sailors and Marines that
normalizes mental health care; (2) leadership training to improve command climate
support for seeking mental health care; and (3) encouragement of care outreach to
individual Sailors, Marines, and their commands. This past year saw wide-spread
dissemination of Operational Stress Control (OSC) doctrine as well as a Navy-wide
education and training program that includes mandatory Navy Knowledge Online
courses, instructor led and web-based training,

Navy Medicine ensures a continuum of psychological health care is available to
service members throughout the deployment cycle — pre-deployment;‘@uring deployment,

and post-deployment. We are working to improve screening and surveillance using

10
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instruments such as the Behavior Health Needs Assessment Survey (BHNAS) and Post-
Deployment Health Assessment (PDHA) and Post-Deployment Health Reassessment
(PDHRA).

Our mental health specialists are being placed in operational environments and
forward deployed to provide services where and when they are needed. The Marine
Corps is sending more mental health teams to the front lines with the goal of better
treating an emotionally strained force. Operational Stress Control and Readiness
(OSCAR) teams will soon be expanded to include the battalion level, putting mental
health support services much closer to combat troops. A Mobile Care Team (MCT) of
Navy Medicine mental health professionals is currently deployed to Afghanistan to
conduct mental health surveillance, command leadership consultation, and coordinate
mental health care for Sailors throughout the AOR. In addition to collecting important
near real-time surveillance data, the MCT is furthering our efforts to decrease stigma and
build resilience.

We are also making mental health services available to family members who may
be affected by the psychological consequences of c‘ombat and deployment through our
efforts with Project FOCUS, our military treatment facilities and our TRICARE network
partners. Project FOCUS continues to be successful and we are encouraged that both the
Army and Air Force are considering implementing this program. We also recognize the
importance of the counseling and support services provided through the Fleet and Family
Support Centers and Marine Corps Community Services.

Beginning in 2007, Navy Medicine established Deployment Health Centers

(DHCs) as non-stigmatizing portals of care for service members staffed with primary care

11
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and psychological health providers. We now have 17 DHCs operational. Our health care
delivery model supports early recognition and treatment of deployment-related
psychological health issues within the primary care setting. Psychological health services
account for approximately 30 percent of all DHC encounters. We have also increased
mental health training in primary care, and have actively partnered with Line leaders and
the Chaplain Corps to develop combat and operational stress control training resources.
Awareness and training are keys to our surveillance efforts. Over 4,000 Navy Medicine
providers, mental health professionals, chaplains and support personnel have been trained
to detect, screen and refer personnel who may be struggling with mental health issues.

‘We must continue to recognize the occupational stress on our caregivers. They
are subject to the psychological demands of exposure to trauma, loss, fatigue and inner
conflict. This is why our Caregiver Occupational Stress Control programs are so
important to building and sustaining the resiliency of our providers. We cannot overlook
the impact on these professionals and I have directed Navy Medicine leadership to be

particularly attuned to this issue within their commands.

Traumatic Brain Injury

While there are many significant injury patterns in theater, an important focus
area for all of us remains Traumatic Brain Injury (TBI). Blast is the signature injury of
OEF and OIF - and from blast injury comes TBI. The majority of TBI injuries are
categorized as mild, or in other words, a concussion. Yet, there is much we do not yet
know about these injuries and their long-term impacts on the lives of’ ‘our service

members.
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The relative lack of knowledge about mild TBI amongst service members and
health care personnel represents an important gap that Navy Medicine is seriously
addressing. We are providing TBI training to health care providers from multiple
disciplines throughout the fleet and the Marine Corps. This training is designed to
educate personnel about TBI, introduce the Military Acute Concussion Exam (MACE) as
a screening tool for mild TBI, inform providers about the Automated Neurocognitive
Assessment Metric (ANAM) test, and identify a follow-up for assessment including use
of a repeatable test battery for identification of cognitive status. We have recently
established and are now expanding our TBI program office to manage the
implementation of the ANAM as a pre-deployment test for service members in
accordance with DoD policy. This office will further develop models of assessment and
care as well as support research and evaluation programs.

All the Services expect to begin implementation of a new in-theater TBI
surveillance system which will be based upon incident event tracking. Promulgated
guidelines will mandate medical evaluation for all service members exposed within a set
radius of an explosive blast, with the goal to identify any service member with subtle
cognitive deficits who may not be able to return to duty immediately.

Navy Medicine has begun implementing the ANAM assessment at the DHCs and
within deploying units as part of an Assistant Secretary of Defense (Health Affairs)
mandate. We have also partnered with Line leadership, or operational commanders, to
identify populations at risk for brain injury (e.g., front line units, SEAL units, and Navy

Explosive Ordinance Disposal units). In addition, an in-theater clinieal trial for the
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treatment of vestibular symptoms of blast-exposure/TBI was completed at the USMC
mTBI Center in Al Tagqadum, Iraq.

Both our Naval Health Research Center and Navy-Marine Corps Public Health
Center are engaged with tracking TBI data through ongoing epidemiology programs.
Goals this year include the establishment of a restoration center in-theatre to allow
injured Sailors and Marines a chance to recover near their units and return to the fight.

Additionally, the National Naval Medical Center’s Traumatic Stress and Brain
Injury Program provides care to all blast-exposed or head-injured casualties returming
from theatre to include patients with an actual brain injury and traumatic stress. Navy
Medicine currently has TBI clinics at San Diego, Portsmouth, Camp Pendleton and Camp
Lejeune with plans for further expansion reflecting our commitment to the treatment of
this increasingly prevalent injury.

We are employing a strategy that is both collaborative and integrative by actively
partnering with the other Services, Defense Center of Excellence for Psychological
Health and Traumatic Brain Injury, the Department of Veterans Affairs, and leading
academic medical and research centers to make the best care available to our Warriors

afflicted with TBL

Excellence in Research and Development (R&D)
Research and development is critical to Navy Medicine’s success and our ability
to remain agile to meet the evolving needs of our warfighters. It is where we find

solutions to our most challenging problems and, at the same time, provide some of
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medicine’s most significant innovations and discoveries. Our R&D programs are truly
force-multipliers and enable us to provide world-class health care to our beneficiaries.

The approach at our research centers and laboratories around the world is
straightforward: Conduct health and medical research, development, testing, evaluation
and surveillance to enhance deployment readiness. Each year, we see more
accomplishments which have a direct impact on improving force health protection. The
contributions are many and varied, ranging from our confirmatory work in the early
stages of the HIN1 pandemic, to the exciting progress in the development of a malaria
vaccine. Research efforts targeted at wound management, including enhanced wound
repair and reconstruction as well as extremity and internal hemorrhage control, and
phantom limb pain in amputees, present definitive benefits. These efforts also support
our emerging expeditionary medical operations and aid in support to our Wounded

Warriors.

The Navy Medicine Team

Navy Medicine is comprised of compassionate and talented professionals who
continue to make significant contributions and personal sacrifices to our global
community. Our team includes our officers, enlisted personnel, government civilian
employees, contract workers and volunteers working together in a vibrant health care
community. All have a vital role in the success of our enterprise. Our priority is to
maintain the right workforce to deliver the required medical capabilities across the
enterprise, while using the appropriate mix of accession, retention, education and training

incentives.
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Overall, I am encouraged with our recruiting efforts within Navy Medicine and
we are starting to see the results of new incentive programs. But while overall manning
levels for both officer and enlisted personnel are relatively high, ensuring we have the
proper specialty mix continues to be a challenge. Several wartime critical specialties
including psychiatry, family medicine, general surgery, emergency medicine, critical care
and perioperative nursing, as well as advanced practice nursing and physician assistants,
are undermanned. We are also facing shortfalls for general dentists, oral maxillofacial
surgeons, and many of our mental health specialists including clinical psychologists and
social workers. We have increasing requirements for mental health professionals as well
as for Reserve Component Medical Corps, Dental Corps, Medical Service Corps and
Nurse Corps officers. We continue to work hard to meet this demand, but fulfilling the
requirements among these specialties is expected to present a continuing challenge.

I want to also reemphasize the priority we place on diversity. We are setting the
standard for building a diverse, robust, innovative health care workforce, but we can do
more in this important area. Navy Medicine is stronger and more effective as a result of
our diversity at all levels. Our people are our most important resource, and their dignity
and worth are maintained through an atmosphere of service, professionalism, trust and

respect.

Partnerships and Collaboration
Navy Medicine continues to focus on improving interoperability with the Army,
Air Force, Department of Veterans Affairs (VA), as well other federalénd civilian

partners to bring operational efficiencies, optimal technology and training together in
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support of our patients and their families, our missions, and the national interests. Never
has this collaborative approach been more important, particularly as we improve our
approaches to ensuring seamless transitions for our veterans.

We remain committed to resource sharing agreements with the VA and our joint
efforts in support of improving the Disability Evaluation System (DES) through the
ongoing pilot program at several MTFs. The goal of this pilot is to improve the disability
evaluation process for service members and help simplify their transitions. Together with
the VA and the other Services, we are examining opportunities to expand this pilot to
additional military treatment facilities. Additionally, in partnership with the VA, we will
be opening the James A. Lovell Federal Health Care Center in Great Lakes, Illinois — a
uniquely integrated Navy/VA medical facility.

We also look forward to leveraging our inter-service education and training
capabilities with the opening of the Medical Education and Training Campus (METC) in
San Antonio in 2010. This new tri-service command will oversee the largest
consolidation of service training in DoD history. I am committed to an inter-service
education and training system that optimizes the assets and capabilities of all DoD health
care practitioners yet maintains the unique skills and capabilities that our hospital
corpsmen bring to the Navy and Marine Corps — in hospitals, clinics at sea and on the
battlefield.

Clearly one of the most important priorities for the leadership of all the Services is
the successful transition to the Walter Reed National Military Medical Center onboard
the campus of the National Naval Medical Center, Bethesda. We are-working diligently

with the lead‘ DoD organization, Joint Task Force — National Capital Region Medical, to
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ensure that this significant and ambitious project is executed properly and without any
disruption of services to our Sailors, Marines, their families, and all our beneficiaries for

whom we are privileged to serve.

The Way Forward

I believe we are at an important crossroads for military medicine. How we
respond to the challenges facing us today will likely set the stage for decades to come.
Commitment to our Wounded Warriors and their families must never waver and our
programs of support and hope must be built and sustained for the long-haul — and the
long-haul is the rest of this century when the young Wounded Warriors of today mature
into our aging heroes in the years to come. They will need our care and support as will
their families for a lifetime. Likewise, our missions of cooperative engagement, through
humanitarian assistance and disaster response, bring opportunities for us, our military and
the Nation. It is indeed a critical time in which to demonstrate that the United States
Navy is truly a “Global Force for Good.”

Navy Medicine is a vibrant, world-wide health care system comprised of
compassionate and talented professionals who are willing to make contributions and
personal sacrifices. This team - our team - including officer, enlisted, civilians,
contractors, and volunteers work together as a dynamic health care family. We are all
essential to success.

Navy Medicine will continue to meet the challenges ahead and perform our
missions with outstanding skill and commitment. On behalf of the mesi and women of

Navy Medicine, I want to thank the Committee for your tremendous support, confidence
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and leadership. It has been my pleasure to testify before you today and I look forward to

your questions.
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Mr. Dicks. We want to welcome General Green. This is his first
time testifying before our subcommittee. We welcome you.

SUMMARY STATEMENT OF GENERAL GREEN

General GREEN. Thank you, sir. Chairman Dicks, Representative
Young, and distinguished members of the committee, thank you for
the opportunity to join you today and address our common goal of
providing the best care to our warriors and families. The Air Force
Medical Service does whatever it takes to get our Wounded War-
riors home safely.

Over 1,600 Air Force medics are currently deployed to 40 loca-
tions in 20 countries, delivering state-of-the-art preventive medi-
cine, rapid lifesaving care, and critical care air evacuation. We
have now moved over 70,000 patients safely from Iraq and Afghan-
istan. Air Force medics are responding globally in humanitarian
missions as well as on the battlefield, and in the last 6 months we
contributed significant support to the treatment and evacuation of
Indonesian, Haitian, and Chilean earthquake victims.

You may have heard or seen national news reports about an
amazing operation that took place last month at Craig Joint-The-
ater Hospital in Bagram. Air Force Major Doctor John Bini is a
seasoned theater hospital trauma surgeon stationed at Wilford Hall
Medical Center who is deployed to Bagram. When the radiologist
discovered a live explosive round in an Afghan patient’s head, there
was no hesitation as Major Bini and his anesthesiologist, Major
Doctor Jeffrey Rengel put on body armor and went to work. They
evacuated the OR, leaving only the two of them and a bomb techni-
cian with a patient, and within 10 minutes removed the live round.
Miraculously, the patient has been discharged and is recovering,
able to walk, talk, and feed himself.

At home, our health-care teams share patient-centered care to
produce healthy and resilient airmen and provide families and re-
tirees with full-spectrum health care. Our suicide and resiliency
programs are targeting those at highest risk for interventions. We
have embedded mental health in our family health clinics to in-
crease access and reduce stigma. Family liaison officers and recov-
ery care coordinators assist our Wounded Warriors and families
with seamless transition and are the backbone of the Air Force
Wounded Warrior and Survivor Care programs.

This is what Air Force and Army medics, along with Navy corps-
men, are all about. We are trained and ready as a team to meet
the mission wherever, whenever, and however needed, with cut-
ting-edge techniques and equipment or the most basic of resources,
if this is our only option. We have the lowest died-of-wounds rate
in history because of well-trained, highly skilled, and extraordinary
people. Our brave and dedicated men and women put service before
self and demonstrate excellence in all they do.

Thank you for your immeasurable contributions to the success of
our mission. We deeply appreciate all that you do to ensure we re-
cruit and retain these very special medics who are devoted to pro-
viding trusted care anywhere. We could not achieve our goals of
better readiness, better health, and best value for our heroes and
their families without your support.
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I thank you and stand ready to take any questions from the com-
mittee.

Mr. Dicks. Thank you for your statement.

[The statement of General Green follows:]
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LIEUTENANT GENERAL (DR.) CHARLES B. GREEN

Lt. Gen. (Dr.) Charles B. Green is the Surgeon
General of the Air Force, Headquarters U.S. Air
Force, Washington, D.C. General Green serves as
functional manager of the U.S. Air Force Medical
Service. In this capacity, he advises the Secretary
of the Air 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 Green has
authority to commit resources worldwide for the Air
Force Medical Service, to make decisions
affecting the delivery of medical services, and to
develop plans, programs and procedures to
support worldwide medical service missions. He
exercises direction, guidance and technical
management of more than 42,800 people
assigned to 75 medical facilities worldwide.

General Green was commissioned through the
Health Professions Scholarship Program and
entered active duty in 19878 after completing his
Doctorate of Medicine degree at the Medical
College of Wisconsin in Milwaukee. He completed
residency training in family practice at Eglin Regional Hospital, Eglin AFB, Fia., in 1981, and in aerospace
medicine at Brooks AFB, Texas, in 1989. He is board certified in aerospace medicine. An expert in disaster
refief operations, he planned and led humanitarian refief efforts in the Philippines after the Baguio earthquake
in 1990, and in support of Operation Fiery Vigil following the 1991 eruption of Mount Pinatubo.

General Green has served as commander of three hospitals and Wilford Hall Medical Center, As command
surgeon for three major commands, he planned joint medical response for operations Desert Thunder and
Desert Fox, and oversaw aeromedical evacuation for operations Enduring Freedom and iragi Freedom. He
has served as Assistant Surgeon General for Health Care Operations and, prior to his current assignment,
Deputy Surgeon General.

EDUCATION

1974 Bachelor of Science degree in chemistry, University of Wisconsin-Parkside, Kenosha
1978 Doctorate in Medicine and Surgery, Medical College of Wisconsin, Milwaukee

1881 Residency in family practice, Eglin Regional Hospital, Eglin AFB, Fla.

1887 Air Cormmand and Staff College, by seminar

1988 Master's degree in public health, Harvard University, Cambridge, Mass.

1889 Residency in aerospace medicine, Brooks AFB, Texas
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2000 Air War College, by correspondence

ASSIGNMENTS

1. June 1978 - July 1981, family practice resident, later, chief resident, Eglin AFB, Fla.

2. July 1981 - August 1984, flight surgeon, U.S. Air Force Hospital, Mather AFB, Calif.

3. August 1984 - September 1985, officer in charge, Family Practice Clinic, Wheeler AFB, Hawaii

4. September 1985 - August 1987, Chief of Clinic Services, Hickam AFB, Hawail

5. September 1987 - June 1988, student, graduate aerospace medical resident, Harvard University,
Cambridge, Mass.

6. June 1988 - July 1989, resident in aerospace medicine, U.S. Air Force School of Aerospace Medicine,
Brooks AFB, Texas

7. July 1989 - August 1991, Chief of Aerospace Medicine, and Commander, 657th Tactical Hospital, Clark
AB, Philippines

8. September 1991 - August 1993, Commander, 65th Medical Group, Lajes Field, Portugal

9. August 1883 - August 1885, Commander, 366th Medical Group, Mountain Home AFB, Idaho

10. August 1995 - January 1997, Commander, 96th Medical Group, Eglin AFB, Fla.

11. January 1997 - July 1999, Command Surgeon, U.S. Central Command, MacDill AFB, Fla.

12, July 1999 - june 2001, Command Surgeon, North American Aerospace Defense Command, U.S. Space
Cormmand and Air Force Space Command, Peterson AFB, Colo.

13. June 2001 - July 2003, Command Surgeon, U.8. Transportation Command and Headquarters Air
Mobility Command, Scott AFB, L

14. July 2003 - July 2005, Commander, 59th Medical Wing, Wilford Hall Medica! Center, Lackland AFB,
Texas

15. July 2005 - August 2008, Assistant Surgeon General for Health Care Operations, Office of the Surgeon
General, Bolling AFB, D.C.

16. August 2006 - August 2009, Deputy Surgeon General, Headquarters U.S. Air Force, Bolling AFB, D.C.
17. August 2009 - present, Surgeon General of the Air Force, Headquarters U.S. Air Force, Washington,
D.C.

SUMMARY OF JOINT ASSIGNMENTS

1. January 1997 - July 1999, Command Surgeon, U.S. Central Command, MacDill AFB, Fla., as a colonel
2. July 1999 - June 2001, Command Surgeon, North American Aerospace Defense Command and U.S.
Space Command, Peterson AFB, Colo., as a colone!

3. June 2001 - July 2003, Command Surgeon, U.S. Transportation Command, Scott AFB, lll., as a brigadier
general

4. July 2003 - July 2005, Director, DOD Region 6 (TRICARE South) Lackland AFB, Texas, as a major
general

FLIGHT INFORMATION

Rating: Chief flight surgeon

Flight hours: 1,200

Aircraft flown: B-52, C-5, C-9, C-21, C-130, C-141, H-53, KC-135, T-43, F-15, F-16, P-3, T-37, 7-38, UH-1
and UH-60

MAJOR AWARDS AND DECORATIONS

Defense Superior Service Medal with oak leaf cluster
Legion of Merit

Defense Meritorious Service Medal

Airman's Medal

Meritorious Service Medal with four oak leaf clusters
Joint Service Commendation Medal

Air Force Commendation Medal with two oak leaf clusters
Air Force Achievement Medal

National Defense Service Medal with bronze star
Armed Forces Expeditionary Medal
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Humanitarian Service Medal with bronze star
Philippine Bronze Cross

PROFESSIONAL MEMBERSHIPS AND ASSOCIATIONS
American Medical Association

American College of Physician Executives

Fellow, Aerospace Medical Association

Fellow, American Academy of Family Physicians

Uniformed Services Academy of Family Physicians
Aerospace Medical Association

Society of U.S. Air Force Flight Surgeons (former President)
Air Force Association

Association of Military Surgeons of the United States

EFFECTIVE DATES OF PROMOTION
Captain June 18, 1978

Major May 26, 1984

Lieutenant Colonel May 25, 1990
Colonet May 31, 1994

Brigadier General Aug. 1, 2001

Major General Sept. 1, 2004
Lieutenant General Aug. 3, 2009

(Current as of August 2009)
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Chairman Dicks, Representative Young, and distinguished members of the Committee, it
is an honor and a privilege to appear before you representing the Air Force Medical Service and
our 60,000 Total Force medics. I’m looking forward to working with you during my tenure as
Air Force Surgeon General. [ pledge to do all in my power to support the men and women of the
Armed Forces and this great country. Thank you for your immeasurable contributions to the
success of our mission.

“Trusted Care Anywhere” is the Air Force Medical Service’s vision for 2010 and beyond.
In the domain of Air, Space and Cyberspace, our medics contribute to the Air Force, Joint, and
coalition team with world class medical capabilities. Our 60,000 high performing Total Force
medics around the globe are trained and ready for mission success. Over 1,600 Air Force medics
are now deployed to 40 locations in 20 countries, building partnership capability and delivering
state of the art preventive medicine, rapid life-saving care, and critical air evacuation. In all
cases, these efforts are conducted with joint and coalition partners. At home, our health care
teams assure patient-centered care to produce healthy and resilient Airmen, and provide our

families and retirees with full spectrum health care.

Today’s focus is on world-class health care delivery systems across the full spectrum of
our operations. From theater hospitals in Balad and Bagram, to the efforts of humanitarian
assistance response teams, to the care of our families at home, we put patients first. We are
transforming deployable capabilities, building patient-centered care platforms, and investing in
our people, the foundation of our success. We are expanding collaboration with joint and
coalition partners to collectively strengthen rapid response capabilities. Globally, Air Force
medics are diligently working to balance the complex demands of multiple missions in current

and expanding areas of operations.



67

Witness Statement HAC-Defense Medical and Wounded Warrior Hearing

April 22, 2010
We are committed to advancing capabilities through education and training, research, and
infrastructure recapitalization. Recent efforts in these areas have paid huge dividends,
establishing new standards in virtually every major category of full spectrum care including
humanitarian assistance. The strategic investments assure a trained, current, and deployable
medical force today and tomorrow. They reinforce a culture of learning to quickly adapt medical
systems and implement agile organizations to produce healthier outcomes in diverse mission

areas.

While we’ve earned our Nation’s trust with our unique capabilities and the expertise of
our people, we constantly seek to do better! I would like to highlight our areas of strategic focus
and share some captivating examples of Air Force medics in action.

Transforming Expeditionary Medicine and Aeromedical Evacuation

Capabilities

Our success on the battleficld underscores our ability to provide “Trusted Care,
Anywhere.” The joint and coalition medical teams bring wounded warriors from the battlefield
to an operating room within an unprecedented 20 to 40 minutes! This rapid transfer rate enables
medics to achieve a less than 10 percent died-of-wounds rate, the best survival rate ever seen in

war.

In late July, a British soldier sustained multiple gunshot wounds in Afghanistan. After
being stabilized by medical teams on the ground, who replaced his blood supply more than 10
times, doctors determined the patient had to be moved to higher levels of care in Germany. It
took two airplanes to get the medical team and equipment in place, another aircraft to fly the
patient to Germany, three aircrews and many more personnel coordinating on the ground to get

this patient to the next level of care. Every member of the joint casualty care and acromedical
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evacuation teams selflessly gave their all to ensure this soldier received the compassionate care
he deserved. After landing safely at Ramstein Air Base in Germany, the soldier was flown to
further medical care at a university hospital by helicopter. This case highlights the dedication
and compassion our personnel deliver in the complex but seamless care continuum. This
tremendous effort contributes to our unprecedented survival rate.

As evidenced in this story, our aeromedical evacuation system (AE) and critical care air
transport teams (CCATT) are world-class. We mobilize specially trained flight crews and
medical teams on a moment’s notice to transport the most critical patients across oceans. Since

November 2001, we have transported more than 70,000 patients from Afghanistan and Iraq.

We are proud of our accomplishments to date, but strive for further innovation. Asa
result of battlefield lessons learned, we have recently implemented a device to improve spinal
immobilization for AE patients that maximizes patient comfort and reduces skin pressure. We
are working toward an improved detection mechanism for compartment syndrome in trauma
patients. The early detection and prevention of excess compartment pressure could eliminate
irreversible tissue damage for patients. In February 2010, a joint Air Force and Army team will
begin testing equipment packages designed to improve ventilation, oxygen, fluid resuscitation,
physiological monitoring, hemodynamic monitoring and intervention in critical care air

transport.

Information Management/Information Technology

Our Theater Medical Information Program Air Force (TMIP AF) is a software suite that
automates and integrates clinical care documentation, medical supplies, equipment, and patient

movement. It provides the unique capabilitics for in-transit visibility and consolidated medical
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information to improve command and control and allow better preventive surveillance at all Air

Force deployed locations. This is a historic first for the TMIP AF program.

Critical information is gathered on every patient, then entered into the Air Force Medical
Service (AFMS) deployed system. Within 24 hours, records are moved and safely stored at
secure consolidated databases in the United States. During the first part of 2010, TMIP AF will

be utilized in Aeromedical Evacuation and Air Force Special Operations areas.

Expeditionary Medicine and Humanitarian Assistance

We have also creatively developed our Humanitarian Assistance Rapid Response Team
(HARRT), a U.S. Pacific Command (USPACOM) initiative, to integrate expeditionary medical
systems and support functions. The HARRT provides the USPACOM Commander with a rapid
response package that can deploy in less than 24 hours, requires only two C-17s for transport and
can be fully operational within hours of arrival at the disaster site. This unique capability
augments host nation efforts during the initial stages of rescue/recovery, thus saving lives,
reducing suffering, and preventing the spread of disease. So far, HARRT successfully deployed
on two occasions in the Pacific. Efforts are underway to incorporate this humanitarian assistance
and disaster relief response capability into all AFMS Expeditionary Medical System (EMEDS)
assets.

Air Force medics contribute significant support to the treatment and evacuation of Haiti
earthquake victims. The Air Force Special Operations Command (AFSOC) sent 47 medics to
support AFSOC troops on the ground within 12 hours following the disaster to perform site
assessments, establish preventive public health measures, and deliver life-saving trauma care to

include surgical and critical care support. This team was also instrumental in working with
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United States Southern Command and United States Transportation Command to establish a
patient movement bridge evacuating individuals from Haiti via air transport.

As part of the U.S. Air Force's total force effort, we sent our EMEDS platform into Haiti
and rapidly established a 10-bed hospital to link the hospital ship to ground operations. The new
EMEDS includes capabilities for pediatrics, OB/GYN and mental health. Personnel from five
Air Force medical treatment facilities (MTFs) are supporting Operation Unified Response, as

well as volunteers from the Air Reserve Forces.

Build Patient-Centered Care and Focus on Prevention to Optimize Health

We are committed to achieving the same high level of trust with our patients at home
through our medical home concept. Medical home includes initiatives to personalize care, and to
improve health and resilience. We are also working hard to optimize our operations, reduce
costs and improve patient access. We partner with our federal and civilian colleagues to

continuously improve care to all our beneficiaries.

Family Health Initiative

To achieve better health outcomes for our patients, we implemented the Family Health
Initiative (FHI). FHI mirrors the American Academy of Family Physicians’ “Patient Centered
Medical Home” concept and is built on the team-approach for effective care delivery. The
partnership between our patients and their health care teams is critical to create better health and

better care via improved continuity, and reduce per capita cost.

Our providers are given full clinical oversight of their care teams and are expected to
practice to the full scope of their training. We believe the results will be high quality care and
improved professional satisfaction. Two of our pilot sites, Edwards AFB, CA, and Ellsworth

AFB, SD, have dramatically improved their national standings in continuity, quality, access to
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care, and patient satisfaction. Eleven other bases are implementing Medical Home, with an

additional 20 bases scheduled to come on-line in 2010.

We are particularly encouraged by the results of our patient continuity data in Medical
Home. Previous metrics showed our patients only saw their assigned provider approximately 50
percent of the time. At Edwards and Ellsworth AFBs, provider continuity is now in the 8§0-90

percent range.

We still have work to do, such as developing improved decision support tools, case
management support, and improved training. Implementing change of this size and scope
requires broad commitment. The Air Force Medical Service has the commitment and is
confident that by focusing on patient-centered care through Medical Home, we will deliver

exceptional care in the years ahead.

The Military Health System’s Quadruple Aim of medical readiness, population health,
experience of care and per capita cost serves us well. Patient safety remains central to
everything we do. By focusing on lessons learned and sharing information, we continually strive
to enhance the safety and quality of our care. We share our clinical lessons learned with the
Department of Defense (DoD) Patient Safety Center and sister Services. We integrate clinical
scenarios and lessons learned into our simulation training. We securely share de-identified
patient safety information across the Services through DoD’s web-based Patient Safety Learning

Center to continuously improve safety.

10
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improving Resilience and Safeguarding the Mental Health of Our Airmen

Trusted care for our beneficiaries includes improving resilience and safeguarding their
mental health and well-being. We are engaged in several initiatives to optimize mental health

access and support.

Air Force post-deployment health assessment (PDHA) and post-deployment health re-
assessment (PDHRA) data indicates a relatively low level of self-reported stress. However,
about 20-30 percent of service members returning from OIF/OEF deployments report some form
of psychological distress. The number of personne] referred for further evaluation or treatment
has increased from 25 percent to 50 percent over the past four years, possibly reflecting success
in reducing stigma of seeking mental health support. We have identified our high-risk groups
and can now provide targeted intervention and training.

We recently unveiled "Defenders Edge,” which is tailored to security forces Airmen who
are deploying to the most hostile environments. This training is intended to improve Airmen
mental resiliency to combat-related stressors. Unlike conventional techniques, which adopt a
one-on-one approach focusing on emotional vulnerability, “DEFED” brings the mental health
professional into the group environment, assimilating them into the security forces culture as
skills are taught.

Airmen who are at higher risk for post traumatic stress are closely screened and
monitored for psychological concerns post-deployment. If treatment is required, these
individuals receive referrals to the appropriate providers. In addition to standard treatment
protocols for post traumatic stress disorder (PTSD), Air Force mental health professionals are
capitalizing on state-of-the-art treatment options using Virtual Reality. The use of a computer-

generated virtual Iraq in combination with goggles, headphones, and a scent machine allow

11
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service members to receive enhanced prolonged exposure therapy in a safe setting. In January
2009, 32 Air Force Medical Service therapists received Tri-Service training in collaboration with
the Defense Center of Excellence at Madigan Army Medical Center. The system was deployed
to eight Air Force sites in February 2009 and is assisting service members in the treatment of
PTSD.

Future applications of technology employing avatars and virtual worlds may have
multiple applications. Service member and family resiliency will be enhanced by providing pre-
and post-deployment education; new parent support programs may offer virtual parent training;
and family advocacy and addiction treatment programs may provide anger management, social

skills training, and emotional and behavioral regulation.

Rebuilding Our Capabilities by Recapturing Care and Reducing Costs

Our patients appropriately expect AFMS facilities and equipment will be state-of-the art
and our medical teams clinically current. They trust we will give them the best care possible.
We are upgrading our medical facilities and rebuilding our capabilities to give patients more
choice and increase provider satisfaction with a more complex case load. In our larger facilities,
we launched the Surgical Optimization Initiative, which includes process improvement
evaluations to improve operating room efficiency, enhance surgical teamwork, and eliminate
waste and redundancy. This initiative resulted in a 30 percent increase in operative cases at

Elmendorf AFB, Alaska, and 118 percent increase in neurosurgery at Travis AFB, California.

We are engaged in an extensive modernization of Wright-Patterson Air Force Base
Medical Center in Ohio with particular focus on surgical care and mental health services. We
are continuing investment in a state-of-the-art new medical campus for the San Antonio Military

Medical Center at Lackland AFB, TX. Our ambulatory care center at Andrews AFB, MD, will

12
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provide a key capability for the delivery of world-class health care in the National Capital

Region’s multi-service market.

By increasing volume, complexity and diversity of care provided in Air Force hospitals,
we make more care available to our patients; and we provide our clinicians with a robust clinical
practice to ensure they are prepared for deployed operations, humanitarian assistance, and

disaster response.

Partnering With Our Private Sector and Federal Partners

Now more than ever, collaboration and cooperation with our private sector and federal
partners is key to maximizing resources, leveraging capabilities and sustaining clinical currency.
Initiatives to build strong academic partnerships with St. Louis University, Wright State
University (Ohio); University of Maryland; University of Mississippi; University of Nebraska-
Lincoln; University of California-Davis and University of Texas-San Antonio, among others,
bolster research and training platforms and ultimately, ensures a pipeline of current, deployable
medics to sustain Air Force medicine.

Our long history of collaborating with the Department of Veterans Affairs (VA) also
enhances clinical currency for our providers, saves valuable resources, and provides a more
seamless transition for our Airmen as they move from active duty to veteran status. The Air
Force currently has five joint ventures with the VA, including the most recent at Keesler AFB,
MS. Additional efforts are underway for Buckley AFB, CO, to share space with the Denver VA
Medical Center, which is now under construction.

The new joint Department of Defense-Veterans Affairs disability evaluation system pilot
started at Malcolm Grow Medical Center at Andrews AFB, MD in November 2007. It was

expanded to include Elmendorf AFB, AK; Travis AFB, CA and Vance AFB, OK; and MacDill

13
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AFB, FL, in May 2009. Lessons learned are streamlining and expediting disability recovery and
processing, and creating improved treatment, evaluation and delivery of compensation and
benefits. The introduction of a single comprehensive medical examination and single-sourced
disability rating was instrumental to improving the process and increasing the transparency.
Services now allow members to see proposed VA disability ratings before separation.

We continue to work toward advances in the interoperability of the electronic health
record. Recent updates allow near real-time data sharing between DoD and Veterans Affairs
providers. Malcolm Grow Medical Center, Wright-Patterson Medical Center, and David Grant
Medical Center are now using this technology, with 12 additional Air Force military treatment
facilities slated to come online. New system updates will enhance capabilities to share images,
assessment reports, and data. All updates are geared toward producing a virtual lifetime

electronic record and a nationwide health information network.

Warrior and Survivor Care

Our unwavering commitment to our wounded, ill, and injured Airmen and their families
remains strong and we have hired 17 Recovery Care Coordinators (RCCs) at locations
throughout the United States, with plans to add another 11 RCCs this year. RCCs have proven to
be an invaluable asset to our wounded, ill, and injured Airmen and their families. Their
development of comprehensive recovery plans to guide our Airmen through recovery,
rehabilitation, and reintegration have been effective in helping our Airmen and their families
adapt to the life-altering challenges they face as a result of service to our Nation. Our goal is to
ensure RCCs are available to serve seriously wounded, ill, and injured Airmen throughout the

country whether active duty, Air National Guard, or Air Force Reserve Airmen.

14
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The Air Force has also changed personnel policies to reflect a more abilities-based
approach with regards to assignments, retention, promotions, and retraining of our wounded
Airmen. Our first priority is to offer combat wounded Airmen the opportunity to remain on
active duty, should they desire. TSgt Del Toro, one of our most severely wounded Airmen,
reenlisted in February of this year and is now serving as a Tactical Control Recruiter and
orientation instructor at Lackland Air Fore Base. We have found that the combat experience of
our heroic wounded Airmen is an asset we need to treasure and use to educate our Airmen.

The Air Wounded Warrior Program (AFW2) provides support and assistance to over 650
combat-injured Airmen, with a commitment of lifetime support. AFW?2 consultants assist in a
wide-variety of issues including transition assistance, benefits advisory service, employment
counseling, and job placement services in the Air Force. The AFW?2 program is growing by
approximately 18 Airmen per month, and we plan to staff the program accordingly to ensure our
Airmen continue to receive the best possible service and support.

Serious wounds, illness, and injuries to our Airmen are life-altering events for entire
families. The Air Force philosophy is to provide the best possible care and service to the family
structure that is affected by these life-altering events. We have a lifetime commitment to our
Airmen and their families. Our medical and personnel communities work closely together to

ensure we are meeting that commitment.

Year of the Air Force Family

This is the “Year of the Air Force Family,” and we are working hand in hand with Air
Force personnel and force management to ensure our Exceptional Family Member Program

(EFMP) beneficiaries receive the assistance they need.
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In September 2009, the Air Force sponsored an Autism Summit where educational,
medical, and community support personnel discussed challenges and best practices. In
December 2009, the Air Force Medical Service provided all Air Force treatment facilities with
an autism tool kit. The kit provided educational information to providers on diagnosis and
treatment. Also, Wright-Patterson AFB, OH is partnering with Children’s Hospital of Ohio in a
research project to develop a comprehensive registry for autism spectrum disorders, behavioral

therapies, and gene mapping.

The Air Force actively collaborates with sister Services and the Defense Center of
Excellence for Psychological Health and Traumatic Brain injury (DCoE) to offer a variety of
programs and services to meet the needs of children of wounded warriors. One recent initiative
was the “Family Connections™ website with Sesame Street-themed resources to help children
cope with deployments and injured parents. In addition, DoD-funded websites, such as
afterdeployment.org, providing specific information and guidance for parents/caregivers to

understand and help kids deal with issues related to deployment and its aftermath.

Parents and caregivers also consult with their child’s primary care manager, who can help
identify issues and refer the child for care when necessary. Other resources available to families
include counseling through Military OneSource, Airman and Family Readiness Centers,
Chaplains, and Military Family Life Consultants--all of whom may refer the family to seek more
formal mental health treatment through consultation with their primary care manager or by

contacting a TRICARE mental health provider directly.
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Investing in Our People: Education, Training, and Research

Increased Focus on Recruiting and Retention Initiatives

To gain and hold the trust of our patients, we must have highly trained, current, and
qualified providers. To attract those high quality providers in the future, we have numerous

efforts underway to improve recruiting and retention.

We’ve changed our marketing efforts to better target recruits, such as providing Corps-
specific DVDs to recruiters. The Health Profession Scholarship Program remains vital to
attracting doctors and dentists, accounting for 75 percent of these two Corps’ accessions. The
Air Force International Health Specialist program is another successful program, providing Air

Force Medical Service personnel with opportunities to leverage their foreign language and

cultural knowledge to effectively execute and lead global health engagements, each designed to

build international partnerships and sustainable capacity.

The Nursing Enlisted Commissioning Program (NECP) is a terrific opportunity for
Airmen. Several Airmen have been accepted to the NECP, completed degrees, and have been
commissioned as Second Lieutenant within a year. To quote a recent graduate, 2" Lt April C.
Barr, “The NECP was an excellent way for me to finish my degree and gave me an opportunity
to fulfill a goal I set as a young Airman...to be commissioned as an Air Force nurse.”

For our enlisted personnel, targeted Selective Reenlistment Bonuses, combined with
continued emphasis on quality of life, generous benefits, and job satisfaction have positively

impacted enlisted recruiting and retention efforts.
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Increasing Synergy to Strengthen GME and Officer/Enlisted Training

We foster excellence in clinical, operational, joint and coalition partner roles for all Air
Force Medical Service personnel. We are increasing opportunities for advanced education in
general dentistry and establishing more formalized, tiered approaches to Medical Corps faculty
development. Senior officer and enlisted efforts in the National Capital Region and the San
Antonio Military Medical Center are fostering Tri-Service collaboration, enlightening the
Services to each others’ capabilities and qualifications, and establishing opportunities to develop

and hone readiness skills.

The Medical Education and Training Campus (METC) at Fort Sam Houston, Texas, will
have a monumental impact on the Department of Defense and all military services. We
anticipate a smooth transition with our moves completed by summer 2011. METC will train
future enlisted medics to take care of our service members and their families and will establish

San Antonio as a medical training center of excellence.

Our Centers for the Sustainment of Trauma and Readiness Skills at St. Louis University,
University of Maryland-Baltimore Shock Trauma and University of Cincinnati College of
Medicine remain important and evolving training platforms for our doctors, nurses and medical
technicians preparing to deploy. We recently expanded our St. Louis University training
program to include pediatric trauma. Tragically, this training became necessary, as our deployed
medics treat hundreds of children due to war-related violence.

Partnerships with the University Hospital Cincinnati and Scottsdale, AZ, trauma hospitals
allow the Air Force’s nurse transition programs to provide newly graduated registered nurses 11
weeks of rotations in emergency care, cardiovascular intensive care, burn unit, endoscopy, same-

day surgery, and respiratory therapy. These advanced clinical and deployment readiness skills
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prepare them for success in Air Force hospitals and deployed medical facilities, vital to the care

of our patients and joint warfighters.

Setting Clear Research Requirements and Integrating Technology

Trusted care is not static. To sustain this trust, we must remain agile and adaptive,
seeking innovative solutions to shape our future. Our ongoing research in procedures,
technology, and equipment will ensure our patients and warfighters always benefit from the

latest medical technologies and clinical advancements.

Air Force Medical Service vascular surgeons, Lieutenant Colonels Todd Rasmussen and
William “Darrin” Clouse, have completed 17 research papers since 2005 and edited the vascular
surgery handbook. On January 10, 2009 a U.S. Marine sustained bilateral posterior knee
dislocations with subsequent loss of blood flow to his lower legs following an improvised
explosive device attack in the Helmand Province. Casualty evacuation delivered the Marine to
our British partners at Camp Bastion, a level Il surgical unit within an hour. At Bastion, British
surgeons applied knowledge gained from combat casualty care research and restored blood flow
to both legs using temporary vascular shunts. Medical evacuation then delivered the casualty to
the 455™ Expeditionary Medical Group at Bagram. Upon arrival, our surgeons at Bagram
performed definitive vascular reconstruction and protected the fragile soft tissue with negative
pressure wound therapy. The Marine is currently recovering at the National Military Medical

Center in Bethesda and is expected to have functional limbs.

In another example, a 21-year-old Airman underwent a rare pancreatic
autotransplantation surgery at Walter Reed Army Medical Center (WRAMC) to salvage his

body’s ability to produce insulin. The airman was shot in the back three times by an insurgent at
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a remote outpost in Afghanistan, The patient underwent two procedures in Afghanistan to stop
the bleeding, was flown to Germany, then to WRAMC. Army surgeons consulted with
University of Miami's Miller School of Medicine researchers on transplantation experiments.
The surgeons decided to attempt a rare autotransplantation surgery to save the remaining
pancreas cells. WRAMC Surgeons removed his remaining pancreas cells and flew them over
1,000 miles to the University of Miami Miller School of Medicine. The University of Miami
team worked through the night to isolate and preserve the islet cells. The cells were flown back
to WRAMC the next day and successfully implanted in the patient. The surgery was a
miraculous success, as the cells are producing insulin.

These two cases best illustrate the outcome of our collaborations, culture of research,

international teamwork, innovation, and excellence.

Shaping the Future Today Through Partnerships and Training

Under a new partnership with the University of Illinois at Chicago, we are researching
directed energy force protection, which focuses on detection, diagnosis and treatment of directed
energy devices. We are exploring the discovery of biomarkers related to laser eye injuries,
development of films for laser eye protection and the development of a “tricorder” prototype
capable of laser detection and biomarker assessment. Additional efforts focus on the use and
safety of laser scalpels and the development of a hand-held battery operated laser tool to treat

wounds on the battlefield.

We continue our seven-year partnership with the University of Pittsburgh Medical Center
to develop Type Il diabetes prevention and treatment programs for rural and Air Force

communities. Successful program efforts in the San Antonio area include the establishment of a
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Diabetes Center of Excellence, “Diabetes Day” outreach specialty care, and efforts to establish a

National Diabetes Model for diabetic care.

Another partnership, with the University of Maryland Medical Center and the Center for
the Sustainment of Trauma and Readiness Skills (C-STARS) in Baltimore is developing
advanced training for Air Force trauma teams. The project goal is to develop a multi-patient
trauma simulation capability using high fidelity trauma simulators to challenge trauma teams in
rapid assessment, task management, and critical skills necessary for the survival of our wounded
warriors. A debriefing model is being developed to assist with after action reviews for trauma

team members.

Radiofrequency technology is contributing to medical process improvements at Keesler
AFB, MS. Currently, Keesler AFB is analyzing the use of automatic identification and data
capture (AIDC) in AFMS business processes. The AIDC evaluation focuses on four main areas:
patient tracking, medication administration, specimen tracking, and asset management. Further
system evaluation and data collection is ongoing in 2010 with an expansion of AIDC use in

tracking automated data processing equipment.

Conclusion

As a unique health system, we are committed to success across the spectrum of military
operations through rapid deployability and patient-centered care. We are partnering for better
outcomes and increasing clinical capacity. We are strengthening our education and training
platforms through partnerships and scanning the environment for new research and development

opportunities to keep Air Force medicine on the cutting edge.
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We will enhanee our facilities and the quality of health care to ensure health and wellness
of all entrusted to our care. We do all this with a focus on patient safety and sound fiscal
stewardship. We could not achieve our goals of better readiness, better health, better care and
reduced cost without your support, and so again, I thank you.

In closing, 1 share a quote from our Air Force Chief of Staft, Gen. Norton A. Schwartz,
who said, “I see evidence every day the Medical Service is “All In,” faithfully executing its
mission in the heat of the fight, in direct support of the warfighter, and of families back home as

well.” Tknow you would agree that “4ll In” is the right place to be.
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IMPACT OF VOLCANIC ASH ON WOUNDED WARRIOR TRANSPORT

Mr. Dicks. It is very impressive to be at Ramstein and
Landstuhl and see these planes fly in with these wounded war-
riors.

Mr. Young.

Mr. YouNG. Mr. Chairman, I wanted to say we had a really good
hearing yesterday. Dr. Rice pretty much led the discussions, and
was very, very helpful. There were a couple of questions that we
presented, and I am not sure we got the answers exactly accu-
rately, so I want to go back to one or two of them.

One, the Chairman mentioned about Landstuhl and Ramstein
and the transporting of wounded heroes. We have both been there
a number of times and experienced seeing this happen. But my
question yesterday was—there was some kind of notice was pub-
lished that said that we would be bypassing Landstuhl now and
coming directly to Andrews. The response was that they think that
was just temporary because of the volcanic ash. I would like to get
confirmation on that; whether that is the case or whether—if in
fact it is the practice now to bypass Landstuhl when you can.

General GREEN. No, sir. That was done solely because of the re-
strictions on aircraft in Europe because of the volcanic ash. And so
we basically rerouted the airplanes through Balad and rotated
them up through Rota and then back into here. It is very tem-
porary. We have had four or five airplanes do it. There has been
no effect on the casualty evacuation. As of today, Ramstein and
Landstuhl are back up again and the casualties will go through
there again.

WALTER REED/BETHESDA CONSOLIDATION

Mr. YouNG. Well, I am amazed at how well that system works.
These kids are getting good care immediately on the scene, at the
battlefield, and on the way home. I have met a lot of those aircraft
as they brought wounded heroes. I am just impressed with the care
that they get. As a matter of fact, I get in trouble on occasion, be-
cause every time there is a little news story about something that
went wrong with military medicine, my comments are brought
back to haunt me. But I have seen miracles, what I consider mir-
acles, at Walter Reed and at Bethesda.

And, General Green, I am not that familiar with your medical fa-
cilities, just because of the proximity here. But I think that our
Wounded Warriors get outstanding medical care and I think your
medical professionals are outstanding.

Having said that, also, again, yesterday we talked briefly about
the merger of the medical facilities in the capital area. I get dif-
ferent responses when I talk to different people, those who are at
the hospitals. How is that going? You all have a little different po-
sition than the witnesses that were here yesterday because each of
you represent your service. But now we have this merger. What
happens to the identity of your service, what happens to the chain
of command? Who is really in charge of this consolidated medical
facility? Let’s start with that.

General SCHOOMAKER. Sir, I will take the first. We are the Army,
and we are losing one of our major and most vulnerable institu-
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tions. As you know, Walter Reed and the Walter Reed campus,
which is 100 years old this year—or last year—I think, sir, it is
going remarkably well. I think we already know, the three of us
sitting here, that on a day-to-day basis at Walter Reed and Be-
thesda and Malcolm Grow, and at Fort Belvoir, for that matter, but
to a lesser degree, the staffs are already integrated. Training pro-
grams are already integrated.

I personally have undergone surgeries over the last several years
at Walter Reed and at Bethesda. Frankly, the staffs are fully inte-
grated. You have Navy surgeons working on soldiers, marines, and
airmen in an Army hospital, and you have Army surgeons and der-
matologists and OBs that are delivering services to the same mix
at a Navy facility.

And so I think what we are now doing is all the necessary steps
at a granular level to make sure the civilian workforce from Walter
Reed—which is the one most affected by this—is moved success-
fully; that they know where they are going and what jobs they are
going to have.

But as Admiral Robinson and his subordinate commander there,
Admiral Nathan, points out, even 90 percent of the people cur-
rently working at Navy are going to go to different slots within dif-
ferent sites within a brand-new facility. So everybody is being af-
fected, and I think it is being done in a very proactive way.

I might say, sir, in reference to the earlier comment about the
trip through Rota, correct me if I am wrong, but it is still an oner-
ous trip. It adds considerably to the length of the evacuation. I
would also comment that every time you see a patient at Walter
Reed or Bethesda, you are seeing the results of Air Force Medicine,
because they wouldn’t be there and they wouldn’t be alive and
doing as well as they are, were it not for the intensive care that
they receive in the air from the Air Force.

Admiral ROBINSON. I would like to underscore what General
Schoomaker said. I think he hit many of the major issues that are
there. I would emphasize that in terms of care, the CCAT, Air
Force, Army, and Navy, and the care of Wounded Warriors and
trauma care, et cetera, there is no equal in the world. We have
come together to give that care. And it shows in the interoper-
ability and the ethos of all three services in making sure we get
what we need for our Wounded Warriors.

I think the same continues in the National Capital Area. I think
that I am going to take my Chief of Naval Operation’s position here
today to say the care that we give here must follow the rule of first
principles. First principles say: Let us do what we have to do. So
let us do the BRAC and let us at the same time take care of
Wounded Warriors. And then, since our services are already inte-
grated and we are joint from a medical-care perspective, then we
can take on some of the challenges of the governance and the other
things that we need to look at in terms of the long haul for medical
care.

But in terms of making sure that we are focused on patient care
and on Wounded Warriors and care issues, which are the issues
that we cannot leave behind, I think we are doing that. If we con-
tinue to do that, I think we are going to be very successful in the
BRAC issue.
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And just like the Army said that it is losing a venerable institu-
tion, the Navy is losing a venerable institution, too, in the National
Naval Medical Center and the Bethesda Naval Hospital. Both of
those institutions go away. There is a new institution called the
Walter Reed National Military Medical Center. It may sit on a
Navy base on Wisconsin Avenue, but it is no longer a Navy hos-
pital in the tradition of Bethesda, nor will it be an Army hospital
in the tradition of Walter Reed. And it will also include Air Force
physicians, medics, nurses, and ancillary medical personnel from
Malcolm Grow. It will be a joint hospital that will care for our
Wounded Warriors into the future.

JOINT MEDICAL FACILITIES

General GREEN. Malcolm Grow, which is the smaller of the med-
ical centers here in town, was actually due to close about 2 years
ago. Because of the BRAC and trying to ensure that we had extra
capability as we saw all of the construction, we have kept the doors
open in terms of the inpatient facility through the end of 2011. It
will become an ambulatory surgical facility, and we are keeping
roughly the same amount of manpower here, with nearly 172 of our
staff that will be working up in the Walter Reed National Military
Medical Center. We have also combined residencies with the Army
down at Belvoir and have family practice residents in the residency
at Belvoir.

My response in terms of how it is going is, I think it is going
well. We know how to execute a JTF. Air Force is simply one com-
ponent of that JTF. We believe that they have the authorities that
they need and that we are working closely with them. If you go to
Bethesda campus today, you will find that roughly 55 of the
nurses, the ICU nurses, are there. Those same nurses are the ones
we trained to do Critical Care Air Transport Teams (CCATs) and
also provide a lot of the work on aircraft when it is their turn to
deploy.

So I think it is a very good joint effort in terms of how we are
bringing this together. There are still issues in terms of financing
and guidance as we move into more joint operations back here at
home. But we know how to do this. Our clinical care is very joint.
And so I would say it is going well, sir.

FORT HOOD

Mr. YOUNG. Well, I appreciate what you have said. If you recall,
two of you were here last year for the hearing, and I expressed
some concern about morale, because a lot of the medical profes-
sionals, the doctors, were wondering where do I go next; what is
my next job; where is my next location? But having been in Walter
Reed and Bethesda considerably, and recently, I see at Walter Reed
a lot of Navy doctors and nurses. At Bethesda I see a lot of Army
doctors and nurses. And I think the morale issue is basically dra-
matically improved because people didn’t—last year they didn’t
really know what was happening. This year I think they have a
pretty good idea of what is happening. I give you all credit for mak-
ing sure that your services were identified, but that you have been
able to make this merger.
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I know I have taken an awful lot of time. Mr. Chairman, one
more question I wanted to ask. We are concerned—many of us—
many are concerned about the situation with Major Hasan and the
shooting at Fort Hood. There has been some criticism that maybe
his problem should have been detected before he ever got to Fort
Hood. Are there any changes in watching something like this to
make sure that if there is a suspicion, that we deal with it before
it becomes a threat to life and limb?

Dr. Rict. Congressman Young, I will speak with my hat on as
the President of the Uniformed Services University. As you know,
Major Hasan received his M.D. Degree at the Uniformed Services
University and then came back to do a fellowship. I want to be
careful in what I say because we have not yet sent our report on
our analysis up to Secretary Gates. As you know, there is an ongo-
ing criminal investigation.

This touched the faculty, staff, students, and alumni of the Uni-
formed Services University very deeply. And we have undertaken
a very thorough review. I have received a summary of that analysis
just this morning, and I think we will be able to provide some rec-
ommendations to Secretary Gates very shortly.

I will defer to General Schoomaker, who can discuss the Army
side of that review.

General SCHOOMAKER. Yes, sir. Again, mindful that this is an
open investigation, the Army’s subsequent completion of the inves-
tigation that was begun by the Wes Clark Commission, the Army
component of which was conducted by General Hamm, the Com-
manding General of the United States Army-Europe, is still ongo-
ing and is about to be completed. But I would submit, sir, that
there have been many lessons, all the way from the recognition of
self-radicalization within the force, which 1s a real threat, and how
we identify that—senior Army leadership, DOD leadership, is fo-
cused on that—to how we respond in the event of a calamity like
this at a local installation like Fort Hood, to include its emergency
response to how we manage subsequent consequences of that.

We launched a fairly unique behavioral health response with the
help of the Uniformed Services University and others, targeting
subpopulations like children, like victims, family members, and
other members of the community that would be affected by that.
All of these have provided lessons to us.

But to your point, I have been very clear with my Command and
with those who have asked, I think although, again, it is an open
investigation, we all agree there are many aspects of the training
of Major Hasan that we are looking at very closely. But I will stand
by my earlier comments that none of his behavior, I think, would
have been predictive of a mass murderer.

ACCESS TO PRIMARY CARE HEALTH CARE

Mr. YOUNG. Well, I think your comment “lessons learned” was a
good comment. I am just happy that you are really paying atten-
tion to those lessons that we have learned from this incident, which
was a calamity.

Mr. Chairman, thank you very much.

Mr. Dicks. Thank you, Mr. Young. Since we are talking about
Fort Bragg, there was an article in the Fayetteville, North Carolina
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Observer saying that General Casey had just visited Fort Bragg
and officials at the Womack Army Medical Center said they are
aware of problems with access, because the number of enrolled
beneficiaries at Womack has exceeded the available primary care
capacity; patients have at times experienced difficulty obtaining
timely appointments, largely in the area of routine and wellness
care, Shannon Lynch, a Womack spokesman, said in a written
statement.

How serious is this problem and what are you doing about it,
General Schoomaker?

General SCHOOMAKER. Sir, access to primary care I would say is
a problem across the Army. The Chief of Staff of the Army, General
Casey, and his wife, Mrs. Casey, have made this a very important
focus of their leadership. For the last 18 months to 2 years, we
have been working very hard across the Army with a series of ini-
tiatives, beginning with properly sizing our facilities and health-
care providers to accommodate reasonably the enrolled population
of soldiers and Active Duty family members. Recognizing that the
Army has grown by 65,000 soldiers and has brought on many,
many more beneficiaries in the form of Reserve component soldiers,
this continues to challenge us at a time that the Nation is chal-
lenged to provide primary care health care.

We have a very aggressive program. We have been seeing steady
improvements in overall patient satisfaction, overall ability of a pa-
tient to get to his or her primary care provider or the team. All
three services have embraced the patient-centered medical home
concept, which is a fundamental transformation of how we deliver
care at the primary care level. And we have recently, with the help
of the TRICARE Management Agency and Dr. Rice’s deputy, Rear
Admiral Christine Hunter in the TRICARE Management Agency,
have gotten consent for standing up in 14 different communities in
the Army, to include Fort Bragg, the building of and leasing of
community-based primary care clinics that are going to expand the
capacity.

So we are very aware of the problems that Fort Bragg especially
has. It happens to be one of the hospitals that we continue to
have—Dbecause of the size of the population and growth—some of
the bigger problems with, but we are seeing steady improvements
across the Army, sir.

Mr. Dicks. They also mention behavioral health care to Active
Duty soldiers and their families is on a space-available basis. Is
that pretty much standard?

General SCHOOMAKER. Sir, behavioral health care across the
Army, and I think almost across the services—I don’t want to
speak for the others—but across the Nation as well, is under chal-
lenge. We are about 86 percent of our estimated requirements for
behavioral health specialists, uniformed and non-uniformed.

Admiral Robinson in his opening statement alluded to the prob-
lems they are having with social workers and psychologists. We
have a problem with psychiatrists, both civilians and, of course,
uniforms. Understanding that although we have doubled the
amount, the capacity to train social workers and psychologists re-
cently, the lead time for training or acquiring a psychiatrist is up-
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wards of 8 to 10 years. So these are tough nuts for the whole Na-
tion to crack.

I would have to say it is one of the reasons that we are really
focusing a lot, as well, on building resiliency and trying to identify
problems as close as possible to when they are first recognized and
to use the primary care arena—our family medicine docs, our inter-
nal medicine docs, our PAs, our pediatricians—to be one of the first
line of defense in treating behavioral health issues.

SUICIDES

Mr. Dicks. One of the major issues of concern to the Defense De-
partment and to the Congress is the suicide rate, particularly in
the Army and Marine Corps. We had some discussion of this prior
to the meeting. I thought some of the things that are being done
we should put on the record. Dr. Rice, do you want to start on this?

Dr. RICE. Yes, sir. Thank you, Mr. Chairman. Dr. Tom Insel, who
is the Director of the National Institute of Mental Health, has iden-
tified suicide as a public health problem for the Nation as a whole.
There are approximately 32,000 completed suicides in the United
States each year. That is a number at or slightly above the number
of fatalities related to motor vehicle collisions.

In the military services for a number of years the suicide rate
was lower than the population as a whole. But recently, over the
last several years, that rate has gone up, so that it is now at or
perhaps slightly above the rate for the country.

The line leadership and the Service Secretary in all three Serv-
ices have been very concerned about this. Particularly, I will let
General Schoomaker speak in more detail about the Army’s ap-
proach. But the Vice Chief of Staff of the Army is personally en-
gaged in this issue. In fact, I am attending one of his monthly re-
views of suicides in the Army this afternoon. He does this every
month with the commanding generals of the various military facili-
ties where a suicide has occurred.

He takes this personally and seriously. He identified a need for
a detailed study on suicide and turned to the National Institute of
Mental Health for assistance in developing a grant application. A
number of academic institutions around the country responded to
that application. And I am pleased to say Dr. Robert Ursano, Chair
of the Department of Psychiatry at the Uniformed Services Univer-
sity, and his team—he is assisted by very experienced investigators
from the University of Michigan, from Harvard University, and
from Columbia—were the successful applicants for that grant.

Mr. Chairman, you are familiar with the Framingham study in
Massachusetts, which over a number of years has contributed enor-
mously to our understanding of the risk factors associated with
heart disease. What is intended with this study is a similar longi-
tudinal study on a large number of individuals followed sequen-
tially over a number of years that will similarly inform us about
the risk factors associated with suicide.

General Schoomaker, did you want to add?

General SCHOOMAKER. What Dr. Rice has talked about is the
program known as STARS, begun by our former Secretary of the
Army Pete Geren, and is being maintained by Mr. McHugh, our
current Secretary. It is a $50 million, 5-year study which promises
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to be the largest longitudinal study that examines all the factors
that are relevant to suicidal ideations and suicidal behavior. It fol-
lows about a year and a half’s worth of work led by Vice Chief of
Army Pete Chiarelli himself to try to get inside the problem of sui-
cide in the Army. We have seen over the last 5 to 6 years a dou-
bling of suicide rates from what were roughly half of an age-and-
sex-adjusted population rate against our civilian colleagues, to one
that is on par and may even exceed the current civilian population.
It is hard to tell because civilian statistics are 2 years behind the
military’s statistics.

General Chiarelli is really focused hard on this. About a third of
our suicides are from soldiers in their first year, before they have
even been deployed; often, we think, due to problems that they
bring into uniform with them; and it tracks with what we know
from health behavior studies that have been conducted over the
last several decades where 30 to 40 percent young soldiers, airmen,
sailors, will admit to bringing significant psychological problems
into uniform. About a third occurred in deployment, often with a
weapon, and about a third from soldiers who have been deployed
in the last 2 years.

We are looking at all the factors. The one transcendent factor we
see across the board is a correlation with fractured relationships—
the loss of a spouse, a divorce, breakup with a girlfriend. As I ex-
plained to you, sir, before the meeting, even for marines and sailors
and soldiers and airmen, the relationship they have with the serv-
ice, they can forge a very close relationship with the Army and
then get caught in misconduct, be administratively dealt with
through the Uniform Code of Military Justice, leave the com-
mander’s office and go out and kill themselves.

So these are the things that we are dealing with. We are working
very hard with the help of the STARS program to see what we can
do to interrupt this.

SUICIDE PREVENTION

Mr. Dicks. Admiral Robinson.

Admiral ROBINSON. I would like to just also say that, in addition
to everything being said, taking it to the individuals in question,
this becomes a leadership issue. And it is a leadership issue not
only at the highest ranks but also at the lowest ranks. It has to
be taken to the level of the Soldier, of the Sailor, of the Marine,
of the Airman, and there has to be an awareness of the people
around you and how they are doing. That comes through education
and that comes through training. That also comes through
destigmatizing mental health issues so that people are not afraid
and do not think their career will be hindered or harmed by seek-
ing psychological help.

It also calls for individuals to look at one another. Friends and
buddies know each other better than anyone. When things aren’t
right, then they have to institute those programs so that they can
can ask, how are you doing, how are you sleeping? They can actu-
ally look into the eyes of individuals and see who they are and see
whether they are hurting. And then they can take the appropriate
action by getting them to counseling, getting them to a chaplain,
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making sure they take responsibility for their shipmate. I think
that is another important aspect of this.

Another aspect is making sure that we have time between de-
ployments so that we can reset from a social and a family and an
emotional and psychological point of view, come back into a more
regimented existence, and home, before going back into an oper-
ational and combat environment.

General GREEN. Sir, for the Air Force, we have a 14-year history
of effective suicide prevention program. We were able to drop our
rates below 10 per 100,000 for nearly ten years. Since 2007, we
have seen our rates also edging up. And so we are reemphasizing
many of the things we put in place over those years.

The newest thing is to target specific groups we have seen who
are at higher risk, such as our security forces, our intel groups, and
some of our aircraft maintenance, who have a much higher rate,
perhaps related to operational tempo and dwell rates. Those things
are not determined yet, but we are watching very closely.

Our focus is on trying to get face-to-face training for those high-
risk groups and have the training and get the experience to be
wingmen, if you will; someone who will watch after those who are
working with them. We think, like the other Services, if we can get
the leadership and the people who are overseeing these folks to
know what is going on with their troops, that we can make a dif-
ference in this.

Like the other Services, we see relationship problems as number
one in terms of risk factors; financial problems as a second area;
and then UCMJ and disciplinary problems also can lead to issues.
We have not seen any association with deployment. In fact, over
the last 8 years, only two occurred while deployed. The only poten-
tial association has to do with relationship difficulties that may be
caused by recurrent deployments. And so we are watching that
very closely.

We do see something that is in fourth category now in terms of
things that are rising. We can’t yet tell you whether that is people
who are depressed or who have other diagnostic categories, but we
are seeing a larger number of the people who actually commit sui-
cide who have been involved with mental health care, and we still
have been unable to break the cycle that led to that impulsive deci-
sion.

General SCHOOMAKER. If I could add real quickly to what both
these gentlemen said, and especially the comment that Admiral
Robinson made about the importance of small-unit leadership and
fellow Soldiers, Sailors, Airmen, and Marines. You may have read
a recent story of a hooch mate, a bunk mate of a soldier
downrange, who knew that his fellow young enlisted soldier had
just received a Dear John e-mail and was in distress. Took the fir-
ing pin out of his weapon without his knowing it. While he was out
of his billets, his buddy, the suicidal one, tried to kill himself with
his M-16. Of course, it didn’t go off. When he came back in he said,
My weapon doesn’t fire. His bunkmate said, How do you know
that? They got to talking about the fact that he was aware that his
buddy was suffering a lot of problems. That soldier whose life was
saved by his friend is still a soldier. He is continuing on Active
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Duty. He has started a new relationship and he is going to be leav-

ing sometime in the next year to marry her and start a new life.
These things that Adam talked about are very, very important.
Mr. Dicks. Thank you. Mr. Visclosky.

IMPLANTED STIMULATORS

Mr. ViscLoskKY. Thank you, Mr. Chairman. Gentlemen, thank
you for your service.

Admiral, I usually take this opportunity to congratulate Naval
witnesses on beating Notre Dame in football at home, twice. Now
Mr. Moran is upset with me. But I also notice that you graduated
from Indiana University Medical School.

Admiral RoBINSON. I did.

Mr. VISCLOSKY. You obviously know what you are talking about.
I have got to get in a plug.

Gentlemen, my understanding is the Department of Defense is
doing research on implanted stimulators that would send impulses
to reanimate limbs for people who have had strokes and traumatic
injuries. I find the issue fascinating. If, one, you could bring me up
to date as to where you are, and is there an ongoing study and is
there progress being made?

General SCHOOMAKER. Yes, sir, real briefly. We have a very, very
robust program across the Services on amputee care and extremity
injury, very heavily endorsed by the American orthopedic commu-
nity at large, and the Congress has been generous by providing re-
search funds for us. We are in our third generation of prostheses.
The upper arm, the upper extremity prostheses, is the most de-
manding for an amputee. Lower extremity prostheses—of course,
the loss of any limb or extremity is a problem. I don’t mean to
trivialize that. But the advances in lower limb prostheses have re-
sulted in now the ability to retain soldiers or marines or others
who have lost a lower limb, especially below the knee, much more
easily.

We have retained about 140 amputees in the Army on Active
Duty. Forty of them we have redeployed to combat. Three of the
40 have gone back to combat, having lost their limbs not in combat,
but in motor vehicle accidents or training accidents back here, and
are being deployed as amputees for the first time.

The upper extremity prosthesis is a challenge. We are in the
third generation. And DARPA has been in the lead of much of this.
Geoff Ling is the name associated with this, a neurosurgeon and
neuroscientist who is working with linking brain thought—just as
in your and my case, who have limbs—with the movement of the
limb. Heretofore, we were reliant on the upper extremity pros-
theses to either retrain a muscle to flex and make a mechanical de-
vice in the hand or the arm move. Then we went to the advance
of linking a sensor in the muscle on the remaining part of the body
so when someone thought to move his thumb or close his hand,
they thought, and began to move that muscle.

We have gone to now the generation that eventually will allow
people to move that prostheses because of a thought in their brain.
That is the one I think that you are thinking about.
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CLINICAL AND REHABILITATIVE MEDICINE RESEARCH PROGRAM

Mr. ViscLOSKY. Is there a funding request for 2011 for that? One
of the other questions I was going to address—you had mentioned
DARPA—is that it was our understanding the Department was
going to ask for $125 million to DARPA for development of force
enhancements. I assume that is a separate issue.

General SCHOOMAKER. Yes, sir, I believe so. I can get back on the
details of funding for the extremity research alone.

Mr. VISCLOSKY. If you could, I would appreciate that very much.

General SCHOOMAKER. Yes, sir.

[The information follows:]

Yes. For Fiscal Year 2011, the Clinical and Rehabilitative Medicine Research Pro-
gram has requested, through the Defense Health Program, $30 million for the devel-
opment, evaluation and optimization of extremity orthotics and prosthetic compo-
nent research. The primary impetus is on the development of arm interface tech-
nology and the further development of upper extremity prosthetics. The requested

funding will support upper extremity prosthetic clinical optimization studies and
subsequent optimization of the devices.

ORGANIZATIONS WORKING WITH WOUNDED WARRIORS

Mr. ViscLOsKY. I also understand that at a number of DOD fa-
cilities there are individual installations or not-for-profit organiza-
tions working with Wounded Warriors. Are there a fair number of
these established, and how would I distinguish them from military
programs for Wounded Warriors? Is there care given to make sure
there is not duplication of services?

Dr. RiCE. Well, sir, there are two very prominent programs fund-
ed by Mr. Arnold Fisher and his foundation, the National Intrepid
Foundation; one is at Brooke Army Medical Center at Fort Sam
Houston in San Antonio, which General Schoomaker can describe;
the other is under construction now at the new Walter Reed Na-
tional Military Medical Center, the National Intrepid Center of Ex-
cellence, focused on traumatic brain injury and psychological
health. In addition, there are a number of support activities around
all military installations. USO is a good example. I am sure my col-
leagues can describe those in more detail.

General SCHOOMAKER. I think all the services have very, very
good relationships with a whole range of nonprofit groups out there
that have leaned forward in assisting our wounded and injured sol-
diers, sailors, airmen, and marines in all our camps and stations
where these are done. At all of those Warrior Transition units I de-
scribed earlier, we have got relationships with a variety of local
and national groups.

One of the problems, I think, is how to focus and distribute those
services. Recently, the USO has offered to serve as a kind of na-
tional clearinghouse to be able to provide that service for us. But
I think, as Dr. Rice mentioned, we have a very large number of
very generous nonprofit groups that have helped build facilities
such as the National Intrepid Center at Fort Sam Houston, and is
building right now the National Intrepid Center of Excellence for
traumatic brain injury on the campus at Bethesda.

Another good example is the Warrior and Family Support Center
that is down—attached to Brooke Army Medical Center, which was
built entirely by a very large number of private donors on land that
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was given over by the Army. None of the donors, largely, were over
about a hundred dollars apiece. So, like the National Intrepid Cen-
ter, which is the amputee center down at Fort Sam Houston which
was built by 600,000 donors, there has been a huge outpouring of
support from the public.

Mr. ViscLosky. Gentlemen, thank you. Thank you, Mr. Chair-
man.

Mr. Dicks. Mr. Frelinghuysen.

JOINT THEATER TRAUMA REGISTRY

Mr. FRELINGHUYSEN. Thank you, Mr. Chairman. Gentlemen,
thank you for the extraordinary work you do. Since this is a public
hearing, will one of you talk about the remarkable track record of
survival rate for battlefield injuries? Would one of you just men-
tion—the statistics are very high, this is like no other war—the
things that your men and women have done?

General SCHOOMAKER. I agree. This is a tri-service effort. It is
probably best attributed to the Joint Trauma Theater System, the
JTTS. It employs an electronic record, known as the Joint Theater
Trauma Registry. It is maintained by the Army, Navy, Air Force,
and Marines.

This is a group that, for all intents and purposes, has built a
trauma system comparable to what you would have in any large
metropolitan area in the country, but it has done it across three
continents and 8,000 miles. They meet virtually online and by
video teleconferencing at least once a week to discuss cases. And
they use evidence-based practices that literally follow almost from
the point of injury back through evacuation and rehabilitation back
in the States to make sure that any improvements that can be
made in how a case is managed are being done, and then looks for
evidence for improvement. And doing that has resulted in a case
fatality rate that is unprecedented in past wars.

Mr. FRELINGHUYSEN. Would you give that rate?

General SCHOOMAKER. It is very high. The case fatality rate is
less than 10 percent, meaning that over 90 percent of casualties in
combat survive. If you make it to a forward surgical team or for-
ward Marine unit or combat support hospital or the hospital at
Balad or Bagram, then your survival rate is over 90 percent.

MEDICAL RECORDS

Mr. FRELINGHUYSEN. All of us pay tribute to that—Medevac peo-
ple, airlift people from Balad and Bagram, the hospital in the air.
It truly is remarkable.

The focus of my question is sort of on medical records. Can you
talk about just the issue of medical records, the integrity of the
medical records? Maybe it is anecdotal, but we do hear periodically
that there are issues that medical records don’t often follow the pa-
tient. I sort of wondered where, generally, the services were. You
do extraordinary work here, but obviously we have battlefield inju-
ries and people are transported long distances, and done in a re-
markably wonderful way, but some general comments about med-
ical records.

We talked about this with Dr. Rice yesterday, the integrity of
those records and also the susceptibility in today’s world that some-
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body could sort of bring down the whole damn system, as evil as
people are. Can we have some general comments and reaction on
the medical records issue?

Dr. RICE. Happy to talk about that, sir. I bring, unfortunately,
a very long perspective. I am considerably older than my colleagues
here. So I was on Active Duty at the National Naval Medical Cen-
ter during the Vietnam War, where casualties would come back,
often 4 or 5 weeks after wounding, just because the Air-vac system
was not anywhere close to what the sophistication level is today.
They may have stopped at two or three hospitals along the way.
And the likelihood that their record would actually accompany
them back to us at Bethesda was relatively low.

I am pleased to say that that is not the case now; that almost
always an accurate record of the care that has been rendered both
at the forward support hospital, the combat support hospital, the
theater hospitals, and in the air at Landstuhl, makes it back.

ELECTRONIC MEDICAL RECORDS

Mr. FRELINGHUYSEN. Is it indeed electronic or is it sort of a com-
bination of paper and electronic?

Dr. RICE. In some cases, it is. But by and large, it is electronic.
The issue of security of the medical record is one of not just mili-
tary, not just national, but actually international concern, as I
know you are aware. The Department is working very hard to-
wards our next generation of electronic health record. And the
three pillars that must be there are security, stability, and
scalability. The security issue is of paramount importance. We
must protect the integrity of the record, and the Department is
going to great lengths to make sure that that happens.

Mr. FRELINGHUYSEN. So you think that is being well done. I
know you each take pride in your service. I assume that all the
services have the same high standards.

Dr. RICE. We are taking a common approach to that across the
Services, so that it will be a single system that serves all three of
our Services and ultimately links with the VA system so we can
seamlessly pass the relevant and important data from the DOD
system into the VA.

Mr. FRELINGHUYSEN. You said “ultimately.” I know around the
table we have talked about the VA at one point was sort of in a
crisis. They sort of are leading the way. It was the seamlessness
they have now that they didn’t have. They had all the different
hospitals, but records couldn’t be transferred from people in the
Northeast to the South. So our Services, as represented here today,
how are they doing in terms of linking medical records?

Dr. RicE. We have a pilot project.

Mr. FRELINGHUYSEN. We did hear yesterday that we couldn’t get
I think from Walter Reed—from Bethesda to Fort Belvoir. Hope-
fully, that was an exception.

Dr. RICE. Admiral Madison commented on that yesterday. I think
by and large, the ability to transfer the relevant and important
data across the systems from one military treatment facility to an-
other is a problem that we have accomplished a great deal on. We
don’t hear that as a major issue with our providers.
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Mr. FRELINGHUYSEN. We are counting on it. We are the resource
committee. So if there is anything lacking, we would love to hear
about it.

General SCHOOMAKER. No, sir. I think across the three services,
that is not an issue. Bidirectional health information flow to the
major polytrauma centers, the VA, is also not a problem. My own
electronic health record began in about 2002 in the Southeast. I
have moved four times and my record has moved with me each
time without any problems. Saved a lot of money, saved a lot of un-
necessary x-rays and shots.

The one hole that we have in the electronic system is from the
point of injury to the surgical site. That still is paper-dependent.
We have tried electronics. We have given hand-held PDAs to med-
ics and corpsmen. It is a problem and an issue, and we continue
to try to penetrate that. Right now, it is still reliant on a hand-
written record.

Dr. RICE. Sir, if I could just add one comment to that. That is
not different from the civilian world. If you look in emergency
rooms, even in those hospitals that have electronic records, it is the
ER that still is largely paper-dependent because of the press of
time.

Mr. FRELINGHUYSEN. Thank you, Mr. Chairman.

Mr. Dicks. Thank you. Mr. Moran.

TRAFFIC AT BETHESDA

Mr. MORAN. Thanks, Mr. Chairman. Actually, I am going to re-
late a little story. A few months ago, the retina in my left eye was
peeling off. It is about 5:30 at night.

Mr. Dicks. Free medical advice?

Mr. MORAN. No. You will see the relevancy; it is going some-
where. So I drive to Bethesda through traffic and so on. Get there
about 6:30 or so. They said, You're about to lose your eyesight. This
retina is going to be gone. They said, I don’t know what we are
going to do about it because all our folks are gone; but perhaps the
best guy to do this operation is over at Walter Reed, Dr. Chun. I
am going to call him. We might as well start this coordination stuff
now.

So they call Dr. Chun. He was on his way home. He comes back
to Bethesda. They put a couple of tables together to have me lie
down at the top of it. He takes his hypodermic needle and sucked
out all the liquid behind the eye, except it was probably the most
excruciating thing, because there was no time for anesthesia.

Then they broke into a room that was locked and got a machine
that had this gas stuff and put gas in the eye and held it down.
Anyway, they saved the eye. They said among themselves, you
know, had we not been able to do this together, the Navy and the
Army ophthalmologist, I would have lost my eyesight in my left
eye.

There was some relevance here, Mr. Chairman. So I really am
a believer in this, that as we coordinate at Walter Reed—I know,
as Admiral Robinson said, the Navy is also losing its principal
medical care facility in terms of the public visibility, as is Walter
Reed. They are both losing their identity, but we are going to have
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something new that is even better, and the colocation is going to
work for a lot of people.

My concern, of course, is that both at Bethesda and at Walter
Reed, the traffic is almost impossible. You know that. And I am
wondering—I am not going to get into all the BRAC stuff—I am
wondering the extent to which you were consulted in terms—I
know it is a mundane issue, it would seem, but if your staff, if your
physicians, let alone your patients, can’t get in there, that no mat-
ter how good the care is, it is moot if they can’t get to the hospital
in some reasonable period of time when there is an emergency.

So have you given any thought? Were you able to offer advice in
this process of the logistics around the facility to have real ade-
quate access?

Dr. RicE. Congressman Moran, I experience this personally when
I am back at the Uniformed Services University because, as you
know, it sits on the Bethesda campus. I live about 10 minutes
north. It is 10 minutes when I come into work at a little after 5:00
in the morning. It is considerably longer than that going home in
the evening because of the traffic on Wisconsin Avenue.

Mr. MORAN. It could be as much as 40 minutes just to get out.

Dr. RICE. It can be as much as 40 minutes to get from Jones
Bridge Road to Cedar Lane. Admiral Robinson experiences it, be-
cause he lives on the base at Bethesda. It is a complex problem,
and I know a number of people have given this issue serious
thought. We are hoping that DARPA will shortly come up with a
transporter beam so that we could move around without vehicles.

But I think a large part of the effort that we are undertaking
with the new Commander of the Naval Support Activity at Be-
thesda is to do everything we can to encourage staff, particularly
staff and the students at the university, to use Metro to the max-
imum extent possible. It is a complex issue.

General SCHOOMAKER. Congressman, first of all, we are glad to
hear your eye was saved. I suspect the contributions of the soldiers
involved was breaking down that door to let the Navy surgeons
work.

Admiral ROBINSON. At least we have solved that break-in now.
Thank you.

General SCHOOMAKER. Two comments I would make. First of all,
many of you, after the 2007 February stories in the Washington
Post about Walter Reed, came out and visited. I was then put in
command of Walter Reed, and commented about whether there was
reason to pause and think about the decision to close the old Wal-
ter Reed campus. My comment, in addition to the fact that we
want to be in compliance with law, was that for the same reasons
that you describe the problem at Bethesda, we have the same prob-
lem at Walter Reed. It is very tough to get there; patients don’t like
to get there; and we don’t even have the benefit of the Bethesda
or the National Institute of Health (NIH) Metro station.

FT. BELVOIR

Mr. MORAN. Incidentally, you have got a similar problem at Fort
Belvoir. It is a beautiful facility but there is no Metro there either.
We are going to have trouble getting patients in emergency condi-
tion there.
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General SCHOOMAKER. That brings up my second point; that
often overlooked is that although the most proximate demand, as
Adam has pointed out, is the merger of three hospitals into two,
the larger plan of 37 facilities and 400,000 beneficiaries in a great-
er metropolitan area, which makes up the National Capital Region,
is the real motherlode here. It is how do we integrate services
across the three services for over 400,000 beneficiaries.

This will be the 40th largest HMO in the country once it is com-
pleted, for 37 different military treatment facilities. Putting care
close to where families and Soldiers, Sailors, Airmen, and Marines
live is going to be important, which is why the Belvoir campus is
so important to us. It is much closer to where people live.

It is also why, as I said from the beginning with my colleagues
here, that siting a lot of the high-intensity warrior care and accom-
modating their families on the Bethesda campus, which won’t ne-
cessitate trans-gate traffic, is so important. If you can provide care
for an injured soldier or patient and amputees and intensely in-
jured and ill Soldiers on that campus, then you reduce the neces-
sity to move traffic in and out of the campus.

Admiral ROBINSON. Representative Moran, I think that that is
correct. I agree. I think that your comments are, we are consulted,
and when I say “we,” as we have the Corps of Engineers and as
the Navy’s NAVFAC, the Navy Facilities Command that builds,
those things such as traffic loads and others are studied and taken
into account. We need to attend to how the growth goes.

I think that, as you stated, making sure that we can get staff
into the hospital and—that is as important as the patients. One of
the reasons we have a large number of barracks for our enlisted
onboard the base, and have for years, is the fact that not only are
we in a hugely expensive county, much more expensive than most
of our junior enlisted can pay for, they also are within the skin of
the ship, as it were. So snow days and traffic days, we can depend
on those corpsmen to make sure they are with patients and doing
those jobs.

So yes, we are consulted; and yes, this is a major point. No way
around it.

Mr. MORAN. Thank you. Thanks, Mr. Chairman.

Mr. Dicks. Thank you, Mr. Moran. I am very glad you had a
positive outcome.

Mr. MoORAN. I wouldn’t have shared it if it hadn’t been positive.

Mr. Dicks. I am glad you shared it. Thank you. Mr. Tiahrt.

WARRIOR TRANSITION UNITS

Mr. TiaHRT. Thank you, Mr. Chairman. Welcome to the com-
mittee. I was recently in Fort Riley, where they have a Wounded
Warrior transition unit that they are standing up. Even though
they don’t have the facilities yet, they have the program in place.

I have had the opportunity to pheasant hunt with some of the
Soldiers that returned from the front lines and have suffered trau-
matic brain injury, and some are suffering from posttraumatic
stress syndrome. They seem to have a pretty good way of helping
them readjust back to life here in America.

I was wondering if you are satisfied with the progress that they
are having so far and if you can explain a little bit about the
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uniqueness about the unit. Because they have a pretty good rate
of success; at least that is what they have told me.

General SCHOOMAKER. Yes, sir. The Fort Riley program is one of
the 29 Warrior Transition Units that are in hospitals, major health
centers, and medical centers across the Army. We have about
9,000—about 7,000 Soldiers in that program and another 2,000 Sol-
diers in nine States that are centered around nine States—Arkan-
sas, Utah, Virginia, Florida, and the like, and Massachusetts.
These Warrior Transition Units have an Active Duty cadre made
up of primary care managers, squad leaders, just like any other
military unit, and nurse case managers that track the care.

A very important part of our program is with comprehensive
transition planning for vocational rehabilitation; for career develop-
ment; for social, medical and emotional needs. And for programs
like our posttraumatic stress program, we have got a fairly high
rate of return to duty for those Soldiers. Overall, the WT'Us are re-
turning about 50 percent of Soldiers back into uniform to continue
service or back into the Reserves to continue service.

The campus associated with that program, the one at Fort Riley,
will be our first physical campus that we are standing up with new
construction on the 27th of May. That will be the first of about 20
of these campuses that will be built across the country, including
the one that we are building down at Fort Belvoir.

POST TRAUMATIC STRESS DISORDER

Mr. TIAHRT. At what point do you sort of take the temperature
of people as far as trying to find PTSD or some mental capability?
When they are deployed, do you test them or talk with them before
they return, and when they return and how long afterwards? What
is your pattern now that you shoot for?

General SCHOOMAKER. Sir, we do it whenever it is appropriate.
Frankly—I am not being coy—what we are moving away from is
a kind of arbitrary surveying of people at key points. Heretofore,
we did it before they were deployed; the predeployment health as-
sessment. Immediately upon redeployment—it was called the post-
deployment health assessment, and then 90 to 180 days later, it
was called the post-deployment health reassessment.

What we are finding is it is more important to move in a direc-
tion of tracking the individual and their problems, because they
frequently arise out of major events. For example, the last time I
was in Afghanistan, there was some intense fighting on the eastern
part of Afghanistan. The brigade commander told me that one of
the unexpected findings was 30 to 60 days after they were de-
ployed, some of the experienced young officers and noncommis-
sioned officers who had deployed before and been in fights before
were experiencing stress reactions to this new deployment. We
d}ildn’t expect that to occur 30 to 60 days after they had arrived in
theater.

So we are beginning to track longitudinally through this com-
prehensive program when care is provided. But, in general, what
we look for most often was immediately before deployment to make
sure people are sound, immediately after they return, and then the
90 to 180 days later.
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The last thing I will say is that part of the program that both
the Marines and the Army are doing downrange is to find both con-
cussive events—which we think have a high correlation with
posttraumatic stress disorder—and overlap with that. That is, if
you have had a concussion in combat, it predicts more often than
not that you are going to have posttraumatic stress later, or pos-
sibly posttraumatic stress if it is enduring. So we are trying to find
those problems as close to the actual incidents as possible and
begin treatment in theater.

Mr. TIAHRT. As you know, we have a lot of Guard and Reserve
units that have gone forward, and they don’t have access to a per-
manent facility like Fort Riley or Fort Belvoir. How are you dealing
with PTSD with the Reserve and the Guard units?

Dr. RICE. Yes, sir. You are exactly right. There is a challenge for
the Guard and Reserve in particular as they return to areas that
are remote from military treatment facilities. With the support of
this committee and under the leadership of Chairman Young, we
established a program at the University, the Center for Deploy-
ment Psychology, which is focused on behavioral health providers,
on the peculiar types of experiences that these servicemen and
-women have experienced in theater, so that they can better pro-
vide behavioral health care for them. We have educated a substan-
tial number of civilian providers now, and I am very pleased with
the success of that program.

Mr. Dicks. The gentleman’s time has expired. Mr. Boyd.

SUPPLEMENTAL FUNDING

Mr. Boyp. Thank you, Mr. Chairman. And, gentlemen, thank you
for being here today.

Dr. Rice, I want to direct my question to you and talk a little bit
about the budget side. Obviously, I think many of us have been
concerned that over the last 8 or 10 years that we have relied on
supplemental budgets for much of our funding. I wanted to pick
your brain a little bit about the current supplemental that we have
before us; what part of that will be for funding Active military per-
sonnel and dependents, and also what you might have in your cur-
rent budget that you are talking about here today that might not
be covered, we might have to cover in a supplemental later on.

Dr. RicE. Congressman Boyd, thank you. First, let me say that
I am relatively newly arrived in this position, and the preparation
of this year’s budget happened before I got here. I do not think that
any of the basic funding of the military health-care system was de-
pendent on the supplemental budget. I think that the budget pro-
posal that has come before you now fully funds the Military Health
System.

Mr. BoyDp. Okay. Would any of the Surgeon Generals have any—
do you have any knowledge about the current supplemental as it
relates to any health funding that is in that?

General SCHOOMAKER. Sir, in the past, the supplementals have
helped us mainly with closing the gap in military medical construc-
tion, which had a very large hole in the program. You all very gen-
erously filled that for us, and we are building new hospitals, to in-
clude the one at Fort Riley and Fort Benning.

Mr. Boyp. But not health services.
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General SCHOOMAKER. Not direct health services, although there
has been supplemental dollars attached to, for example, Army sup-
port of Grow the Army and the medical support that went into
that. But I fully agree with what Dr. Rice said; that is, the Presi-
dent’s budget in the base provides the necessary dollars for health
care.

Admiral ROBINSON. For the Navy, as an example, I think the re-
cent Unified Response-Haiti, there will be an additional amount of
money that will be covered by the supplemental. And that is oper-
ational. I am not sure that is really in the definition of health serv-
ices, but I agree, again, with what my colleagues have said.

General GREEN. What my financial people tell me is beginning
2010, there were dollars that were reprogrammed from previous
supplementals into the baseline. The dollars for the Air Force were
about just under $35 million. About $22 million of that was for TBI
and psychological health, another $4.5 million for OCO tasks, and
about $8.3 million for Wounded Warriors.

If your question is whether we can get by without any supple-
mental in 2011, we are fully funded. The trick is with ongoing con-
tingency operations, the dollars that come in that backfill some of
our deployed people, we can’t absorb it; but actually a lot of that
contract that fills in for care back home and ensures access does
comes from OCO funds, which is part of the supplemental, if that
answers your question.

Mr. Boyp. Thank you. Thank you very much. Mr. Chairman, I
brought that up because, obviously, as we enter this era where we
have to begin to focus on budget deficits, it is going to be really im-
portant that we understand what the requirements are going to be.

Dr. Rice, in your testimony you have laid out some very instruc-
tive information there about the rising health-care costs under your
purview, both Active Duty and retirees. So I just wanted to bring
that to the attention of the committee. I thank you, Mr. Chairman.

Mr. Dicks. Thank you.

Mr. Rogers.

PRESCRIPTION DRUG ABUSE

Mr. ROGERS. On March 23, when we had Secretary McHugh and
General Casey here, I brought up with them the prescription drug
abuse problem that we have—and it is not limited, of course, to the
military. It is a problem in the civilian world as well. But a recent
USA Today article about it mentioned a Pentagon survey in 2008
which showed that one in four soldiers admitted abusing prescribed
drugs, mostly pain relievers, in the 12 months prior to the survey;
15 percent said they had abused drugs in the 30 days before the
survey. The records show that the abuse of prescription drugs is
higher in the military than in the civilian world.

I am wondering, A, what you think about this, and what are we
doing about it, and what should we be doing about it?

General SCHOOMAKER. Well, sir, I will speak for the Army. We
are very concerned about prescription drug use. As you alluded
to—and you and your district are experiencing as well—there is a
nationwide problem of, first of all, accidental overdose from pre-
scription drugs now leads or exceeds deaths or complications from
illegal drugs in the country. The Centers for Disease Control tell
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us that. The second is that diversion of drugs—that is, prescription
drugs that are used for recreational purposes, not for what they
were intended—is a major problem both outside the gate and inside
the uniform.

Last year, I stood up a task force within the Army for pain man-
agement oversight, working with the other services and the VA.
And in anticipation of legislation that came out last year requiring
that we have a DOD approach to pain management, we are start-
ing to get our arms around the size, the magnitude of the problem
of pain management, and the use of prescription pain-managing
drugs. We are looking at all sources of care for pain management,
to include alternative medical care practices like acupuncture and
yoga and the like.

At the same time, we are, especially in our Warrior Transition
Units and in other clinical settings, taking a very aggressive ap-
proach to what we call sole provider programs, where only a single
physician, nurse practitioner, or PA can prescribe drugs for a pa-
tient if they are at risk for abusing those drugs, and very careful
programs of counting and watching the inventory of drugs that our
soldiers might have. But we are very concerned about the problems
that you address.

Mr. ROGERS. Abuse of prescribed drugs is a huge problem in my
district and, as you say, across the country. It is not limited to the
military, obviously. However, the Pentagon survey said that the
problem is higher in the military than civilian. I am told that Army
Secretary Thomas Lamont, said that a multiservice task force is
examining how the Army gives pain relief pills to its soldiers.
Eventually, it will outline how to limit prescription medication use
and ensure that Army hospitals all use the same procedure for dis-
pensing medicine. He said, We found every Army medical center
was dealing with pain in altogether different ways, all individual,
but not an Army-wide program at all. There was no consistency. Do
you agree with that?

General SCHOOMAKER. Yes, sir, that is exactly what the pain
management task force that I chartered has found. That is not
unique to the services. Frankly, that is a national problem. It is a
problem even within the Veterans Administration. We don’t have
a standard kind of approach and we don’t necessarily leverage all
techniques, to include nonpharmacological problems. We have had
a problem of acute versus chronic pain. We have pain from a vari-
ety of sources. Pain is subjective. It is not objective in the sense of
something measurable.

What we are trying to do is standardize our approaches, leverage
every technique that we can, in cooperation with the other services
and the Veterans Administration and leading academics in the pri-
vate sector and in the academic sector who can help us. But you
have identified, sir, I think a problem that we recognize as a med-
ical system.

Mr. ROGERS. In the civilian world we have been pushing pre-
scription drug monitoring drug programs; each State, with a grant
from the Federal Government to require pharmacies, doctors, hos-
pitals, anyone in the medical field, when a prescription is filled, to
notify the central computer in our State capital so that a person
will not be able to double-fill a single prescription. I think you have
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what is called a Pharmacy Data Transaction Service, a similar
type.

General SCHOOMAKER. In fact, we can track every prescription
across not only our military facilities but also civilian pharmacies.
Any time a military prescription electronically is used and any time
the military system is billed, even if it is outside in the civilian sec-
tor, we can track.

In fact, I can give you for the record a tabulation of exactly what
the use of prescription drugs of various categories is right now for
the entire force of 550,000 soldiers.

Mr. ROGERS. I would like to see that.

[The information follows:]

We can query the comprehensive pharmacy database of all DoD pharmacies and
contracted network pharmacies (provided the service member has the DoD pay for
the prescription so it is recorded in the database). We can provide a summary of
how many Soldiers have current, open and active prescriptions.

Active Duty Soldier Prescription Data

(March 2010)

558,840 Active Duty Army Personnel (Includes 4,498 USMA Cadets):

—200,255 (35.8%) Active Duty Army Soldiers with any medication
prescriptiont

—2,504 (0.4%) for combination (sleep, psychotropic*, narcotics)

—43,578 (7.8%) for narcotics

—20,027 (3.6%) for anti-depressants

—11,448 (2.0%) for sleep medications

—5,500 (1.0%) for anti-anxiety medications

—5,119 (0.9%) for anti-seizure medications

—2,671 (0.5%) for anti-psychotic medications

—170 (0.03%) for fentanyl patch

General GREEN. Sir, if I can add, the PTDS system also allows
us to place restrictions, like the systems you are talking about,
where people would not be able to get their prescriptions filled,
even when written by another provider. So they can only get it
from one source.

PRESCRIPTION DRUG MONITORING PROGRAMS

Mr. ROGERS. I think that service works for all except medications
in-theater. I think I can understand that, but explain that.

General SCHOOMAKER. Sir, we don’t have—except in selected fa-
cilities such as Balad or Bagram, where we have an electronic
record available—in the average or the usual combat outpost or for-
ward operating base where we may not have that available and
where things are done out of troop medical clinics or battalion aid
stations—we don’t have the same oversight and ability to roll up
the aggregate abuse of prescription drugs.

Mr. ROGERS. I think, Admiral Robinson, the data from ships is
also not a part of this.

Admiral ROBINSON. It is not, but we have the data from ships
rolled up into our SAMs program and to other electronic programs
we use. But it is not a part of PTDS.

Mr. ROGERS. Well, the problem has been growing. The abuse of
prescription drugs in the military is growing rather dramatically,
as a matter of fact; partly, of course, because of the wars. It seems

T Does not include WT Soldiers
*Psychotropic medications include the drugs in the following classes: anti-anxiety, anti-sei-
zure, anti-psychotic, anti-depressant, or stimulant
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to me like we are dealing with a real problem here. Do you think
it is a real problem?

General SCHOOMAKER. Yes, sir, I think that is exactly what
prompted me to charter the task force that I did for the Army, to
try to get our arms around it, especially when it is related to pain
use. We are doing the same thing with respect to drugs that are
being given for behavioral health problems and can give you the
same comprehensive tabulation of who is taking a psychotropic
drug, a drug that influences mood or behavior.

Mr. RoGERS. What do you expect out of the task force, and when?

General SCHOOMAKER. Sir, I have the final draft in hand. Right
now, I am reviewing that. We hope to present that to the leader-
ship of DOD Medicine very shortly.

Mr. Dicks. The gentleman’s time has expired.

Mr. ROGERS. Mr. Chairman, I think Dr. Rice has something.

Dr. RiCE. Sir, if I may, Congressman Rogers, you have put your
finger on a very complex problem. One of the challenges that we
face is that for many, many years we in the medical profession
undertreated pain. Through the efforts of a lot of people, including
the Joint Commission, we have recognized that undertreatment,
and now begun to take steps to make sure that patients are not
needlessly enduring pain.

I think the challenge for us all is to know what the appropriate
treatment is, and while the use has undoubtedly gone up, that in-
creased use is entirely appropriate. Pain is the most common rea-
son that people seek medical attention. And, therefore, paying ap-
propriate attention to pain relief is an important part of clinical
practice.

Mr. RoGERS. Thank you.

Mr. Dicks. Thank you. Mr. Bishop.

HYPERBARIC OXYGEN THERAPY

Mr. BisHOP. Thank you very much. Let me welcome you all back
again. I would like to ask the panel to return to an issue that we
visited last year, and that has to do with the related treatments
for traumatic brain injury and the hyperbaric oxygen therapy.

Lieutenant General Schoomaker, I have been informed that the
hyperbaric oxygen therapy equipment and the medical personnel
have been contracted by DOD for a 2-year, $20 million pilot pro-
gram that was supposed to start up in January of this year. I am
told that the equipment and the personnel are positioned at Camp
Pendleton, Camp Lejeune, Fort Carson, and Fort Hood, but to date
they haven’t been used to treat any injured personnel.

I wanted to ask if you would just describe for the committee
what the hyperbaric oxygen therapy is, and tell us about the situa-
tion with the equipment being available but not yet in use.

General SCHOOMAKER. Yes, sir, I will do my best, and then I
think my colleagues have even more visibility over it. But in a nut-
shell, hyperbaric oxygen is the delivery at a pressure above the sea
level atmospheric pressure of air or oxygen, which then raises tis-
sue levels of oxygen above the normal range. It is recognized as a
treatment for a variety of things; for example, wound healing for
resistant infections, especially by organisms that are sensitive to
oxygen; or for reversal of complications of diving accidents, for ex-
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ample, and that is where the Navy and those who work with pres-
surized environments have some experience with them.

There are some recognized medical indications for the use of
hyperbaric oxygen. Its use in traumatic brain injury or for
posttraumatic stress disorder is not currently recognized by the na-
tional groups that, in a sense, certify or authorize use for that clin-
ical application. We are looking very, very hard for good scientific
evidence that it adds value in those situations. We are com-
pelled

Mr. BisHOP. That was the status last year. I thought you told us
last year that that was underway and that we would probably have
some kind of indications soon.

General SCHOOMAKER. My understanding is that we have two or
three outstanding trials right now that are just about to report and
give us some early indication whether there is some utility to it.
There are some recently reported nonrandomized and noncontrolled
studies, meaning that patients were given the treatment, but
knowing they were getting the treatment, and there was no control
arm that didn’t use that treatment mode to see if there was any
real effect of the hyperbaric oxygen. So we are compelled to use
randomized clinical trials. We have a good program now. Maybe
Admiral Robinson would summarize.

Admiral ROBINSON. Representative Bishop, last year, and actu-
ally for the last couple of years, we have been—there have been a
number of reports by researchers and clinicians on hyperbaric oxy-
gen therapy. As has already been summed up, hyperbaric oxygen
therapy has a usefulness with evidence-based treatments and clin-
ical protocols for a variety of different cases.

There has never been one for brain injuries and for PTSD. There
have been a number of anecdotal reports, a number of anecdotal re-
ports that people benefit from hyperbaric oxygen therapy with
traumatic brain injury and with PTSD. In those reports—and this
is what General Schoomaker is referring to—they were not done in
a randomized fashion. They were not done so we can take evidence-
based scientific study and actually produce clinical protocols that
we can give to the world and say, this is based upon clear evidence
of working.

Mr. BisHopP. Why have we not done that?

Admiral ROBINSON. That is what I am getting to. Over the course
of the last 3 months, and we have been working on this for well
over a year—but working with Colonel Scott Miller, an Army inter-
nist researcher, infectious disease expert—and I will caveat now,
he has no knowledge of hyperbaric oxygen therapy, but he is a
master and a professional at designing prospective studies—has in
fact helped us, through the Army Research Facility, to actually put
together studies that we are conducting. He has included, at Camp
Pendleton, Lejeune, Carson, and San Antonio, we now have more
people enrolled in those studies and actually under investigation.
So those sites, the Pendleton site and the San Antonio site, are
working. And for sure the San Antonio site. We have more people
enrolled than ever before.

We will have a definitive result of does hyperbaric oxygen work
over the course of the next 24 to 36 months. That seems like a lot
of time, but in the world of research, to get that type of evidence
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and then to put clinical guidelines together, clinical guidelines that
are going to go forward and be the standard of care worldwide, that
is not too long.

Mr. Dicks. Will the gentleman yield? I may have missed this,
but I think there are some situations where this is being prescribed
now.

Admiral ROBINSON. There are conditions treated with hyperbaric
oxygen therapy today.

Mr. Dicks. What have been the results of those?

Admiral ROBINSON. The results have been phenomenal. Wonder-
ful. They have been absolutely unable to base it on any objective
criteria that we can produce. Since oxygen therapy is a device, it
is being looked at by the FDA. In fact, the FDA has stepped in and
asked for some of those studies to be stopped, because they are not
sure whether this would be harmful to the patients, and there has
been no objective evidence in a properly controlled study to prove
that it works.

General SCHOOMAKER. I think, Mr. Dicks and Congressman
Bishop, one of the frustrations we all have up here is we want the
very best treatment for our people. There are far more traumatic
brain injuries generated and far more posttraumatic stress disorder
generated in the civilian sector every year than there is in com-
bat—on motor vehicle accidents, on sports fields. We have had dec-
ades and decades of brain injury and posttraumatic stress disorder
and have asked the field to provide good scientific evidence that it
works.

We finally, as the Department of Defense, have come together
and said, Okay, we can’t seem to get academics to do good trials
for us, so we will do the trials. And, frankly, they are getting off
the ground now.

Mr. Dicks. How can the doctor, if this hasn’t been vetted or
whatever you call it, how can they go ahead and make these pre-
scriptions, and do it, and find out it works very well, and how does
that happen?

Admiral ROBINSON. Representative Dicks, I think that there have
been all sorts of people who have sold all sorts of remedies in past
years and centuries that have proclaimed the efficacy and effective-
ness of things that have been really sham.

Mr. Dicks. Yeah, but this works.

Admiral ROBINSON. It hasn’t been proven to work scientifically.
It works according to the anecdotal explanations of patients.

General SCHOOMAKER. Legally, a licensed physician can prescribe
so-called “off label.”

Mr. Dicks. That is what I want to know.

General SCHOOMAKER. You can take a drug which is not labeled
for use in a particular way and try it “off label.” You are respon-
sible for the outcome of that. But you can do that. About 90 percent
of all pediatric drugs, for example, are prescribed to children “off
label,” meaning that there isn’t a definitive trial to show its utility.
It would be too expensive to do that.

In the case of hyperbaric oxygen, a licensed and certified pro-
vider can do that as a trial. The problem we have there is what
Admiral Robinson says: We don’t have definitive proof.
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Mr. Dicks. Keep moving the trials ahead as best you can. We
have to do it in a scientific way, I understand that. But there does
seem to be some evidence that there are positive outcomes here.

We have a vote underway. I am trying to wrap this up. Have you
got anything? Can I go ahead to Mr. Hinchey?

MEDICAL MALPRACTICE

Mr. HINCHEY. Thank you very much, Mr. Chairman. Thank you
very much. I deeply appreciate everything you are doing and we all
know how important it is. It is a very complex set of circumstances
also, under some set of circumstances. What I want to ask you
about is the medical malpractice situation. This is something that
comes about as a result of a Supreme Court decision back in 1950,
which has created a whole host of problems that really needs to be
addressed.

There are many cases of military medical malpractice which have
been highlighted in the media recently, and a number seem to in-
volve very preventable medical errors. One group reports 10,000
veterans were exposed to HIV and hepatitis after at least three VA
hospitals failed to sterilize colonoscopy equipment. This contamina-
tion is considered a “never” event, but it is completely preventable
and it should never happen. So this is a situation that I think
comes about as a result of this situation of medical malpractice
under a set of circumstances that is not really overseen.

My attention was drawn as a result of a former constituent of
mine, a sergeant by the name of Carmella Rodriguez, who was re-
peatedly misdiagnosed by military doctors as having a wart when
he actually had a melanoma. And that melanoma led to his death.

So I am wondering a couple of things. Do the Armed Forces keep
track of how much money is wasted yearly on preventable medical
errors? And how can this rate be lowered if the military is immune
from liability for the harm it causes? I think that the focus of that
attention has to be on this, unfortunately, Active Duty military
personnel who have no legal resources in the face of medical neg-
ligence, due to this 1950 Supreme Court decision that Justice
Scalia says was a mistake. This is health care that comes about not
in the context of military actions but it comes in the context of just
normal life. So I wonder if you could focus a little attention on that.

What do you think about that Supreme Court decision? It seems
to me that Scalia is right; this is something that really needs to
be dealt with. You have civilians that still have legal recourse, ci-
vilians that are members of military families. But you don’t have
the military personnel themselves who have the recourse as a re-
sult of that 1950 decision. Can we afford to kill and injure our own
soldiers through negligent medical care?

General SCHOOMAKER. I think you are alluding to the Feres Doc-
trine, which was a law passed to protect uniformed commanders
and members of the military from liability for decisions made in a
military setting. That has been expanded to caregivers in a practice
setting, in medical practice, and surgical practice.

Just a point of information about the first cases you raised in the
VA. The Veterans Administration, not being a part of the Depart-
ment of Defense, I am not sure its relationship to the Feres Doc-
trine. But in that case—in fact, our practices in our hospitals would
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have protected our patients from HIV because we do the necessary
sterilization and check for it.

Mr. HINCHEY. I appreciate the focus on that. There is no question
about it. But there are cases where we have documented where
they come up, where they weren’t paid attention to adequately.
That is the one I am mentioning.

General SCHOOMAKER. We look very carefully at medical errors.
We look at those cases that either result in a claim against it; or,
even when a claim is not filed, when an error has resulted in ad-
verse outcome for a patient, or a near adverse outcome. I am,
frankly, not aware of any connection between medical liability and
improvements in medical error.

Dr. RICE. Congressman Hinchey, I have never presumed to quar-
rel with Justice Scalia, particularly on an issue of legal doctrine.
But I think General Schoomaker is exactly right. The government
is liable under the Federal Tort Claims Act for an act committed
by a uniformed practitioner acting within the scope of his duties
and responsibilities. As General Schoomaker has pointed out, there
is a standard-of-care investigation taken in the case of any asser-
tion of medical malpractice or an unfortunate outcome.

In my personal experience, having spent most of my career in the
civilian academic world, I do not think that the threat of litigation
is a particularly helpful way to improve practice. The judgment of
one’s peers is profoundly effective.

Mr. HINCHEY. That is something that I am going to disagree with
you on, because I think that the liability is something that is going
to focus attention on the health care that people need much more
effectively than it is so often. Now, almost always in the vast ma-
jority of times, it is focused appropriately and people get appro-
priate health care. But if you have people who don’t care about it,
and knowing they are not going to be held accountable as a result
of it, then there can be a lot of negligence in some cases.

I think that negligence comes about as a result of the fact that
there is no accountability; that they don’t have to behave in the
right way in the context of dealing with people who have normal
health-care problems in the military. And if the people suffer as a
result of that, well, they are not going to be held responsible.

Dr. RICE. Sir, I guess I would take issue with your statement
that there is no accountability. There may not be accountability in
a civil court, but within the military system there is a lot of ac-
countability. The behavior and performance of a military officer de-
livering health care is scrutinized very carefully, and there are pro-
found 1mplications.

Mr. HINCHEY. I think that is right. I think that that is effective.
But at the same time, there are a number of other people who are
not subject to accountability, and they are not subject to account-
ability because there is no legal accountability that they have to
deal with. They don’t have to deal with the legal accountability as
a result of that 1950 Supreme Court decision.

Dr. RICE. I think on this one we will have to agree to disagree.

Mr. HINCHEY. All right.

General SCHOOMAKER. I would echo that. All of our practitioners
are fully accountable for their actions. Except for the Active Duty
soldier who, through the Feres Doctrine, cannot raise a claim
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under tort law, all family members, for example, are eligible for re-
course.

Mr. HINCHEY. Family members are eligible.

General SCHOOMAKER. I don’t know any relationship between im-
provements in standard of care and the ability of patients to sue
for that care.

Mr. HINCHEY. The families are, but the military personnel are
not. And that is something that I think really has to be dealt with.
Frankly, I must say, candidly, I am disappointed in the way that
you feel about it because it is going to, and has, clearly diminished
the likelihood of the high quality, effective quality for health care
for military personnel across the board. There are some number of
military personnel who have suffered as a result of this.

Mr. Dicks. The gentleman’s time has expired. Ms. Kaptur.

VETERANS CLINIC

Ms. KapTUR. Thank you, Mr. Chairman. Welcome, gentlemen.
Thank you for the work that you do. In our region, we have no
major bases that I represent that are Active Duty. But we have a
lot of Guard and Reserve and returning soldiers. The Veterans De-
partment has announced they want to rebuild this little veterans
clinic we have in our area. If your advice—and knowing everything
you know about what is occurring in theater and afterwards as
these soldiers rotate out and they come back home, what would you
advise them in terms of what to think about as they construct this
clinic? Any considerations based on what you see happening to
those in theater and in support of them compared to past wars?

Dr. RickE. Congresswoman, if you are referring primarily to
guardsmen and reservists, then I think a couple of things should
be kept in mind by the VA, and I know the VA does a very good
job of thinking through these issues. As my colleagues alluded to
earlier, the biggest challenge that our beneficiaries face is access
to primary care. So I think building a robust primary care system
at such a clinic and then establishing referral relationships with a
secondary and tertiary care facility in the nearby region is of para-
mount importance.

Admiral ROBINSON. Additionally, with the comprehensive pri-
mary care, make sure that you have ready access, and I mean on-
site access, to mental health capabilities—licensed clinical social
workers, licensed occupational therapists that can do counseling.
Psychologists, psychiatrists, of course. But it doesn’t have to be
only professionals; it can be a lesser person that can still give ade-
quate and good mental health counseling.

General GREEN. The studies have clearly shown that if you es-
tablish what we call collaborative care, which is the integration of
the mental health into the primary care area, that that decreases
stigma, encourages use of mental healthcare, and aids the primary
care folks as they take care of some of the issues that come up with
veterans.

Ms. KAPTUR. Your comments are very useful, because one of the
challenges locally is, we have got veterans organizations, largely
from past wars, they are more willing to participate than the cur-
rent veterans—and one of the issues is mental health. And they
are saying, We don’t want to go in the same door, because when
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they call our number then everybody knows—if we go down the ele-
vator they know who we are. So we want a door built in the back
of the building and we are going to drive our car back there so we
are not with those other veterans. Collaborative care. I hadn’t
heard about that.

Admiral ROBINSON. The deployment health clinics in Navy, we
have about 17 now across the United States, are based exactly on
the collaborative care model. It is helping to reduce stigma in
terms of getting mental health care. So your veterans groups will
be pleased because you go to the deployment health center for pri-
mary care. While you are there, you can also get mental health
therapy, but no one knows where you are going to in the clinic.

Ms. KAPTUR. Admiral, could you send me some sort of summary
of that from places where it is working? I know that you don’t have
responsibility for the VA. However, I have found in my career a
huge gap between what happens at DOD and then when they come
home at VA. It is a huge abyss in between.

General SCHOOMAKER. If I might, ma’am, really quickly. In fact,
a lot of the behavioral health services that can be provided at a pri-
mary care site were developed in conjunction with the Veterans Ad-
ministration. Durham VA, for example, was very, very active in de-
veloping a program called Respect-Mil which teaches and trains
primary care providers.

Ms. KAPTUR. They probably have a big hospital there, right?
When you get down to the hinterlands where you have got people
coming home, and they are only going to clinics.

General SCHOOMAKER. This 1s a training program that can be ap-
plied wherever it is.

The other things that I would add real quickly in terms of this
clinic is dental care; a robust alcohol and drug treatment program,;
and because they are a younger population of veterans now, and
more females, we suggest having child care available for women
veterans onsite so that they can attend their appointments.

SINGLE-PLAYER PODCAST DEVICE FOR VETERANS

Ms. KAPTUR. Interesting. Thank you, gentlemen, very much.

I wanted to mention something that I saw that I will try to get
to each of you, because I have ordered extras, and that is a single-
player podcast device that is just as big as a little, tiny telephone.
And what it is, the current soldiers aren’t going to VFW posts and
participating in veterans organizations when they are coming
home. So especially where you don’t have a big hospital or big base,
they go out into the counties, and they are out there, and if they
have mental challenges, mental illness challenges, it is likely un-
treated.

And I found this over at the VA in Cleveland. And working with
some of the psychologists, they have developed this program that
can be hand-held, where a veteran can just take it—and I don’t say
it is self-administered care, but it works them through questions
and so forth. We are finding it to be very effective.

And so I wasn’t aware if you had seen these types of devices and
were using them on a regular basis. If they are out in some rural
county and they have nothing, it is better than nothing. If they are
not going to come into the major urban clinic, it gives them a lot
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of alternatives. A lot of people working with them in the Cleveland
system seem to feel it provides a new way forward. And the new
veterans are all independent. They don’t want to go to group ses-
sions. A lot of them don’t do that.

Have you ever seen these types of devices?

General SCHOOMAKER. I am personally not familiar with it, but
I have written it down. Maybe we can get some details.

Ms. KAPTUR. We are trying to order you some cassettes.

General SCHOOMAKER. I am going to be at the Cincinnati VA Fri-
day or Saturday, talking to Kate Chard, one of the leading
posttraumatic stress treaters. I will talk to her.

DRUG ADDICTIONS

Ms. KAPTUR. I will make sure we get one of these to her so she
can give it to you. Give me your evaluation of it, if you think it is
as useful as we have been told.

My final question has to do, sort of following on what Congress-
man Rogers was dealing with, I think about Vietnam. I remember
that era and the numbers of our Soldiers that were addicted and
what happened in theater and when they came home. We have got
soldiers now over in Afghanistan, and we know what the primary
crop in that country is.

What are you seeing? Are you seeing any evidence of additional
addiction as a result of where our Soldiers are deployed, and what
is happening in those circumstances and what comes to you in the
health field?

General SCHOOMAKER. No, ma’am, not that we are aware. I am
not aware through the drug screening programs that are applied
to all Soldiers that there has been any increase as a consequence
of those deployments.

HEALTH CHALLENGES

Ms. KaPTUR. If each of you were, in summary, were to tick off
a major health challenge you feel that you face in your branch or
in your responsibility at the university, what would it be?

Admiral ROBINSON. Just to name a major challenge, it would be
smoking.

General GREEN. I would say obesity. It mirrors what is going on
with the country.

Ms. KAPTUR. Obesity. In the Air Force.

General GREEN. Obesity with our beneficiary population, not just
Active Duty. It is a problem with Active Duty, retirees, family
members. Our problems tend to mimic the general society.

General SCHOOMAKER. We have the same problem in the Army.
Army statistics show the Active Duty soldier on average is at lower
body mass index, but as soon as they retire—and their family
members are on par with the country. So we are targeting child-
hood obesity as one of the health improvement programs within
Army Medicine.

Ms. KAPTUR. Thank you. Thank you very much, Mr. Chairman.
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TRICARE REGION NORTH AND SOUTH PROTESTS

Mr. Dicks. What is the basis for the protest in the TRICARE Re-
gion North?

Dr. Rick. Chairman Dicks, the General Accountability Office re-
viewed the contract in the North and found evidence of an undue
competitive advantage. That is a public report. And the Depart-
ment is working through resolution of that issue.

Mr. Dicks. UNDO competitive advantage. What does that mean?

Dr. RICE. Unfair competitive advantage. The assertion is that the
winning contractor had access to inside information.

S Mlirl ?DICKS. What is the basis for the protest in TRICARE Region
outh?

Dr. RICE. In the South region, one of the bidders offered dis-
counts for services. The protest was based on the fact that even
though the TRICARE Management Activity had indicated that it
was not going to take discounts into consideration in the award of
the contract because they could not be guaranteed, the General Ac-
countability Office found that those should have been taken into
account.

So the technical evaluation of those two contracts, those two pro-
posals, is now underway to define precisely how the proposed dis-
counts can be factored in.

Mr. DICKS. So what is the status? Are you redoing them?

Dr. RICE. No, sir. The contracting office has reached a conclusion
on those and on the one in the North, and that is now under legal
review at the highest levels of the Department. We hope to be able
to resolve that issue quickly. In the South, again, the technical re-
evaluation is underway or the technical standards are being rede-
fined.

We will give the two proposing organizations the opportunity to
refine their proposals just within those narrow technical limits. We
will then evaluate those. And we hope to be able to reach a conclu-
sion on that issue within a month to 6 weeks.

Mr. Dicks. What is the status of the award at the TRICARE Re-
gion West?

Dr. RICE. Sir, that is an agency protest that did not go to the
General Accountability Office. Under the rules of competition, a
health-care or managed-care support contractor can win in only one
of the three regions. One of the organizations that was apparently
successful in the South region lodged an agency protest in the West
region so that in the event they lost in the South, they would be
able to reopen discussions in the West.

Mr. Dicks. When will that be resolved?

Dr. RICE. The resolution of the West is dependent on the resolu-
tion of the South.

Mr. DicKs. So, interrelated.

Dr. RICE. Yes, sir.

Mr. Dicks. Is it possible to change the current contracts to reflect
the enhancements of T3, the third-generation TRICARE contracts?

Dr. RICE. No, sir. The existing TNEX contracts, which are the
ones that we are operating under right now, they have run their
course in the North. Where the contract has been extended with
the existing contractor, that remains under the TNEX contract.
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That is one of the reasons that we are eager to move ahead with
the resolution of these awards, so that we can transition to T3.

In the meantime, we will very shortly begin the development of
the generation of—the characteristics of the generation to follow
that one, which we have, very imaginatively, tentatively named T4,
which we hope to be able to take into account some of the new
thinking that may help us bend the curve so that health-care costs
Ender TRICARE do not continue to escalate as rapidly as they

ave.

Mr. Dicks. How fast have they been going up? What has been
the percentage per year?

Dr. RICE. Mr. Chairman, the MHS costs are projected to increase
between about between 5 and 7 percent per year through the year
2015. If that growth rate remains unchecked, they are projected to
approach $64 billion in 2010 dollars in fiscal 2015. As the chairman
knows, the subject of escalating health-care cost has been one that
the Congress has been intently focused on for the country as a
whole. The Military Health System is not immune from those same
pressures.

Mr. Dicks. At least this year, you set up a budget that had all
your costs in it.

Dr. RICE. Yes, sir. The budget proposal is fully funded.

WARRIOR TRANSITION UNITS

Mr. Dicks. How many Warrior Transition Units currently exist
to date?

General SCHOOMAKER. Twenty-nine within the uniformed system
associated with hospitals and clinics. And there are nine that are
based in the Adjutants General for nine different States. They are
more regional; as I said, at Utah, Virginia, Massachusetts, Florida,
Arkansas.

Mr. Dicks. There are nine of them?

General SCHOOMAKER. Yes, sir.

Mr. Dicks. Not one in Washington State, I take it.

General SCHOOMAKER. Utah is the closest one.

Mr. Dicks. We have a big one at Fort Lewis at Madigan.

General SCHOOMAKER. Yes, sir. And there is one at Fort Richard-
son in Alaska.

Mr. Dicks. The committee understands that the WTUs are not
fully resourced. Why are the WT'Us not fully resourced?

General SCHOOMAKER. Sir, I am not aware that they aren’t. In
what respect?

Mr. Dicks. Well, why don’t you look into that? If you can just
verify that. Our staff seems to think that there are some issues
here. Are there funds in the 2011 budget to enhance Warrior Tran-
sition Units?

General SCHOOMAKER. Yes, sir. Part of the funding is for fully
funding the Warrior Transition Units.

Mr. Dicks. Okay. I was just out to the one at Fort Lewis. I was
very impressed. I was also impressed by the fact that the com-
mander of the unit was a wounded veteran, who was very impres-
sive.

General SCHOOMAKER. It may be worth noting that the Army
Wounded Warrior Program, which is a part of the Warrior Transi-
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tion Command that has oversight over all of these units, is going
to be Lieutenant Colonel, promotable, Greg Gadson, the double am-
putee, who remained on Active Duty, and was the inspiration for
the New York Giants to win the Super Bowl 2 years ago.

Mr. Dicks. Is the Army Medical Action Plan fully resourced?

General SCHOOMAKER. Yes, sir. The AMAP, the Army Medical
Action Plan, that was stood up after an execution order in May-
June of that year of 2007, was the forerunner of the Warrior Tran-
sition Unit process. That led off the whole process of transforming
wounded and injured warrior care.

Mr. Dicks. How do the services differ in the provision of care in
transitioning of Wounded Warriors?

General SCHOOMAKER. Sir, I would say that the inpatient and
outpatient care is identical across the services, independent of what
the color of the uniform is. What we differ in is how we administer
the programs, subtleties in the support of families and nonmedical
attendants and the like—and I will let my colleagues address
that—but use a more decentralized process and the like. In the
main, what we are all aspiring to do, and our transition into the
VA and the like, is very, very similar.

Admiral ROBINSON. I think that from the Navy’s perspective, as
General Schoomaker has said, the decentralized approach, all of
the Warrior Transition Units and the men and women who may be
there are still under the auspices of the Surgeon General of the
Army; in the Navy, the Warrior Transition Units or Wounded War-
rior regiments at Camp Lejeune and Camp Pendleton, and at
Quantico in this particular region. The Marine Corps takes those—
they are in charge of those particular units and the Marines are
in control. Those units all have medical clinics or medical facilities
that are with them, but we are there to provide medical care to
them, but the line has control of those members.

General GREEN. For the Air Force, we have a centralized pro-
gram that oversees our warrior and survivor care, all overseen by
our Al, so done by our personnel community. But we do decen-
tralize in terms of the recovery care coordinators and the commu-
nity readiness consultants, et cetera, that provide support. Our
Wounded Warriors are all tracked centrally, so we know exactly
what is happening with each of them, but they actually can receive
their care locally and then have regional recovery care coordina-
tors.

Mr. Dicks. Does the budget cut provide adequate funding to take
care of the Wounded Warrior Programs? As far as you know, is this
fully funded?

General SCHOOMAKER. Yes, sir.

Admiral ROBINSON. Yes.

General GREEN. Yes.

Mr. Dicks. All right. The committee stands adjourned until May
5th at 10 a.m. in H-140 when we will hold a hearing on the Missile
Defense Agency programs.

Thank you, gentlemen. I appreciate your testimony.

[CLERK’S NOTE.—Questions submitted by Mr. Young and the an-
swers thereto follow:]

Question. VA and DOD medical facilities have improved markedly over the last
several years, which is good for those people who live in close proximity to them.
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However, a great many National Guardsmen and Reservists live in rural commu-
nities far removed from those types of support facilities. In the past I have cham-
pioned efforts to provide telephonic psychological counseling services to mitigate
those types of challenges. Though accomplished at a distance, the intent of these
services is to have an active medical professional manage cases over a period of time
in order to both treat and diagnose psychological issues that may also appear long
after a veteran leaves the service. What other things can this committee do to en-
sure the welfare of servicemen and women in rural areas?

Dr. Rice’s Answer. The Department appreciates the Committee’s support for tele-
phonic counseling for the mental health needs of our Service members. As we review
our options for best solutions, the Department will continue to work closely with the
Committee on this important issue.

General Schoomaker’s Answer. There are three actions I recommend to your com-
mittee in order to improve the welfare of servicemen and women in rural areas.
First, continue to fully fund the Defense Health Program (DHP) budget. Eligible Re-
serve Component (RC) Soldiers and their Families use DHP-funded TRICARE med-
ical and dental services before, during, and after mobilization. RC Soldiers who are
issued delayed-effective-date active duty orders for more than 30 days in support of
a contingency operation are covered as active duty service members and receive ac-
tive duty medical and dental benefits generally from the time they receive their mo-
bilization orders until six months after their demobilization. Eligible RC Soldiers
living in rural areas use the TRICARE provider network in their local area to re-
ceive medical and dental care, and this benefit is critical to those Soldiers who lose
employer-provided healthcare insurance while deployed.

RC Soldiers are also eligible to purchase TRICARE Reserve Select (TRS) and the
TRICARE Dental Program when not on active duty for more than 30 days. DHP
funds subsidize a significant portion of both programs, making these plans afford-
able to RC members throughout the U.S. In some rural areas RC Soldiers may have
few other affordable medical and dental insurance options, so your funding support
for DHP enables TRICARE to continue to offer these beneficial programs.

Second, continue to support and fund the Yellow Ribbon Reintegration Program.
The Secretary of Defense initiated the Yellow Ribbon Reintegration Program to pro-
vide information, services, referral, and proactive outreach programs to RC Soldiers
and their Families through all phases of the deployment cycle. The goal of the Yel-
low Ribbon Reintegration Program is to prepare Soldiers and Families for mobiliza-
tion, sustain Families during mobilization, and reintegrate Soldiers with their Fami-
lies, communities, and employers upon redeployment or release from active duty.
The program includes information on current benefits and resources available to
help overcome the challenges of reintegration. This program provides vital resources
to rural-based Family members of deployed Soldiers as they are geographically dis-
located from military installations that routinely provide similar services to Soldiers
and Families in the immediate area.

Third, the Army will need your continued support as we review statutory limita-
tions that impact the provision of telemedicine across state lines. State laws gov-
erning contract providers vary regarding licensure reciprocity and/or other sharing
arrangements, while Uniformed and Government civilian providers can practice
across state lines as long as they have a valid state license and are working in their
Federal capacity. The Army would like to remove barriers such as this in order to
provide world-class telemedicine care to Soldiers and their Families regardless of
proximity to the provider. We value your support of this issue as we continue to
work with our Department of Defense partners to improve access to care for all Sol-
diers and their Families.

Admiral Robinson’s Answer. The Committee can continue to support psychological
health outreach and support activities such as those being provided by the Navy Re-
serve Psychological Health Outreach Program. This program was established by
Navy Medicine in 2008 to provide a Psychological Health “safety net” for Navy Re-
servists and their families at risk for stress injuries. Five teams consisting of two
Psychological Health Outreach Coordinators and two to four Psychological Health
Outreach Team Members are located at each of the five Reserve Component Com-
mands for a total of 25 personnel. The Psychological Health Outreach Team Mem-
bers provide outreach phone calls to Navy Reservists, especially those returning
from mobilization, to check on their psychological health status. Additionally, they
provide referrals to mental health care providers (TRICARE, VA or civilian health
care provider based on eligibility) as indicated and assist in arranging follow up care
as needed. Finally, the Outreach Team Members make periodic visits to each of the
Navy Operational Support Centers (NOSCs) in their respective regions where they
provide the Operational Stress Control (OSC) and Suicide Prevention briefings and



116

have the opportunity to meet with individual Reservists. As of 1 April, 2010, the
Navy Reserve Psychological Health Outreach Teams have:
—Assessed over 2,000 Reservists; 975 required further services and follow-up
—Provided outreach calls to an additional 2,100 returning Reservists
—Made 225 visits to NOSCs providing OSC awareness brief to over 23,400
Reservists and NOSC staff.

This program was expanded to provide services to the Marine Corps Reserves in
2009. There are six Psychological Health Outreach Teams (total of 30 licensed Social
Workers) providing services to Marine Corps Reservists and their family members.

General Green’s Answer: The Air Force Reserve Command provides the following
suggestions:

Air Force Reserve Command (AFRC) currently has no Director of Psychological
Health (DPH) positions. AFRC wants to hire DPHs who will be in charge of coordi-
nating access to mental health services for reservists. Defense Health Program
(DHP) funds have been appropriated, but because of appropriation rules this money
cannot be used to provide administrative oversight positions. Recommend committee
investigate how long-term funding for the AFRC DPH program can be provided.
Funding of DPHs will provide recourses to assist Reserve members having difficulty
accessing care and assistance, especially in rural areas.

The Air National Guard provides the following feedback:

Regarding psychological health, the National Guard Bureau has contracted to
have a Director of Psychological Health (DPH) in every State and Territory. These
individuals are tasked with evaluating and providing case management for National
Guard service members and their loved ones, regardless of their location. Unfortu-
nately, there is only one allotted for each State and Territory. In addition, there are
efforts to implement video teleconferencing for behavioral health consultation. At
present, the Air National Guard has five sites where telemental health equipment
has been placed. However, it is unknown how readily the systems are being used.

The committee could investigate the possibility of expanding the availability of
DPH’s at the State and Territory level. This would help ensure that service mem-
bers, especially those in geographically remote areas can have rapid and convenient
access to behavioral health care practitioners.

Question: The Center for Deployed Psychology (CDP) has an excellent curriculum
to train military and civilian psychologists and other mental health professionals to
provide high quality deployment related service. Do you have any thoughts on how
the CDP can appeal to a larger audience, to effectively expand the number of pro-
viders that are “deployment psychology” certified? Are certain incentives to attend
the training the answer?

Dr. Rice’s Answer: My thoughts of how CDP can appeal to a large audience is to
address the three issues that currently limit participation: (1) costs in time and dol-
lars associated with attending the programs, (2) lack of incentives making the pro-
grams a worthwhile endeavor for providers to attend, and (3) lack of awareness of
the programs.

To address these issues, we are offering certain incentives. With regard to costs,
the CDP has made efforts to defray the costs associated with attending their pro-
grams (e.g., funding TDY costs for military providers, regional distribution of 1-week
courses). Additional resources (i.e., TDY funds, funding for additional civilian
courses, CDP staffing) would allow for larger audiences. The CDP generally offers
free or low-cost Continuing Education Credits to provide incentives for attending its
courses but there is some evidence that providing additional direct incentives might
not attract providers who are likely to use these skills with Service members, vet-
erans, or their families. We are considering additional incentives that target pro-
viders likely to treat these populations, such as contract providers working on mili-
tary installations.

General Schoomaker Answer. The Center for Deployment Psychology (CDP), a tri-
Service center, was established to promote the deployment-related training of be-
havioral health providers in support of service members and their Families. The
CDP provides education to military and civilian behavioral health providers. This
two-week training takes place quarterly, and is a mandated training requirement
for all student interns completing their American Psychological Association Intern-
ship at every Military Treatment Facility within the Army, Navy, and Air Force.
There are several ways that the CDP can appeal to a larger audience, including re-
taining central travel funding for attending the two-week course and not shifting
this burden to the Services. When units fund the travel, they are less likely to send
personnel. Also, adding programs for mobile training at Military Treatment Facili-
ties, as well as for additional one-week civilian courses would mean CDP trainers
could reach more providers. Military Treatment Facility training may be particu-
larly important to reach contractors who can not travel as easily as military or gov-
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ernment service personnel. An advanced CDP training course has also been sug-
gested specifically for providers who have already attended the two-week course and
then deployed. The demand is unknown and although CDP is able to develop such
a course, funding would be needed to cover additional costs.

The Army also provides additional training to our behavioral health providers in-
cluding Active and Reserves Components. All providers (e.g., psychiatrists, psycholo-
gists, social workers, psychiatric nurses, enlisted mental health specialists) are man-
dated to receive Combat and Operational Stress Control training prior to deploying
for the first time. Providers who have not deployed within the previous 24 months
are also required to attend this training, and those who are re-deploying to a dif-
ferent operational site are strongly encouraged to attend. This one-week training
emphasizes the most current, cutting edge information, lessons-learned from combat
operations, and tools to effectively deliver behavioral healthcare downrange.

Our network providers who care for service members and families also have nu-
merous opportunities for education and training related to deployment psychology.
TriWest Healthcare Alliance offers extensive education for their network providers.
At this year’s annual American Psychiatric Association Meeting, a number of pres-
entations will be delivered by military and Department of Veterans Affairs (VA) pro-
viders to help civilian psychiatrists understand deployment psychology and the
needs and strengths of Soldiers and their Families. In July, the Massachusetts Gen-
eral Hospital Psychiatric Academy is partnering with military and VA clinicians to
provide an intense course on the management of complex post traumatic stress dis-
order and traumatic brain injury.

Admiral Robinson’s Answer. Since 2008 Navy Medicine has coordinated closely
with Dr. David Riggs and the Center for Deployment Psychology (CDP) to develop
and provide evidence-based training programs for Navy mental health providers in
the treatment of Post Traumatic Stress Disorder and other combat related stress ill-
nesses. CDP training has been provided at Navy Military Treatment Facilities,
Navy Psychology Internship training programs, and Navy Medicine Deployment
Health Centers, with plans to expand to our growing Social Work community.

Offering Continuing Medical Education (CME) and Continuing Education Units
(CEUs) for CDP training would increase the appeal and participation in CDP
trainings.

General Green’s Answer. Currently Air Force psychologists, social workers, and
psychiatry residents attend the Center for Deployed Psychology (CDP) during train-
ing. Adding courses/topics specific to psychiatry (e.g. medication use in Post Trau-
matic Stress Disorder, medication use in theater) will increase attendance by psy-
chiatrists. We recommend advertising this to Mental Health Nurse Practitioners. In
addition, we recommend CDP reach out to State and Territorial mental health de-
partments or private sector clinicians, identifying additional clinicians treating
Guard and Reserve Airmen, who would benefit from this training. We also rec-
ommend CDP certify their online educational resources for continuing education
credit hours, giving providers an incentive to complete on-line trainings. We support
CDP’s plan to conduct an ongoing series of workshops and seminars throughout the
United States in an effort to disseminate information on deployment-related behav-
ioral health. This is especially important for our Guard and Reserve members who
may not have ready access to military or veteran’s medical services.

Question. Battlefield medicine has come a long way and survival rates are the
highest they have ever been, yet there is still room for improvement. During the
past decade, the Army Surgeon General’s office has been supportive of developing
the advanced life support technology known as LSTAT, which is essentially an auto-
mated life support trauma pod. It seems like promising technology and apparently
lighter versions were developed, cleared by the FDA, with requests coming in from
the field for them. Can you tell me why AMEDD has not fielded the FDA approved
smaller versions of the system? Furthermore, can you tell me why AMEDD has
stopped development of the next generation LSTAT and why it has withheld
FY2009 and FY2010 Congressional dollars from the program?

General Schoomaker’s Answer. The Army Medical Department has a long-stand-
ing interest along with the other Services in a portable, interoperable, and modular
life support module which allows us to transfer seriously injured and ill patients
from field hospitals to medical evacuation (MEDEVAC) ambulances, helicopters, and
planes and through the MEDEVAC chain from far forward to hospitals in the conti-
nental United States. We have been working with industry on this for many years
including current development of lighter weight LSTATS. Existing automated life
support equipment demonstrates some critical deficiencies in operational testing
and does not meet all functional capability requirements. The FY2010 congressional
procurement funding is being reprogrammed to be used as Research, Development,
Test, and Evaluation funds to further develop and improve the equipment’s capa-
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bility. The FY2009 procurement funding will not be expended for several months
pending the result of current development efforts. If the outcome of these efforts is
acceptable, we will invite vendors to compete for the procurement solicitation to pro-
vide the best currently available products to the battlefield. We are confident that
thils will give us the best solution and provide the Warrior and the taxpayer the best
value.

Question. Hyperbaric oxygen treatment appears to show some promise when it
comes to the treatment of brain related injuries, burns, and certain medical condi-
tions such as cerebral palsy and autism. Can you please describe the military’s posi-
tion on the viability of this treatment option and how it is being assessed? Possible
Follow-up: When do you expect to see results from any studies and how quickly
could treatment options become available for the vast majority of patients?

Dr. Rice’s Answer. The DoD position on the viability of the Hyperbaric oxygen
(HBOy) treatment is that it has shown promise in randomized controlled trials in
acute severe traumatic brain injury (TBI), and anecdotally has shown promise in
case reports and case series in relief of symptoms in chronic mild TBI or concussion.
The results in mild TBI are not outside the realm of a placebo response, however,
and attribution of the observed improvement to the HBO, cannot be determined due
to the lack of rigorous scientific design. Moreover, no data on durability of any im-
provement has been reported.

The viability of the treatment has been assessed by the required randomized clin-
ical trials to generate this evidence through a program of clinical studies. Three pre-
liminary randomized, double-blind, sham-controlled trials within DoD are underway
or due to start shortly to look at the best doses of oxygen, sham procedures, and
validation of measures to assess improvement in symptoms and objective neurologic
function. To date, 34 warriors with chronic TBI have volunteered in the first trial
and 25 have completed all testing. A second study is actively recruiting and a third
is due to kick off soon.

We expect to see more results from these pilot trials by early next calendar year.
DoD plans for a definitive trial to kick off at that time, which will take approxi-
mately three years to complete. That study will enroll approximately 300 sympto-
matic warriors over two years, and follow the volunteers for the durability of any
response for at least a year.

General Schoomaker’s Answer. Hyperbaric oxygen (HBO,) is approved by the FDA
for 13 medical conditions, but not brain injury. HBO, has demonstrated promise in
randomized controlled trials in acute severe traumatic brain injury (TBI), and
anecdotally has shown promise in case reports and case series in relief of symptoms
in chronic mild TBI or concussion. The results in concussion are not outside the
realm of a placebo response, however, and attribution of the observed improvement
to the hyperbaric oxygen cannot be determined due to the lack of rigorous scientific
design. Moreover, no data on durability of any improvement has been reported. In
summary, there remains no randomized controlled trial evidence to support the use
of HBO> for chronic TBI, and four independent reviews have failed to endorse its
use for this purpose citing lack of strong evidence.

The DoD response has been to support and to perform the required randomized
clinical trials (RCT) to generate this evidence through a program of clinical studies,
and then allow the data to guide policy decisions. These studies are in fact the only
RCTs of HBO; for chronic TBI ongoing in the United States. Furthermore, the De-
fense Centers of Excellence for Traumatic Brain Injury, along with the Army Med-
ical Research and Materiel Command, has been awarded an investigational new
drug application (IND) to study hyperbaric oxygen, and has established an inde-
pendent data monitoring board to review the results of the data and make policy
recommendations to senior leadership. Three preliminary or phase II randomized,
double blind, sham-controlled trials within DoD are underway or due to start short-
ly to look at the best doses of oxygen, sham procedures, and validation of measures
to assess improvement in symptoms and objective neurologic function. To date, 34
warriors with chronic TBI have volunteered in the first trial and 25 have completed
all testing. Two additional studies are due to kick off in the next couple months.
We expect some data (~100 volunteers) from these pilot trials by early next calendar
year, and DoD plans for a definitive or Phase III trial to kick off at that time, which
will take approximately three years to complete.

Admiral Robinson’s Answer. Navy Medicine is committed to providing all avail-
able therapies to Service Members and their families as soon as there is sufficient
evidence to ensure safety and efficacy of the therapy. The Department of Defense
has three trials planned or in progress (two efficacy studies, one feasibility study)
to assess the effects of hyperbaric oxygen therapy on the symptoms of mild and
moderate traumatic brain injury. The two efficacy studies will have data available
in January 2011. The feasibility study will have data available in 2014.
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General Green’s Answer. At the present time, Air Force research on Hyperbaric
oxygen treatment (HBOT) is centered on treatment of Traumatic Brain Injury (TBI).
Although anecdotal case reports and small series of trials report benefit in TBI, it
is an unproven therapy and is not accepted as a standard treatment. There are sev-
eral prospective randomized clinical trials underway within the DoD and civilian in-
stitutions to provide more conclusive evidence regarding use for TBI.

There are four major prospective randomized Phase II trials underway to evaluate
HBOT. The first is being conducted by the United States Air Force at United States
Air Force School of Aerospace Medicine and Wilford Hall Medical Center with initial
results expected in August 2010. The second is being conducted jointly by Defense
Advanced Research Projects Agency (DARPA), the U.S. Navy, and Virginia Com-
monwealth University. The third is sponsored by the Defense Centers of Excellence
(DCoE) and the US Army Medical Research and Material Command (USAMRMC).
And the fourth trial is sponsored by Intermountain Health Care.

The definitive phase 3 clinical trial is being sponsored by DCoE and USAMRMC
which will be a randomized, multi-center (DoD facilities only), double blind, defini-
tive clinical trial to be conducted under the auspices of the Food and Drug Adminis-
tration with an Investigational new Drug registration. This study will enroll 300
participants across multiple military locations where TBI affected members reside
and will use the outcome measures validated in the Phase 2 studies previously con-
ducted. This Phase 3 trial is projected to start in the fall of 2010 under the super-
vision of Dr. Lindell Weaver, a critical care pulmonologist, hyperbaric physician, and
Professor of Medicine at the University of Utah School of Medicine, and Director of
Hyperbaric Medicine at Latter Day Saints Hospital and Intermountain Medical
Center, Murray, Utah.

To ensure that the data from these trials are rapidly and independently assessed,
the DCoE has chartered an independent Data Safety Monitoring Board (DSMB) that
will review the results of the Phase 2 and Phase 3 trials. They will ensure the safety
of the study participants and will be authorized to stop the study early if it proves
to be futile or if a conclusive benefit if found.

If HBO therapy is found to be effective in the treatment of TBI, the evidence will
be presented to the Undersea and Hyperbaric Medical Society for consideration as
an accepted indication for use of HBO. This phase 3 study will likely take 2-3 years
to get results.

Question. For Admiral Robinson: In your written testimony, you mention the hu-
manitarian missions the Navy is involved in as a “Force for Good.” You specifically
mentioned Haiti and the roles the USNS Comfort and Mercy have played in that
tragedy and elsewhere. Such expeditionary medical capabilities seem invaluable to
me, both from a humanitarian standpoint and a diplomatic one. Please tell me what
long term role you see in the Navy for ships like the Mercy and Comfort. Possible
Follow-up: For the other services, how do you view your expeditionary medical capa-
bilities? Is the humanitarian assistance mission an important one?

Answer:

CNO’s Sea Basing concept requires robust medical capability afloat to support the
Chief of Naval Operations Maritime Strategy: A Cooperative Strategy for 21st Cen-
tury Seapower.

Both T-AHs (hospital ships) are assigned forces in DOD Forces for Unified Com-
mands supporting their operational capability.

e Through Disaster Response and Humanitarian and Civic Assistance missions,
Theater Security Cooperation is achieved with international military partners, Non-
Governmental Organizations and academic institutions.

e The T-AH, as a national asset, provides a unique image of national resolve in
the forward presence sea-basing strategy.

USNS MERCY (T-AH 19) and USNS COMFORT (T-AH 20) continue to provide
now, and in the future, a unique and flexible capacity with up to 12 operating rooms
and associated medical support. This capability of the hospital ships includes 80
beds for intensive care (including 11 isolation beds), 20 beds for recovery, 440 beds
for intermediate care, and 440 beds for minimal care which allows them to treat
a wide range of patients in partnership with the international community. Alliance
with non-governmental organizations enhances capacity and enduring support in re-
mote areas.

The hospital ships serve as cornerstones for Shaping and Stability operations
which help to address many of the root causes of conflict. To be effective in Overseas
Contingency Operations, our Combatant Commanders need tools that are not only
instruments of war, but implements of stability, security and reconstruction. Oper-
ating from the sea-base, the hospital ships provide a highly visible, positive, en-
gaged, and reassuring presence when deployed for Theater Security Cooperation or
when called to respond to foreign humanitarian assistance (FHA) or Defense Sup-
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port of Civil Authorities (DSCA) missions. The hospital ships are part of the Navy’s
proactive influence plans and partnerships-for-peace missions.

The two hospital ships (USNS MERCY and USNS COMFORT) have a life expect-
ancy to approximately 2020/21. Alterations to extend their service life beyond 2020,
and to enhance their ship-to-shore patient transfer capabilities for shallow water
coastal regions (such as larger, higher capacity, faster, and more seaworthy boats),
may be considered. It is conceivable, subject to life extension studies being accom-
plished, that these ships might be capable of a life extension approaching 2030. Cur-
rently, there is no recapitalization plan for hospital ships, but possible smaller, more
flexible alternative platforms are being examined. Continued studies are needed to
define future capabilities for wartime and peacetime support and to develop an as-
sessment of more effective, less costly, methods of providing health services support
from the sea-base. Examining alternatives of sea-to-shore health services capabili-
ties would expand the flexibility to meet a range of future missions with more agil-
ity.

The hospital ships of the past, present, and the next generation ships, have a
strong role in fostering the good will stemming from the contributions of our govern-
ment and citizens towards meeting the humanitarian needs of the people from other
nations, and of our own nation. While serving with an enormous medical benefit to
the contingency purposes of our own country in times of war and disaster response,
recent missions have won the hearts of countless people, not only from those who
serve on them, both military and civilian, foreign and domestic, but also with the
hearts and minds of those who received care and support from those “big white
American ships with the red crosses on them.” Humanitarian missions are very im-
portant, and the future generation of T-AH hospital ships will remain a central con-
tributor to that civic duty of our country.

General Schoomaker’s Answer. I see humanitarian assistance and foreign disaster
response missions as extremely important. The Army Medical Department has in-
credibly diverse and robust capabilities, both in our operating force forward de-
ployed, and in our generating force here at home. We have statutory authority
under Title 10 (U.S. Code, Section 401) to support a variety of peacetime engage-
ment projects, of which humanitarian assistance missions are a subset, principally
as training missions for our forces. In addition to the training benefits, we involve
our forces in humanitarian activities for several other reasons, including, of course,
the moral humanitarian imperative, but also because the Army has unique capabili-
ties, we can foster goodwill through nonthreatening engagement with foreign gov-
ernments, and because there are positive public affairs outcomes that influence re-
cruiting. Few organizations outside of the military have the capacity to move mate-
riel, establish secure routes for aid delivery, develop command and control mecha-
nisms, and provide direct assistance at the levels often required especially in disas-
ters such as the earthquake in Haiti. Humanitarian operations benefit the American
political process by showing other countries the diverse American population work-
ing together to achieve common goals and thus improving global public relations.

The deployment of military forces to assist with a foreign disaster is a very visible
show of support for the affected government and people. It also helps develop skills
in our forces that are necessary for successful civil-military operations. The knowl-
edge of, and relationships with, civil authorities’ and non-governmental response or-
ganizations’ processes, needs, goals, and constraints foster increased capabilities
within the Army medical force to respond within the context of the Combatant Com-
mander’s theater engagement plans and within the scope of our federal responses
to disasters within the United States. For these reasons, the Army Medical Depart-
ment will continue to evolve our organizations, training, and equipment to ensure
we can provide world class health care, any time, any place to meet our missions.
We have to be able to apply the right mix of medical and public health expertise,
knowledge and experience in civil military engagements, and cultural intelligence
to successfully support the United States’ expeditionary medical missions anywhere
on the globe.

Army medical forces provided support in the aftermath of Hurricanes Andrew in
1992, Mitch in 1998 and Katrina in 2005. With each of these opportunities to sup-
port our own citizens, we have evolved our processes and procedures to improve our
response capabilities. Similarly, Army medical units were called on to provide dis-
aster response medical support to earthquakes in Pakistan in 2006, and to both
Haiti and Chile in 2010. The Army Medical Department is regularly engaged in
Medical Readiness Training Exercises (MEDRETES) and Medical Civil Action Pro-
grams in support of the Combatant Commanders providing disease surveillance, re-
mote clinical support and medical, veterinary and dental training. The Army Med-
ical Department is presently involved in a MEDRETE in Honduras and is preparing
for two additional exercises, one in the Dominican Republic and one in Paraguay.
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We have gained from our experiences some key insights about the value of these
programs. We are extremely aware that creating false expectations in a foreign
country is sometimes as detrimental as doing nothing. That insight led us to the
awareness that building or fostering capabilities as well as capacity creates better
long term impacts. By training the host country’s providers, we enable them to con-
tinue programs and build medical capacity long after the Army departs.

Finally, in alignment with this goal of building host nation capacity to improve
health and provide healthcare to their citizens, the Army Medical Command
through its subordinate Medical Research and Materiel Command has several piv-
otal foreign medical research laboratories—one in Germany, one in Kenya, and one
in Thailand. These, in parallel with the Naval Medical Research Units in Indonesia,
Egypt, and Peru, represent “intellectual power projection platforms” which foster
host nation capacity and Combatant Command-centered theater health engagement.

The laboratory in Thailand (the Armed Forces Research Institute of Medical
Sciences, AFRIMS), working with the U.S. National Institute of Allergy and Infec-
tious Disease and Thai government health officials recently completed an important
HIV vaccine clinical trial that for the first time demonstrated modest protection
against HIV infection. In the past, AFRIMS has helped develop—in partnership
with host nation scientists and health officials—vaccines protective against hepatitis
A and Japanese Encephalitis 2 in Thailand; rapid diagnostic tests for malaria; work
on plague in Vietnam; and other related health initiatives in the Pacific Command
area of responsibility.

The Kenya laboratory (US Army Research Unit—Kenya, USAMRU-K) has done
similar work with the Kenyans on malaria, leishmania, HIV, and trypanosomiasis
(African sleeping sickness) and is a pivotal African regional asset for implementa-
tion of the President’s Emergency Plan For Aids Relief. Further, in partnership with
the President’s Malaria Initiative, USAMRU-K has developed a regional center for
the training of African laboratory technicians in the proper diagnosis of malaria.

General Green’s Answer. Absolutely! The Air Force Medical System (AFMS) pro-
vides a Total Force contingency response capability, leveraging both our Active and
Reserve (Air Reserve and Air National Guard) Components, to deliver world-class
patient care on the ground and in the air. We are light, lean and are designed to
move quickly to wherever needed. Our Expeditionary Medical System (EMEDS) is
a time-tested and proven medical capability around which the AFMS has built its
deployed operations over the past decade. It is extremely adaptive across all mission
areas to include combat operations, homeland response, and humanitarian disaster
relief. When linked with our highly developed patient movement system to include
Critical Care Air Transport Teams (CCATT’s), we are able to stabilize and move
even the most critical patients within hours of injury to the highest levels of care
anywhere in the world, truly a good news story for our Wounded Warriors. This
‘system’ of care is fast becoming the system of choice in responding to contingencies.
A recent demonstration of the EMEDS success was in support of United States re-
sponse to the 8.8 Chile earthquake. The United States Agency for International De-
velopment (USAID) specifically requested the EMEDS in their efforts to restore
medical care and provide a temporary medical facility to the city of Angol. Within
72 hours of notification, we deployed 84 medical personnel and 67 tons of cargo to
Chile and within 48 hours of hitting the ground, our facility was fully operational.
Over the course of the next 14 days our Air Force medics treated 276 patients, per-
formed 38 surgeries, and integrated/transitioned the facility over to the local
healthcare providers. The entire operation was well received, praised by both the
Mayor of Angol and the U.S. Ambassador. We continue to perfect this expeditionary
medical capability to solidify the EMEDS as the system of choice. Although the
AFMS provides a vital niche capability to deploy rapidly with small modular per-
sonnel teams and equipment packages tailored to specific mission requirements, we
recognize that we are still part of a much larger medical response effort that in-
cludes not only our sister Services, other U.S. governmental agencies, and coalition
partners, but also a host of nongovernmental agencies specializing in providing sup-
port. Our humanitarian mission is an important one, as non-kinetic ‘soft power’ in
the DoD arsenal to win today’s fight, and through partnership and partnership ca-
pacity building to enhance stability and cooperation around the globe. In conclusion,
the AFMS, as always, stands ready, willing, and able to respond to our nation’s call,
wherever that may be.

Question. For General Schoomaker: I enjoyed reading your written testimony
about the improvements the Army has made with its Warrior Transition Units and
ensuring that our wounded warriors are being properly cared for throughout the en-
tire process. The Comprehensive Transition Plan seems like a good idea and the
Army Wounded Warrior (AW2) advocates also appear to be a prudent step in giving
individual attention when it comes to navigating the many decisions that need to
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be made by our wounded warriors. Are those advocate positions adequately manned
and are there enough on hand now? Are there corresponding advocates in the VA
if someone is transitioned into that system? Possible Follow-up for all services: How
effective is the transition today from DoD to VA?

Answer. Army Wounded Warrior (AW2) has 150 Advocates located at major Mili-
tary Treatment Facilities (MTFs), Army Installations Warrior Transition Units
(WTUs), and Department of Veterans Affairs Medical Centers (VAMCs) throughout
the Continental United States, Alaska, Hawaii, 4 U.S. Territories and Germany.
The current ratio of AW2 Soldiers and Veterans to Advocates is appropriately 45:1.
The AW2 program has undertaken various innovative and cutting edge business
protocols in an effort to continue providing its renowned first rate customer support
and assistance to both the Service members and their Families. Over the past few
months, the AW2 leadership has conducted a comprehensive assessment and has
implemented a thorough growth management initiative that will ensure that every
assigned Soldier and their Family members are adequately supported within the
provisions of the AW2 program. The AW2 program is expanding its core of govern-
ment personnel, who are augmented by a robust and flexible contract support vehi-
cle. In addition to this initiative, the AW2 program has developed and is in the proc-
ess of field testing new methodologies and processes for assessing, defining and
managing assigned Soldiers under the Lifecycle Management Program (LCMP).
LCMP allows Advocates, with the concurrence of assigned Soldiers, to more effec-
tively provide assistance and support based on the needs and desires of the Wound-
ed Warriors. The general premise is—as Soldiers and Families progress back to ad-
vanced levels of independence, the frequency of Advocate interactions and involve-
ment can be tailored to meet the needs of our Soldiers and Families. This initiative
has the benefit of providing AW2 with a resource tool to measure and develop a
more efficient Wounded Warrior to Advocate ratio.

The Army and the VA have made great strides in the development and integra-
tion of sound collaborative efforts in the realm of jointly managing, supporting and
assisting our severely injured and ill Wounded Warriors. The Army currently has
Advocates positioned in 75 VA facilities (VAMCs or Community Based Outpatient
Clinics—(CBOCs)). This relationship, like other VA/DoD joint ventures in the area
of support services to Wounded Warriors, is on the increase. By the end of this fiscal
year, it is anticipated that this collaborative effort will witness the growth of ap-
proximately 15 new Advocates sharing and supporting dually-eligible beneficiaries
from VA locations. The Army and the VA will continue to reach out to each other
to explore all available options that are likely to enhance our mutual support to
Wounded Warriors and their Families.

The Army and the VA have integrated several procedures to ensure Soldiers and
their Families have a successful transition. Since FY2008, both organizations use
Senior Advisors to ensure coordination and open communication between depart-
ments. There are 27 VA liaisons (Social Workers) currently assigned to 15 military
treatment facilities to coordinate the transition of Warriors in Transition (WTs) to
VA medical facilities and VA polytrauma centers. VA liaisons register and enroll
service members into the VA healthcare system, coordinate care with VA program
managers, coordinate with the Veterans Benefits Administration (VBA) staff to pro-
vide Soldiers with benefit information, integrate with Army staff at MTF's, and edu-
cate veterans, service members and Families about VA benefits.

To ensure severely wounded Soldiers have a plan covering all clinical and non-
clinical issues, the VA has assigned 20 Federal Recovery Coordinators to major
MTFs. The VA has also assigned VBA advisors (currently there are 58 VBA Military
Service Coordinators assigned to WTUs and their supporting Soldier Family Assist-
ance Centers) to educate wounded Soldiers and their Families about VA benefits
and claims processing at all WTUs. VBA and Veterans Health Administration
(VHA) personnel support the nine Community-Based WTUs in the same manner.
There currently are 37 Vocational Rehabilitation and Employment (VR&E) coun-
selors assigned to WTUs who provide employment, career and educational coun-
seling to Soldiers separating from Active Duty. VBA and VHA personnel are learn-
ing about the Army’s Comprehensive Transition Plan (CTP) and how the plan sup-
ports WTs. Both VR&E counselors and VA liaisons will use the CTP to better under-
stand Soldiers and their Families.

The VA is assigning clinical and non-clinical personnel to support the ongoing Dis-
ability Evaluation System pilot at many major MTFs. At most Army installations,
the VA has established “Benefits Delivery at Discharge” (BDD) sites to support the
VA claims process, ensuring all Soldiers submit any necessary claims before dis-
charge. By doing this, Soldiers can track the processing of their VA claim, and the
VBA can start processing the claim before separation. In addition to the BDD sites,
VA healthcare enrollment is supported at the 12 Army demobilization sites ensuring
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all Army Reserve and Army National Guard Soldiers are enrolled in VA healthcare
and understand VA benefit programs. Lastly, the VA is part of a team that supports
the Army Career and Alumni Program (ACAP), providing a detailed benefits brief-
ing under the Transition Assistance Program. ACAP has been a successful program
since 1991, and continues to be one of the main ways to provide VA benefits to all
Soldiers separating from the Army.

Admiral Robinson’s Answer. The Departments of Defense (DoD) and Veterans Af-
fairs (VA) work in a close and unified effort in support of Wounded Warriors. Tran-
sition support within the Navy consists of medical care case managers and non-med-
ical care managers working collaboratively and with Recovery Care Coordinators
(RCC) and VA Federal Recovery Coordinators and Case Managers. This close co-
operation ensures a smooth and seamless handoff of each patient’s recovery needs
as a member transitions between DoD care locations, or from DoD to the VA and/
or into the civilian sector.

In support of this process, Navy Medicine has increased medical care case man-
agers to over 190 individuals and tracks acuity to ensure that adequate staffing is
available to meet the case management needs of our Wounded Warrior and bene-
ficiary population. All Navy Medicine medical care case managers receive training
on Post Traumatic Stress Disorder (PTSD), Traumatic Brain Injury (TBI) and other
combat-related conditions/injuries. Navy Military Treatment Facilities and VA Poly
Trauma Facilities hold multidisciplinary clinical case video teleconferences to dis-
cuss patient transition and care needs and to provide follow up information on pre-
viously transferred patients.

Navy Safe Harbor has increased to 19 the number of non-medical care manager
positions across a nation-wide network to facilitate close coordination during transi-
tion. Safe Harbor has also implemented the Anchor Program, assigning a Navy Re-
serve volunteer “near peer” mentor and senior mentor from community-based orga-
nizations such as the Navy League, Fleet Reserve Association, American Legion, Re-
tired Affairs organizations and others, to support individual Sailors and their family
members as they relocate to communities across the country. Safe Harbor non-med-
ical care managers receive training on psychological health and traumatic brain in-
jury as part of annual programmed training plans.

General Green’s Answer. The Air Force Medical Service is committed to ensuring
that our wounded, ill, and injured Airmen are provided effective and efficient transi-
tion from the military to the Department of Veterans Affairs (VA). There are mul-
tiple initiatives aimed at streamlining and standardizing a service member’s transi-
tion from DoD to VA. The Air Force created the Warrior and Survivor Care office
(AF/1) to oversee the Air Force Survivor Assistance Program, the Air Force Recovery
Coordination Program, and the Air Force Wounded Warrior program, to ensure con-
tinual contact with the wounded, ill or injured Airman and his or her family
throughout the entire recovery, rehabilitation, and reintegration process. These ef-
forts have resulted in significant improvements in the transition process from DoD
to VA.

The following are examples of DoD/VA programs and working groups to further
enhance transitions and simplify processes for our warriors:

The DES Pilot

The Benefits Delivery and Discharge

The Quick Start

The Benefits Executive Council

The Pre-Discharge Working

The Disability Evaluation System Working

The DoD/VA Benefits Communication Working

The Medical Records Working

The Information Sharing/Information Technology Working

The AF Survivor Assistance Program (AFSAP)

The Recovery Coordination Program

The Air Force Wounded Warrior Program

[CLERK’S NOTE.—End of questions submitted by Mr. Young.
Questions submitted by Mr. Moran and the answers thereto fol-
low:]

Question. Over the past several years there has been an increasing burden on the
civilian health care community to provide services to active duty members, their de-
pendents and retirees that had previously been provided by military treatment fa-
cilities. For example, Ft Eustis, in my state of Virginia, recently closed its post hos-
pital and now buses soldiers daily to the nearby Mary Immaculate Hospital Emer-
gency Room to receive care. Because Tricare reimbursement rates to civilian hos-
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pitals are often below the actual cost of care, these hospitals are incurring financial
losses. Four areas in particular suffer the most due to a high concentration of mili-
tary servicemembers: Hampton Roads, Virginia, Killeen, Texas, Colorado Springs,
CO and the area surrounding Fr. Carson.

Is the Department exploring alternative reimbursement solutions to hospitals that
serve a high-volume of TRICARE enrollees?

Answer. The Department is not exploring alternative reimbursement solutions to
hospitals that serve a high-volume of TRICARE enrollees beyond what is already
available through regulations and policy. After reviewing regulations and policies
governing the TRICARE Outpatient Prospective Payment System (OPPS), we have
found that the General Temporary Military Contingency Payment Adjustments
(TMCPA) adequately reimburse hospitals that serve a high volume of TRICARE
beneficiaries.

[CLERK’S NOTE.—End of questions submitted by Mr. Moran.
Questions submitted by Mr. Dicks and the answers thereto follow:]

Question. Dr. Rice, you testified before HASC that DOD is facing a significant
nurse shortage. 2010 NDAA included language (Section 525) authorizing OSD to
take the lead on the establishment of an undergraduate nurse training program,
and directed the Secretary to report to Congress within 180 days of passage on the
plan for implementation of the program. Dr. Rice, can you talk about how you envi-
sion that program coming to fruition, and the status of the report to Congress? Do
you intend to take an active role in the development of the undergraduate nursing
program considering it is an OSD directive or defer it to the Services? If so, why
do believe that is the appropriate course of action considering the clear congres-
sional intent provided in Section 5257

Answer. The way I envision this program is OSD and the Services collaborating
to meet our need for nurses while ensuring that we are mindful of how we are using
our resources. We should also ensure that establishment of this program does not
adversely affect existing Service nursing accession programs (such as ROTC and en-
listed to nurse educational programs) and that the Services address this new acces-
sion source in the context of their personnel management systems. The final report
to Congress, with formal Service coordination, will be submitted by July 2010.

Yes, I intend to take an active role in developing an undergraduate nursing pro-
gram. For that reason, we have developed plans to establish a Tri-Service Academic
Nursing Partnership program, which will meet the intent of the National Defense
Authorization Act for Fiscal Year 2010, Section 525, to expand training programs
aimed at increasing the number of nurses serving in the Armed Forces. We plan
to establish partnerships with accredited schools of nursing near our largest mili-
tary installations. The Department’s Office of the Assistant Secretary of Defense for
Health Affairs will have program oversight for the development of consolidated
budget and reporting requirements. However, the operational aspects required to
implement and maintain this program will be at the Service level.

We believe this is the most appropriate course of action because it will best sup-
port existing unique Service nursing accession programs and integration with exist-
ing personnel management programs.

[CLERK’S NOTE.—End of questions submitted by Mr. Dicks.]
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OPENING STATEMENT OF CHAIRMAN DICKS

Chairman Dicks. The committee will come to order, Mr. Young
has a motion.

Mr. YouNG. Mr. Chairman, I move that those portions of the
hearing today, which involve classified material, be held in execu-
tive session because of the classification of the material to be dis-
cussed.

Chairman Dicks. All those in favor of the motion say aye.

Opposed, no.

The ayes have it and the hearing is closed.

The committee will come to order. Today the Defense Appropria-
tions Subcommittee will receive testimony from Lieutenant General
Patrick J. O'Reilly, Director of the Missile Defense Agency. Fiscal
year 2010 was a year of significant transition and high operational
tempo for the Ballistic Missile Defense program, and MDA partici-
pated in several warfighter activities in support of real-world
events, tested new capabilities, and delivered hardware and soft-
ware to the warfighter in defense of the Nation.

MDA also restructured the test program and subsequently devel-
oped an Integrated Master Test Plan. The Agency supported the
administration’s development of the Phased Adaptive Approach,
formerly European capability, that can be used for defense of de-
ployed U.S. forces, friends, new allies and allies in Europe.

The fiscal year 2011 President’s budget request reflects signifi-
cant new policies and initiatives in homeland and regional defense,
enhanced testing, and technology development to adapt and re-
spond to future threats.

Restructuring of the Missile Defense Agency’s test program and
plan was a significant accomplishment in fiscal year 2010. MDA
worked with the services, operational test agencies, and the
warfighter, represented by the Joint Forces Component Command
for Integrated Missile Defense, with the support of the Director of
Operational Test and Evaluation.

MDA transitioned to test objectives to verify, validate, and ac-
credit BMDS models in simulations and collected data to determine
operational effectiveness, suitability and survivability of programs.
The Integrated Master Test Plan, which extended through fiscal
year 2015, focuses on proving system capabilities through the col-
lection of identified flight test data to ensure adequate test invest-
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ments and a solid foundation to anchor BMDS models and simula-
tions.

We look forward to your testimony and a very spirited and in-
formative question and answer.

Now, before I go to Mr. Young, I just want to say that I had a
chance to meet with General O’Reilly and a program that our com-
mittee has been strongly supportive of, the airborne laser, has had
some very successful tests, and I think is really—we really moved
forward dramatically, and we are going to have a demonstration
after the General makes his statement of this so that the com-
mittee members and staff can see it.

But first I want to turn to Mr. Young, the ranking member, and
our former chairman. Mr. Young.

OPENING STATEMENT OF MR. YOUNG

Mr. YOUNG. Mr. Chairman, thank you very much. And I want to
add my welcome to yours, to our distinguished guest, General
O’Reilly.

Protecting our Nation, including our troops abroad and our inter-
ests abroad, is an extremely important job, especially as rogue na-
tions and other less-than-friendly nations develop more and more
ability to attack with their missiles. We spent a lot of money on
the Missile Defense Program over the years; most of the money
well spent, I hope, but that can only be determined by testing.

Sometimes the committee has taken a few raps because we have
supported programs that maybe weren’t quite as effective as they
should have been, but we are prepared to do that. We just cannot
overemphasize the importance of our missile defense to our Nation.

General, your fiscal year 2011 budget builds upon your last
year’s transition and I commend you for some significant accom-
plishes. I do remain concerned, however, about our test and targets
program. Continued test schedule delays or test failures due to tar-
%et 1malfunctions only make your job and our job a little more dif-
icult.

But as Chairman Dicks stated, you and I had an opportunity to
meet at length earlier yesterday, and I found that meeting ex-
tremely interesting, and look forward to your testimony today.
Again, welcome.

Chairman DICKS. General, why don’t we go ahead with your
statement and then we will take a look at the airborne laser tape.

SUMMARY STATEMENT OF GENERAL O’REILLY

General O’'REILLY. Good morning, Chairman Dicks, Congressman
Young and other distinguished members of the committee. It is an
honor to testify before you today on the Missile Defense Agency’s
activities to continue developing and fielding an integrated, lay-
ered, Ballistic Missile Defense System to defend the United States,
its deployed forces, allies and friends.

Under the oversight and direction of the Department of Defense’s
Missile Defense Executive Board, the Missile Defense Agency pro-
poses an $8.4 billion fiscal year 2011 program that is balanced to
achieve the six policy goals of the Ballistic Missile Defense Review
report and the combatant commanders’ and the services’ missile de-
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fense needs as stated in the latest U.S. Strategic Command’s
prioritized capabilities list.

First, defense of the homeland against limited missile attack.
The Ground-based Midcourse Defense system, or GMD, will con-
tinue to be our primary defense against raids of Intercontinental
Ballistic Missiles, or ICBMs, from regional threats for the next dec-
ade and beyond. The missile fields in Alaska and California are in
an optimum location to intercept missiles from either Northeast
Asia or the Middle East. We continue to upgrade GMD to increase
its reliability, survivability and ability to leverage a new generation
of missile defense sensors. We also continue more expansive testing
of GMD to accredit our simulations.

The purchase of five additional Ground-based Interceptors, or
GBIs, and the production of components to support extensive reli-
ability testing and missile refurbishment, will sustain our GBI pro-
duction capability until 2016, and our critical component manufac-
turing beyond 2020.

Additionally, the previous European Missile Defense program did
not cover most of Southeastern Europe, which is exposed to today’s
ballistic missile threats. It would not have been available till 2017
and was not adaptable to changes in future missile threats to Eu-
rope.

Therefore, instead of the previous program, we plan to deploy a
larger number of SM-3 interceptors in Europe over the next dec-
ade, in four phases, as the missile threats from the Middle East
evolve. The first two phases, in 2011 and 2015 respectively, provide
protection against short- and medium-range ballistic missiles. The
third phase in 2018 provides protection against intermediate-range
ballistic missiles. And the fourth phase in 2020 provides capability
to intercept ICMBs from the region in which they are launched.

Third, prove the Ballistic Missile Defense System works. We
have submitted a comprehensive Integrated Master Test Plan,
signed by the Director of Operational Test and Evaluation, to serv-
ice the operational test agencies and the Commander, U.S. Stra-
tegic Command, to ensure we comprehensively test our missiles be-
fore we buy them.

The two greatest challenges we face in developing missile defense
is acquiring cost-effective, reliable targets and improving quality
control in all products. Over the past year, we have initiated a new
target acquisition strategy to increase competition, improve quality
control, reduce costs and provide backup targets starting in 2012.

However, the precise performance of Missile Defense Systems re-
quires stringent manufacturing standards. Until we complete
planned competitions, including the greater use of firm fixed-price
contracts and defect clauses, we have to motivate some senior in-
dustry management through intensive inspections, low award fees,
issuing cure notices, stopping the funding of new-contract scope
and documenting inadequate quality control to influence future
contract awards.

Fourth, hedging against the threat uncertainty. Due to the un-
certainty in the intelligence estimates of a potential North Korean
or Iranian ICBM threat over the next decade, we are augmenting
our current capability today to destroy 8 to 15 simultaneously
launched ICMBs using our 30 GBIs in Alaska and California, with
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8 additional silos. We are also completing the development of a
two-stage GBI which adds several minutes to our battle space.

Additionally, in accordance with the warfighters’ priorities, we
are focusing our future technologies to develop more accurate and
faster tracking sensors on forward-deployed platforms to enable
early intercepts, to enhance command and control networks, to rap-
idly fuse sensor data, to handle large-scale missile attacks, to de-
velop a more agile SM-3 interceptor to destroy long-range missiles,
to enhance the discrimination of reentry vehicles from other ob-
jects, and to develop a high-energy laser technology to destroy mis-
siles while they are boosting at great ranges.

Fifth, develop new fiscally sustainable capabilities over the long
term. The Missile Defense Agency is complying with the Weapons
Systems Acquisition Reform Act by establishing and managing six
baselines—costs, schedule, technical, tests, contract and oper-
ational baselines—increasing service in COCOM participation and
increasing emphasis on competition in all phases of a program’s ac-
quisition life cycle. We are reviewing over $37 billion in contracts
for competition over the next 2 years.

Six, expand international missile defense cooperation. We are
currently engaged in missile defense projects, studies and analysis
in many countries, including Japan, Poland, the Czech Republic,
Israel, Australia, the United Kingdom, Germany, South Korea,
United Arab Emirates, Bahrain, Saudi Arabia, Kuwait and NATO.
Additionally, Poland and Romania have agreed to host our Aegis
ashore sites, and we are cooperatively developing the SM—3 2A in-
terceptor with Japan. We also continue to support expert dialogue
on cooperative efforts with the Russian Federation.

Relative to the recently expired START treaty, the new START
treaty actually reduces constraints on the development of missile
defenses. For example, our targets are no longer subject to START
constraints, which previously limited our use of air-to-surface and
waterborne launches of targets. The new START treaty also does
not constrain our plans to employ ballistic missile defenses. The
treaty prohibits the conversion of ICBM silos to new missile de-
fense silos.

However, if more silos are needed in the future, they would be
less expensive and more reliable if we built new silos—which are
not prohibited from the treaty—than converting existing ICBM
silos.

In conclusion, MDA has teamed with the combatant com-
manders, services, other DOD agencies, academia, industry and
other international partners to address the challenges of managing,
developing, testing and fielding capabilities to deter the use of bal-
listic missiles and effectively destroy them, once launched.

Thank you, Mr. Chairman, I look forward to answering the com-
mittee’s questions.

[The statement of General O’Reilly follows:]
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Lieutenant General Patrick J. O'Reilly, USA
Director, Missile Defense Agency
Before the
House Appropriations Committee
Subcommittee on Defense
May 5, 2010
Good morning, Chairman Dicks, Mr. Young, other distinguished Members of the
Committee. It is an honor to testify before you today on the Missile Defense Agency's
support to the Ballistic Missile Defense Review (BMDR) and our $8.4 billion Fiscal Year
(FY) 2011 budget request to continue our mission to develop and field an integrated,
layered, Ballistic Missile Defense System (BMDS) to defend the United States, its
deployed forces, allies, and friends against ballistic missiles of all ranges and in all
phases of flight. This budget request reflects the strategy and policy stated in the
BMDR report and the prioritized missile defense needs of our Combatant Commanders
and the Services as stated in the latest US Strategic Command’s (USSTRATCOM)
Prioritized Capabilities List (PCL).

The Missile Defense Agency has been operating in accordance with the
principles outlined in last year's Weapons System Acquisition Reform Act.  This
includes establishment of formal baselines for the system component managers,
Service participation through the USSTRATCOM-led Warfighter involvement Process,
and increased emphasis on competition at all phases of a program’s acquisition life
cycle. All of these steps, | believe, will maximize the return on the taxpayer’'s
investment dollar.

Under the oversight and direction of the Missile Defense Executive Board

(MDEB), chaired by the Under Secretary of Defense for Acquisition, Technology and
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Logistics (AT&L), MDA proposes a FY 2011 program that is balanced to achieve the six
strategy and policy goals documented in the BMDR report:

¢ Defend the homeland against a limited ballistic missile attack
¢ Defend U.S. forces, allies, and partners against regional threats

» Deploy new systems only after effectiveness and reliability have been
determined through testing under realistic conditions

¢ Develop new capabilities that are fiscally sustainable over the long term
¢ Develop flexible capabilities that can be adapted as threats change

e Expand international cooperation

Defense of the Homeland against Limited Attack

The Ground-based Midcourse Defense (GMD) system forms the foundation of our
homeland missile defense against limited ICBM attack today. We continue to upgrade
GMD to increase reliability and survivability and expand the ability to leverage new
BMDS sensors as well as test GMD to accredit our simulations. Since the beginning of
FY 2009, MDA has delivered five new GBIs, upgraded Fire Control and Command
Launch Equipment software, completed construction of a second GBI missile field at
Fort Greely, AK, and delivered a new silo and an additional In-Flight Interceptor
Communication System Data Terminal at Vandenberg Air Force Base, CA.
Additionally, we are completing the missile defense upgrades to the Upgraded Early
Warning Radar (UEWR) in Thule, Greenland, and we have transferred operation of the
Cobra Dane Early Warning Radar and the Beale and Fylingdales UEWRs to the Air
Force. We are continuing planning and design work to upgrade the Clear, AK Early
Warning Radar.

We are requesting $1.3B in FY 2011 for GMD to continue our GBI refurbishment

and reliability sustainment programs to: help sustain the fleet to 2032 and support a
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service life extension decision around 2027; procure an additional 5 GBls; complete
Missile Field 2 in a 14-silo configuration to accommodate a contingency deployment of
eight additional GBIls; upgrade GMD Fire Control ground system software to ensure
GMD leverages BMDS increased discrimination and tracking capability as sensor, data
fusion and battle management network matures; and complete the installation of a
second GMD command and control node at Fort Greely, AK. Additionally, we will
continue operations and sustainment of the Sea-Based X-band radar (SBX) platform to
prepare for transfer of the SBX operations to the U.S. Navy in 2012. Finally, we will
continue development of technologies to enhance Standard Missile 3 (SM-3) variants to
protect our homeland in the future by having the capability to intercept long-range
ballistic missiles early in flight in the regions from which they were launched. To
validate this concept, the Under Secretary of Defense (AT&L) requested the Defense
Science Board independently assess the viability of developing capability for early
intercept of ICBMs. Our GMD sustainment, refurbishment and test strategy gives us the
flexibility to adjust to the uncertainty in the future ICBM threat. Although, we
experienced a GBI vendor production break after the last procurement of GBIs in 2006,
the purchase of 5 additional GBls, and supplying “limited life” GBI components for
refurbishments will sustain our production capacity until 2016 and beyond. We will
conduct stockpile surveillance of GBls by testing all limited life components as GBIs are
refurbished through 2032. Data collected from future GMD flight tests, results from the
aging surveillance program, and future intelligence estimates regarding the pace of

ICBM growth will inform decisions on the need to procure additional GBls.
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Defense against Regional Threats

Our FY 2011 budget request balances the war fighter's needs to develop new
capabilities and grow our missile defense capacity. An integrated deployment of Aegis
BMD and Terminal High Altitude Area Defense (THAAD) forms an effective, layered,
regional missile defense. The Aegis BMD is a mobile system, designed to defeat short-
to intermediate-range missiles above the earth’s atmosphere, and the THAAD is a rapidly
deployable system, designed to engage short- to medium-range missiles both above and
within the Earth’s atmosphere. Aegis has more than twice the engagement range of
THAAD. Additionally, Patriot Advanced Capability 3 can add an additional layer and point
defense against Short Range Ballistic Missiles (SRBMs).

We are developing regional missile defense elements that can be adapted to the
unique circumstances of each Combatant Command region. For example, we plan to
deploy missile defenses in Europe in four phases as missile threats from the Middle
East evolve over time. The Phase 1 capability (planned to begin deployment in 2011)
will provide initial protection for southern Europe from existing short- and medium-range
threats using sea-based interceptors and forward-based sensors. Phase 2 (~2015)
deploys the SM-3 IB interceptor at sea and at an Aegis Ashore/land-based SM-3 site.
in collaboration with OSD Policy, USSTRATCOM, the Department of State, and United
States European Command (USEUCOM), we are preparing to begin negotiations with
Romania to locate an Aegis Ashorefland-based SM-3 site on its territory in 2015. Phase
3 (~2018) employs SM-3 IIA on land and at sea to protect NATO from SRBM, MRBM,
and IRBM threats. Poland has agreed to host this Aegis Ashore/land-based SM-3 site.

The Phase 4 architecture (~2020 timeframe) features the higher velocity land-based
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SM-3 IIB, a persistent sensor network, and enhanced command and control system to
intercept large raids of medium- to long-range missiles from the Middle East early in
flight.

Since the beginning of FY 2009, MDA has delivered 27 SM-3 Block IA
interceptors and upgraded 3 additional ships (for a total today of 20 Aegis BMD ships);
upgraded the USS Lake Erie with the next generation BMD fire control software that
increases the number of threat missiles that can be simultaneously engaged and more
effectively uses data from missile defense sensors external to the ship. We have also
delivered two THAAD batteries (the first unit is planned to be operationally accepted by
the Army by the end of this year). We have separately deployed one U.S.-operated X-
band AN/TPY-2 radar to Israel on a contingency basis. We have also installed C2BMC
hardware and software upgrades at command and control nodes at U.S. Pacific
Command, USSTRATCOM, U.S. Northern Command and USEUCOM and began
C2BMC installation in the U.S. Central Command.

We are requesting $1.6B for Aegis in FY 2011. We will continue the design,
qualification, and testing of the SM-3 IB interceptor; manufacture 30 SM-3 IB test and
production verification interceptors (we plan to procure a total of 436 Aegis SM-3 IA and
IB interceptors by 2015), and upgrade 3 additional Aegis BMD engagement ships (two
Aegis BMD 3.6.1 destroyers and one 4.0.1 destroyer) for a total of 23 BMD capable
ships by the end of FY2011 and 38 BMD capable ships by 2015. We will continue
development and testing of the Aegis BMD 4.0.1 and 5.0 fire control system to launch
SM-3 IB and |A interceptors against threat missiles when they are beyond the range of

the ship’s own radar. We also will continue the co-development of the SM-3 1A



135

interceptor with the Government of Japan to increase significantly the area defended by
the Aegis BMD system with its 21-inch diameter rocket motors, two-color seeker, and
increased kinetic warhead divert capability. We also will continue to design the first
Aegis Ashore battery that will be installed for testing at the Pacific Missile Range Facility
in 2012.

We are requesting $1.3B for THAAD in FY 2011. We plan to deliver the second
THAAD battery (we plan to procure 6 batteries by 2015), add a second launcher platoon
to each battery to double the firepower to 48 interceptors, procure 67 interceptors (we
plan to procure a total of 431 interceptors by 2015), and complete hardware and
software upgrades to the communications suite {o enable THAAD to use fused data
from all BMDS sensors.

We are requesting $455M for sensors in FY 2011. We plan to upgrade the
AN/TPY-2 radar software to facilitate its use as a surveillance radar or as a THAAD
battery fire-control radar, optimize the radar’s ability to leverage assistance by external
sensors, and support the contingency operations of AN/TPY-2 radars deployed in Japan
and Israel. We will continue to develop a Concurrent Test, Training and Operations
capability to provide operational BMDS sensors (including the UEWRs, Cobra Dane and
Sea-Based X-band radars) the capability to conduct training and testing while
continuing to provide on-line missile defense, upgrade AN/TPY-2 and Sea-Based X-
band radar discrimination and dense track management software, and conduct ground
and flight testing to support accreditation of sensor models and simulations.

We are requesting $343M for Command and Control, Battle Management and

Communications (C2BMC) in FY 2011. We plan to provide automated planners to aid a
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Combatant Command’s deployment of BMD assets according to its concept of
operations and conduct ballistic missile defense battles according to its tactics,
techniques, and procedures, Furthermore, we will develop and deploy an upgraded
version of our C2BMC hardware and software to provide new battle management
functions that enable shoot-look-shoot tactics between layers of U.S. and international
partners’ missile defense assets, control multiple BMDS radars, correlate and combine
sensor data from muiltiple sensors tracking the same threat into one system track,
provide real-time awareness of the battle as it develops in accordance with a
Combatant Command’s concept of operations, and enable engagement coordination
among BMDS elements in accordance with regional Area Air Defense Plans.
Additionally, C2BMC will participate in and analyze results of ground and flight tests to
support accreditation of models and simulations and support war games and exercises.

MDA played a significant role in the conduct of the Ballistic Missile Defense
Review. The agency provided technical analysis and data as required by the leaders of
the review to support their effort to answer the questions posed by Congress.
Preliminary analytical results were then presented to the deparimental leaders,
including the Secretary and Chairman, who then made recommendations to the
President. Although MDA provided these architecture assessments, it is important to
recognize the decision to deploy the recommended European PAA architecture was not
based solely on detailed performance predictions. Rather, the decision to deploy an
Aegis SM-3-based architecture to Europe was based on the need for a flexible defense
against an evolving threat from the Middle East. First, the previously proposed

European missile defense architecture lacked a sufficient number of interceptors to
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defend against the current and emerging numbers of medium-range ballistic missiles
(MRBMs) being fielded by Iran. Simply put, with a notional two interceptor shot
doctrine, the 10 GBI interceptors proposed for Poland would easily be overwhelmed by
a raid size of 6 threat missiles launched towards European targets. Second, with the
European PAA, we can deploy a missile defense capability to Europe earlier than the
previous Program of Record, with GBls in Poland and an X-Band Radar in the Czech
Republic. NATO Europe is threatened by a short-range and medium-range ballistic
missile threat now, so this was an important variable in the decision. Upon the
completion of testing in 2011, we could begin the deployment of proven capabilities to
defend against the MRBM threat. Third, by creating a re-locatable, land-based version
of our most capable regional missile defense system, the Aegis Ballistic Missile Defense
(BMD) system, Combatant Commanders could have the capability to adjust their missile
defense architectures to address the uncertainty of future missile threats without the
need to develop a new missile defense system. These systems can be deployed in any
theater in a reasonably short period of time. Fourth, the increased defended areas and
larger raid size capacity resulting from planned enhancements to the Aegis BMD
system are expected to increase the cost-effectiveness of a European missile defense
against the growing missile threat over this decade. Finally, while we currently have a
limited defense system against potential Intercontinental Ballistic Missile (ICBM) threats
originating in the Middle East or Northeast Asia, there is no technical reason to indicate
that this system would not be further enhanced by the deployments envisioned in Phase
4 of the PAA. ltis important to note that the missile defense capability needs identified

in the BMDR are consistent with capability needs listed in the recently approved,
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independently developed, classified USSTRATCOM missile defense Prioritized

Capability List.

Proving the Ballistic Missile Defense System Works

A key tenet of the BMDR is to sufficiently test the capabilities and limitations of a
missile defense system before we begin procurement, or we will “fly before we buy.” As
such, missile defense projects are subject to production decisions by USD (AT&L).
Additionally, we use the Services’ standard material release and operational certification
processes that also rely on developmental and operational test data prior to formally
fielding initial capability. Both THAAD and AN/TPY-2 have production decisions by
USD (AT&L) and Army Material Review Boards planned for this year. We are
requesting $1.1B in FY 2011 fo provide targets and support to missile defense projects
to test new capabilities under developmental and operational conditions, including the
use of actual threat missiles, to support accrediting our models and simulations and
production decisions by USD (AT&L). In collaboration with the Services’ Operaticnal
Test Agencies, USSTRATCOM, and the Director, Operational Test & Evaluation, we
submitted a comprehensive Integrated Master Test Plan (IMTP) in March that describes
our plan through FY 2015 to conduct over 150 test events to obtain specific data
necessary to accredit our models and simulations and support operational
assessments. The IMTP also describes our testing to support European PAA
deployment decisions. To support a Phase 1 decision in 2011, we have completed 10
Aegis BMD intercept tests of short range targets. We will conduct an Aegis BMD test
against an intermediate-range ballistic missile target prior to the Phase 1 deployment.

Likewise, there are system level ground tests, exercises, and simulations to test system

9
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effectiveness and interoperability. The IMTP also describes our testing of the two-stage
GBI and several GMD intercept tests against long-range targets. | concur with the
January 2010 DOT&E January assessment that “if MDA can execute the IMTP as
planned, successful VV&A of BMDS models and simulations should result, enabling
guantitative and objective rather than subjective assessments of the BMDS capability in
the future.” | further agree with the DOT&E conclusion that “objective assessments of
the BMDS capability are still a number of years in the future.”

Our recent flight test results have been mixed. From October 2008 through
today MDA achieved 5 of 7 successful hit-to-kill intercepts and a number of “firsts” in
BMDS testing. In December 2008, the GMD system engaged an IRBM target launched
from Kodiak Island, AK, using a GBI launched from VAFB in the most operationally
realistic test to date that demonstrated our ability to fuse sensor data from five on-line
sensors. Unfortunately, the target in that flight test failed to release countermeasures.
In March 2009, with soldiers operating the system using tactics, techniques, and
procedures developed by the U.S. Army, we conducted THAAD'’s first dual salvo endo-
atmospheric engagement of a threat-representative separating ballistic target. The
Navy conducted an intercept using an Aegis SM-2 Block IV (terminai defense) in
February 2009, and we conducted an SM-3 IA intercept in July 2009. In October 2009,
we supported Japan’s intercept test of an SRBM using the Japanese destroyer JS
MYOKO.

Although we have had three intercepts out of three previous attempts using the
GMD system, our newest variant of the kill vehicle, relying on data from the Sea-Based

X-band (SBX) radar, failed to intercept a target in January 2010 during a flight test to
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measure GMD's performance at its maximum operational intercept range. The GBI
launched successfully from VAFB and the newly designed LV-2 long-range target
successfully flew for the first time out of the Reagan Test Site in the Kwajalein Atoll
7,500 km away. It was a very valuable test because we collected extensive data on the
performance of the SBX and GBI, the advanced exo-atmospheric kill vehicle (EKV), and
the target. We discovered new failure modes for the SBX, the EKV flew more than
twice the distance it had flown in previous tests, and we collected significant new data
on the EKV’s ability to acquire, frack, and discriminate the target. The failure
investigation is expected to continue for several more months before root-cause is
determined and verified. It is my intent to immediately correct any deficiency and repeat
the test as soon as feasible. In contrast, the most recent attempt to conduct a THAAD
test last December was of no value because of a target missile failure. The THAAD
interceptor was not faunched and the system was not exercised. Despite the cost of
more than $40M for that test and subsequent program delays, we gained no new
information on the performance of the THAAD system.

The two largest challenges to executing the U.S. missile defense program is
acquiring a cost effective set of reliable targets and improving quality control. Over the
past year we have initiated steps to acquire a new set of targets of all ranges, including
Foreign Material Acquisitions, to verify the performance of the BMDS. Our new target
acquisition strategy, initiated in FY 2009, procures targets in production lots fo increase
competition, quality control, reduce costs, and ensures the availability of backup targets
starting in 2012. For the next three years, we must continue to rely on an intensive

inspection and oversight process to motivate mission assurance.
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Due to the precise nature of the operation of missile defense systems, very high
standards of quality control and an enduring culture of disciplined mission assurance by
the industry workforce is essential. We have had many successes in improving our
prime contractor and supplier quality assurance. In each case, companies have been
willing to identify shortfalls, invest in new capital assets and attain experienced
leadership in changing cultures to establish the enduring discipline required to
consistently deliver precision missile defense products. However, not all companies
have sufficiently improved. Until we complete planned competitions, inciuding the
greater use of firm fixed price contracts, we will have to motivate greater attention by
senior industry management through intensive government inspections, low award fees,
the issuance of cure notices, stopping the funding of new contract scope, and
documenting inadequate quality control performance to influence future contract awards

by DoD.

Hedging against Threat Uncertainty

Missile defense technologies must be developed to adapt and upgrade our
systems to counter future changing threats. In accordance with the PCL, we are
focusing our future technologies in four areas: 1) developing more accurate and faster
tracking sensors on platforms to enabie early fire control solutions and intercepts; 2)
developing enhanced command and control networks to link and rapidly fuse sensor data
to handle large raid sizes of missile threats; 3) developing a faster, more agile version of
our SM-3 interceptor to destroy long-range missiles early in flight; and 4) developing
discrimination techniques to rapidly resolve Reentry Vehicles from other nearby objects.

Additionally, we continue to research technologies for destroying boosting missiles with

12
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directed energy. We are developing more mature technologies for mid-term deployment
decisions around 2015 and conducting science and technology experiments for far-term
(around 2020) advanced capability deployment decisions.

One of the highest priority capabilities requested by the war fighter community is a
persistent and precise missile tracking capability. We are requesting $113M in FY 2011
for the Space Tracking and Surveillance System (8TSS) and Near Field Infra-Red
Experiment satellite operations. This space operations work will demonstrate the utility
of remote missile tracking from space and reduce the risk of integrating the remote
fracking data of future satellites into missile defense fire control systems. MDA launched
two STSS demonstration satellites on 25 September 2009. We continue testing and
operating the two demonstration satellites, including cooperative tests with other BMDS
elements, and demonstrating these satellites against targets of opportunity and scheduled
tests involving targets. We are also requesting $67M in FY 2011 for a new program start,
the Precision Tracking Space System (PTSS), comprised of a network of remote tracking
satellites, communications, and ground stations. Key attributes of the PTSS are its
limited mission, uncomplicated design, lower costs, use of mature technologies, and
integration with legacy data management and control systems to provide a persistent
remote missile tracking capability of the areas of the earth that are of most concern for
missile defense. Lessons learned from the two STSS demonstration satellites currently
on orbit will inform decisions on the development of a prototype PTSS capability by the
end of 2014. After validating the prototype design in ground testing in 2014, we plan to fly
the first prototypes while we have industry teams compete to produce the remaining

satellite constellation for initial constellation operations by 2018.
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We are also requesting $112M for FY 201 1for the development and testing of a
remotely piloted vehicle (RPV) based missile tracking sensor system, or Airborne
Infrared (ABIR) sensor system, to track large raids of ballistic missiles early in flight. We
are completing an analysis of the optimum RPV platform and sensors to integrate into
an effective early missile tracking system.

For FY 2011, we are requesting $52M for C2BMC enhancements to develop a net-
centric, Service-oriented architecture, to rapidly fuse sensor data and provide data to
distributed fire control systems to intercept enemy reentry vehicles early, optimize shoot-
look-shoot opportunities, and economize the number of interceptors required to defeat a
raid of threat missiles. We are pursuing enhanced C2BMC capabilities and experiments
to integrate interceptor fire control systems with ABIR, STSS, and other new sensor
technologies. We work closely with USSTRATCOM and the COCOMs to develop and
deliver the optimum C2BMC architectures in their regions.

We are requesting $41M in FY 2011 to develop components that increase the
speed of our SM-3 family of interceptors with advanced divert capability, faster boosters,
and lighter kill vehicles. We are studying the use of a derivative SM-3 IB kill vehicle and
derivatives of the first and second stages of the SM-3 A interceptor as part of the
development of the SM-3 IIB long-range missile interceptor.

We are requesting $99M for FY 2011 to conduct continued research on high
energy lasers. This past year we saw the significant aécomplishments of the Airborne
Laser Test Bed (ALTB) as it completed preparatory tests which ultimately led to two
successful and historic experimental shoot-downs of a solid rocket on February 3, 2010,

and a boosting, liquid-fueled, Foreign Material Acquisition (FMA) target on February 11,

14



144

2010. We are preparing for another test against an FMA, at nearly twice the distance,
later this spring. We will continue to investigate multiple high energy laser technologies
to characterize their performance while validating the modeling and simulation of iong
range directed energy beam propagation and beam control. Additionally, we are
currently supporting the USD (AT&L)/Director for Development, Research and
Engineering (DDR&E) comprehensive review of all DoD high energy laser programs to
establish a department wide program for developing and applying high energy laser
capabilities. We anticipate this review will define the ALTB's role in the future

development of high energy lasers.

Develop New, Fiscally Sustainable Capabilities over the Long Term

MDA's preferred approach to developing new missile defense capabilities is to
evolve and upgrade existing capabilities to leverage the cost-effectiveness of utilizing
existing Service training, personnel and logistics infrastructures. The fiscal
sustainability of missile defense systems is largely determined by the cost of operations
and sustainment. Therefore, MDA executes “hybrid management” of projects with the
designated lead Services by embedding “Service cells” in MDA joint project offices to
make design and development decisions associated with Doctrine, Organization,
Training, Leadership, Personnel and Facilities (DOTLPF) to assure MDA products
efficiently align with Service processes and operational concepts.

MDA has established six baselines (cost, schedule, technical, test, contract, and

operational baselines) to plan and manage the execution of missile defense projects. |
approve the baselines of technology programs, but jointly approve with lead Service

Acquisition Executives the baselines of MDA projects in product development. These
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baselines not only assist in our cost-effective management of MDA projects, but aiso
provide visibility to the MDEB and Congress on the progress of our execution. The
baselines of all of our projects are established in spring and will be submitted to
Congress in a Baseline Acquisition Report (BAR) in June. Finally, these baselines will

form the basis for USD (AT&L) production decisions.

Expand International Missile Defense Cooperation

As stated in the BMDR and Quadrennial Defense Review (QDR), a key strategic
goal is to develop the missile defense capacity of our international partners. We are
currently engaged in missile defense projects, studies and analysis with over twenty
countries. Our largest international partnership is with Japan. We are co-developing
the SM-3 HiA missile, studying future architectures, and supporting their SM-3 |A flight
test program. In Europe, we are participating in the NATO Active Layer Theater Ballistic
Missile Defense (ALTBMD) command and control program and war games, continuing
technology research projects with the Czech Republic, and planning for the European
PAA deployments, which include the installation of Aegis Ashore sites, one each in
Romania and Poland. Collaboration with Israel has grown to involve the development
and deployment of the Arrow Weapon System, which is interoperable with the U.S.
missile defense system. MDA has completed and the United States is now in the final
negotiation of an Upper Tier Project Agreement with Israel for cooperative development
of an exo-atmospheric interceptor and amending the US-israel Arrow Weapon System
Improvement Program agreement to extend the system'’s battle space and enhance its
ability to defeat long-range ballistic missiles and countermeasures. MDA and Israel are

also jointly developing the David’s Sling Weapon System to defend against shorter
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range threats, to include some ranges that the PAC-3 system cannot engage.
Additionally, MDA is active in supporting the Combatant Commands through
international symposiums, bi-lateral and multi-lateral dialogs, planning, and analysis
with Allies and international partners to help them understand the benefits of integrated

missile defense in their regions.

Conclusion

Missile defense is a key part of our national security strategy described in the
BMDR to counter the growing threat of ballistic missile proliferation. The New START
Treaty has no constraints on current and future components of the BMDS development
or deployment. Article V, Section 3 of the treaty prohibits the conversion of ICBM or
SLBM launchers to missile defense launchers, and vice versa, while “grandfathering”
the five former ICBM silos at Vandenberg AFB already converted for Ground Based
Interceptors. MDA never had a plan to convert additional ICBM silos at Vandenberg
and intends to hedge against increased BMDS requirements by completing construction
of Missile Field 2 at Fort Greely. Moreover, we determined that if more interceptors
were to be added at Vandenberg AFB, it would be less expensive to build a new GBI
missile field (which is not prohibited by the treaty). Regarding SLBM launchers, some
time ago we examined the concept of launching missile defense interceptors from
submarines and found it an unatiractive and extremely expensive option. As the
committee knows, we have a very good and significantly growing capability for sea-
based missile defense on Aegis-capable ships.

Relative to the recently expired START Treaty, the New START Treaty actually

reduces constraints on the development of the missile defense program. Unless they
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have New-START accountable first stages (which we do not plan to use), our targets
will no longer be subject to START constraints, which limited our use of air-to-surface
and waterborne launches of targets which are essential for the cost-effective testing of
missile defense interceptors against MRBM and IRBM targets in the Pacific area. In
addition, under New START, we will no longer be limited to five space launch facilities
for target launches.

MDA is working with the Combatant Commanders, Services, other DoD
agencies, academia, industry and international partners to address the challenges and
difficulties of managing, developing, testing and fielding new military capabilities to deter
use of ballistic missiles and effectively destroy them once launched. Implementing
these war fighter priorities takes time, since the production time for a missile and radar
is over two years and establishing and training a unit to create and deploy a military
capability takes an additional year. Our FY 2011 budget funds the war fighters’ near-
term priorities while building the foundation of a layered defense system with our
partners and friends that can provide an adaptive, cost-effective strategy to counter
ballistic missile proliferation in the future.

Thank you, Mr. Chairman. | look forward to answering your questions.
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AL&B TESTING VIDEO

General O’REILLY. I have brought a 2-minute classified video,
which I am prepared to show.

Chairman Dicks. I just want to commend you, General O’Reilly,
for your approach on this competition issue and your approach to
dealing with these contractors. You and I had a discussion a year
or so ago, where I complained, and I have been complaining, about
the performance of many of our major companies. It is unfortunate,
but the people, there is just a lack of performance.

And I think what you have done here should be a model for the
rest of the Department of Defense of aggressively going after those
people who are not performing and, in essence, taking away their
contracts and putting them out to bid and letting other people bid
who will perform. And, somehow, you know, with the amount of
programs in trouble and overruns at the Pentagon, I hope this
works. And we are going to be watching very closely to see if this
does work, because we have got to get this under control somehow.

I am glad that you have taken this on so aggressively, and we
look forward to seeing how it turns out.

So why don’t we—and I know Mr. Tiahrt will—we are going to
have a little 2-minute video on the airborne laser here.

Mr. T1AHRT. Excellent.

General O'REILLY. Sir, if it is okay with the committee: I am
going to project it on the wall. I would recommend some of you may
want to stand in a position where you can see it. It will be very
quick.

Chairman Dicks. Now, weren’t there a lot of critics who just said
this is impossible to do?

General O'REILLY. Absolutely, sir. My background is in laser
physics, and there was a lot of discussion, including previous direc-
tors of the Agency, that said this was impossible. The main dif-
ficulty I will show you is we actually fired through the atmosphere
into space to destroy this missile. This is a scientific breakthrough
in the area of anchoring our models and simulations, which is what
some of the physicists were saying why it was impossible.

Chairman DICKS. One other thing, just one point. You will see
the missile launch. And then when it breaks apart, it keeps alight,
but it is only on the pieces of the thing as the debris goes away.
So I would just point that out so you will understand it better.

It was quite impressive. Let us go ahead and show the start of
the video.

So at this point we adjusted the optics and we deformed the
laser, the main laser, so that when it leaves the aircraft it is
unfocused. Since we now know basically the prescription of the at-
mosphere, kind of like my glasses. We used the Earth’s atmosphere
to foc(i:us the laser. When it arrives on the target it is perfectly fo-
cused.

Unfortunately, with the movies that have been out for the last
20 years, this doesn’t impress. I show this to high school classes
and others in an unclassified form. People are not reacting to it be-
cause they are saying, of course, you have got a laser beam. This
has never happened before. This is the first one in history.
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Chairman DIcCKs. It is easier to do it in Hollywood, right?

General O’REILLY. Yes, sir. It does look like what you just saw
in the movies. But what you just saw was real.

It is hard to see, but that is the destruction of the missile. Now
the laser is irradiating the pieces. So that is what it actually looks
like for the pilots. They actually see a gigantic beam leaving the
front of the aircraft.

Can you just show it one time in real-time without stopping? And
what we are doing today, while this tees up again. Here is the
launch. You are watching the entire flight test here. And that is
the destruction of the missile.

We did this morning find a blemish on one of the mirrors. We
are trying to clean it today. We have to change it out. It might take
2 more weeks before we do the next test.

Thank you, sir.

ALTB DEVELOPMENT

Chairman Dicks. Well, I want to compliment you on this, be-
cause this subcommittee was one of the steadfast supporters of this
program over many years, especially when, a few years ago, there
was a funding issue whether this should go forward or not.

And I must say that there were some in this body who are no
longer serving here, but are serving at the State Department, who
had great doubts about this. And I think the point you make about
the fact that the refocusing of this laser was the critical issue:
Could you go through the atmosphere and this thing, the beam,
would come and hit where it is supposed to?

But I just want to compliment you because a lot of us thought
this could be done, and I like your new approach to the program.

And I think it is also important to know that out at Lawrence
Livermore, which has been one of the great places for the develop-
ment of laser capability, there is now a—why don’t you tell them
about this new laser that they are developing and how it relates
t(i the? aircraft and the fact that you can have two lasers on this
plane?

General O'REILLY. Sir, the Office of Secretary of Defense is exe-
cuting a study right now on all high-energy laser programs. Last
year there was over $325 million in laser programs across the
Agency. They are reviewing them all in order to see if we can con-
solidate and get a better return on investment.

But as part of that program, and under that review, they have
identified the airborne laser to become the airborne laser test bed
for most of these lasers. The aircraft actually has the mounting for
two lasers. It had from the beginning. So you can actually put two
different lasers on this aircraft.

Chairman Dicks. As I understand it, DDR&E is creating a report
for Deputy Secretary Lynn on defense high-energy laser research
to be completed in June. General O’Reilly, can you tell you about
this report?

General O’'REILLY. Yes, sir. It is the one I referred to before. Last
year, in all services and the Department of Defense, we spent $325
million on various laser programs. They are reviewing all of those
programs. By June they can make a recommendation on how the
Department should move forward on high-energy laser research.
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I will tell you that in all the other applications, it is about 150
kilowatts. This is the only megawatt laser system or megawatt ca-
pability requirement that we have in the Department. And, sir, as
you said, that will be done by the end of next month.

Chairman Dicks. The committee would like a copy of the report
when it is completed, General, if you could help arrange that.

General O'REILLY. Yes, sir. I will pass that to the Office of the
Secretary of Defense.

Chairman Dicks. Thank you. Mr. Young.

Mr. YouNG. Well, Mr. Chairman, thank you very much. That
was a very interesting video, General.

Can you give us—look into the future and tell us when this sys-
tem might be available to be used?

General O'REILLY.

Chairman DICKS. And when might we anticipate that they would
be %ctually an IOC, where we could actually put them into the
war?

General O’'REILLY. Well, sir, the engineers themselves on this
program have indicated they have learned so much—because this
was a breakthrough technology—that if they were going to build a
second aircraft, they would use what they have learned and design
a different design. That is what the Secretary of Defense acknowl-
edged last year when he said we will build one aircraft and we will
test the aircraft and operate from them.

Mr. YOUNG. General, as you look at the world and you see so
many rogue nations developing missiles of one type or another, how
many airborne laser systems do you think that the United States
will need to give us the type of protection that this demonstration
shows that we could have?

General O’'REILLY. Sir, our budget is proposing the development
of several different classes of missile defense systems. I think the
combatant commanders, who I work with every day, are looking at
a spectrum of capabilities. Airborne laser does serve us very well
in certain capabilities where you can deploy for a limited period of
time, like we surge aircraft today, because they would have to be
on station. It is expensive to do that, operationally difficult to do
it, but it can be done.

Mr. YOUNG. General, one of the realistic points during the nego-
tiations for the new START agreement had to do with missile de-
fense. Does that new START treaty affect the airborne laser?

General O’REILLY. No, sir. I have been to Moscow seven times in
the last 2%% years. One of the proposals we have had for coopera-
tion on missile defense, besides sharing early-warning data and so
forth, is development in laser technology with the Russians.

They have world-class experts at the University of Moscow.
There are some of the best theoretical physicists and optics and
such, and they can contribute a lot. Previously the Russians have
not responded.

Mr. YOUNG. So if they become unhappy with and withdraw from
the treaty, which we have seen some suggestions that they might
do that, you don’t think this would be one of the reasons that they
might make that decision?

General O’REILLY. No, sir. They are pursuing this technology, as
we are, and as the Chinese are also.
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Mr. YOUNG. Well, as Chairman Dicks has said, this committee
has been involved with and supporting airborne laser for many
years, and it is pretty exciting to see the success that you have
showed us here today. Thank you very much.

Thank you, Mr. Chairman.

Chairman Dicks. Thank you. Mr. Moran.

GROUND-BASED INTERCEPTOR TESTING

Mr. MoORAN. Thank you, Mr. Chairman.

I think we are all impressed by your laser capability that you
showed in that video. But the General Accountability Office is less
impressed with your Ground-Based Missile System and, in fact, ac-
cording to the GAO—and I will quote—“The Missile Defense Agen-
cy continues to put the Ground-Based Interceptor program at risk
with cost growth and scheduled delays by buying and placing en-
hanced interceptors before this configuration has been dem-
onstrated in a realistic environment.

In January of this year, you attempted to intercept a target mis-
sile using the Ground-Based Interceptor with the—I will only use
this full term once and then I will use the acronym—the capability
enhancement 2 XO atmospheric kill vehicle. So we will just call it
the CE-2. But it failed to intercept the target because of a failure
of the X-Band Radar to track the target, as well as a failure of the
CE-2 EKV.

But about 40 percent of the EKVs have been delivered to date,
notwithstanding the fact that in the first real-world test, the CE—
2 EKV failed to intercept the target missile.

What are the cost estimates for redesigning the EKV and when
will a new functioning EKV be produced and fielded?

General O’'REILLY. Sir, as I testified last year and as I mentioned
before, we have restructured our test program to more comprehen-
sively test the GMD program.

In the past, we have launched our targets out of Kodiak, Alaska,
launched our targets. And our interceptors have come out of Cali-
fornia. That is a 3,500-kilometer threat.

What we have gone to now is testing against ICBM ranges. Our
test in January was the first test to more thoroughly test the sys-
tem out. It traveled—the test was over 8,500 kilometers. We
launched the target out of Kwajalein, and we launched the inter-
ceptor out of Vandenberg. That is the equivalent of a type of de-
fense if you had to launch out of Alaska and defend Miami.

AEGIS SM—3 PRODUCTION

Mr. MoORAN. Well, the problem that the GAO has, as you know,
is that you were 40 percent—you had gone 40 percent of the way
into production, whereas the only test showed that it was not oper-
able as yet.

And with regard to the Aegis Ballistic Defense Missile System,
the GAO said that it believes that four of the five critical tech-
nologies are immature and that there are no plans to intercept a
target using a fully integrated prototype SM-3 Block 1B missile
until the second quarter of fiscal year 2011. Yet production begins
this year. It is not that we are not excited and we don’t want to
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be supportive, but our job is to ask questions, particularly when
GAO raises them.

Given the fact that the SM—3 Block 1B production is set to begin
before testing a fully integrated prototype in a relevant environ-
ment, what are the Department’s plans to employ design changes
to that SM-3 Block 1B should problems be discovered down the
line? That is our concern. You have moved ahead with production,
and yet the testing raises issues that seem legitimate, certainly in
the mind of the GAO.

General O’REILLY. Sir, I do not agree with the characterization
that the GAO made regarding the 1B because those missiles we
have in production right now are the test missiles.

We do not have a full production decision made. We are not
going to make that decision until the flight tests.

What the GAO was referring to was production of the missiles
to go test them, and then we will go to a full production decision.
We are following the prudent traditional path of thoroughly testing
these systems before we put them into production. The GBIs in the
past were not procured that way, as you said, sir. We have pro-
cured CE-2s. We are, as rapidly as we can, doing the types of tests
I just referred to, but our policy from this point on is to test first
and then go into production.

So, again, what we are buying right now are the test missiles to
go to production. They are not production missiles.

Mr. MoraN. Okay, that is a good answer. And I won’t want to
take up any more time. If we get into a second round, though—and
I will just prepare you—I do want to better understand why we
have to pay for Europe’s missile defense. But at this point I will
yield to the next questioner.

Thanks, Mr. Chairman.

Chairman Dicks. Mr. Lewis.

NATO AND MISSILE DEFENSE

Mr. LEwis. Thank you, Mr. Chairman.

General O’Reilly, thank you very much for being here. I am very
much concerned about the point that Jim was just about to make,
but perhaps we fall on a different side of this question. It is very
clear that our European friends for some time now have been wal-
lowing in their own resources because they spent a lot less money
in defense. America, on the other hand, has been the strength pro-
viding defense for much of the world, certainly beyond the devel-
oping world.

It is very important that we be willing to make sure we carefully
measure where we are going in connection with those expenditures.
If America doesn’t continue to commit itself to our national security
and much of the world’s security, who will, is the question.

If we decide to make, Mr. Chairman, a move in the other direc-
tion and continue to fund social programs here instead of defense,
and Europe is not spending money on defense, who will? It is a
pretty fundamental question in terms of our future.

I am very concerned, General, about Iran and the testing that
they are about and the implications of their future missile capa-
bility relative to the European theater and how that impacts our
responsibilities in the world.
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Would you enlighten us more about your thinking relative to
Iran, especially as a major target?

General O'REILLY. Yes, sir. Do you also want me to address the
question on the contribution of the allies?

Mr. LEwIS. Yes. We would like to hear it. Sure, if you want to.

General O’REILLY. Sir, the most effective defense is not by look-
ing at a map and see if it is covered or not. It is actually a side
view. To have effective missile defense you need at least two shots
at a target. You would like them to be from two different systems,
so that if you have countermeasures in something and you can
spoof one, you can’t spoof the other.

If each missile system has, per se, a 60 percent probability of de-
stroying the target that it is launched at, you put those two to-
gether and you now have an 88 percent probability of killing it as
it comes in. You add a third layer and you get high into the 90s.
Therefore, we want layered missile defenses.

Our proposal for Europe is the upper tier where we have the ca-
pability, and the proposal is they would provide the lower tier. The
lower-tier systems, you need more of them than you do upper-tier,
so their net investment actually would be greater than ours if they
were going to cover Europe themselves.

Their current NATO policy is to protect their forward-deployed
forces.

They have just finished a NATO Ministerial where they are pro-
posing to defend the soil of Europe itself with their NATO Missile
Defense Systems. This proposal will go to a decision by NATO
heads of state in Lisbon in November.

My understanding—and I work with this every day—is we will
provide the upper-tier defense. They are going to have to provide
the lower-tier defense. Why do we do it in a classified session?

Mr. LEwiS. General, as you responded to Congressman Young’s
question about timing, when will this be available? I wasn’t—
maybe I missed it. I didn’t quite get your response in terms of the
actual time frame. You are in the process of development. You sug-
gested, I think, that we would have this capability operable some-
time near the end of the decade?

General O'REILLY.

Mr. LEwIiS. General O’Reilly, the person who said this will go
unnamed, but one of my colleagues has said he never saw a four-
star general with so little support behind him. Congratulations. I
am talking about numbers of people in the audience.

General O’'REILLY. Well, yes, sir, I am a three-star; thank you,
sir.

Chairman DIicks. He doesn’t need as much. Mr. Rothmans.

COOPERATION WITH COCOMS

Mr. ROTHMANS. Thank you, Mr. Chairman.

Secretary, thank you for all your outstanding work throughout
your career and in this matter in particular, and these matters in
particular. Secretary Gates, it was revealed in the general press,
had sent a memo back in January or February, I think, or maybe
it was December, encouraging greater planning and coordination or
upgrading of the planning and coordination for a military contin-
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gency option against Iran should diplomacy and sanctions fail. And
that got a lot of attention recently in the press.

I actually had asked him that in this subcommittee’s hearing in
April of 2009, in open session, and he and Admiral Mullen at the
time said that they were confident they have the capabilities and
were constantly working that offensive military option.

But I would imagine that part of an offensive military operation
would be a defensive capability, a simultaneous defensive operation
to protect the homeland or our forces in the region or our allies in
the region.

Are you working, coordinated with the offensive military missile
folks, in those kinds of contingency plans, Avis Iran?

General O’REILLY. Yes, sir, we are. Both EUCOM, the U.S.
Forces in Europe, under the command of Admiral Stauridis, and
CENTCOM under General Petraeus are both—we are working with
both of them to develop and modify and update their war plans
against the protection of our assets from a strike from Iran and the
offensive site. For example, our missile defense systems can, within
seconds of identifying a missile being launched, determine where it
came from.

So we are providing that data, we are integrating it into our of-
fensive command and control system. So they immediately know
that while the missile is still in flight, we have already launched
strike attacks against the point where it came from.

Mr. ROTHMAN. And, of course, we want to make sure that there
is not a conflict between our offensive and defensive systems. So
have you done exercises so that your defense of launches are not
misinterpreted by our offensive folks? I know in Operation Juniper
Cobra—from what I have been told and read—that you had in
Israel in 2009, where you coordinated that kind of information-
sharing between the Israelis and the American forces so that they
weren’t shooting at each other’s rockets, et cetera. Do we have
that—have we done that with our own forces?

General O'REILLY. Yes, sir; extensively with simulations sup-
ported BY MDA with EUCOM and CENTCOM. The same com-
manders that are in charge of the missile defense assets that we
have employed in other commands are the same commanders that
have the offensive capabilities. So at the top and their staffs, they
are responsible for developing both plans so it is integrated.

COOPERATION WITH ISRAEL

Mr. RoTHMAN. Right. And then regarding Operation Juniper
Cobra, from what I understand it was at an unprecedented level
of cooperation and showing of strength and commitment of re-
sources and that it went well; but nothing goes perfectly, and that
there were lessons to be learned and there is a review going on.
There is some issue as to whether the U.S. is sharing the lessons
learned and the mistakes with the Israelis and vice versa.

Can you comment on that?

General O'REILLY.
missile coming in, we immediately provide that data to the Israelis.

Mr. RoTHMAN. Two last questions, and I will leave him with the
questions, if I may, just the questions. You say one of the two big-
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gest challenges you face—and this is from your written testimony—
are reliable targets.
General O'REILLY. Yes, sir.

AEGIS INTERCEPTORS

Mr. ROTHMAN. And the last question would be, we need more of
these Aegis ships and missiles. Are you comfortable with the budg-
et for more ships and more Aegis missiles and your targets that
you say are your number one priority?

General O'REILLY. No, sir. I am not comfortable with the number
of standard missiles. We need more today. It takes 2 years to build
one, though. And the decision in 2008, the proposed budget, was to
build a total of 105 standard missiles, total. Today we are asking
for funding for 431. The problem is

Chairman Dicks. Is that fiscal year 2011?

General O’REILLY. It starts in fiscal year 2011; yes, sir.

Chairman Dicks. Four hundred five?

General O’REILLY. I think it is 435 SM-3s and 431 THAAD mis-
siles across the FYDP. It starts the production line. The problem
is it takes 2 years to build the first missile.

So because of the decisions made in 2008, we could use many
more missiles than we have today. The Joint Staff is conducting,
with all the combatant commanders in the services, a capabilities
mix study. The study will determine what the ultimate number is,
so that our next year’s budget can have that in there. But we know
we need to ramp up, and we are doing that under this budget as
quickly as we can.

But, again, we need to test first and then put into production
these new missiles.

STANDARD MISSILE

Chairman DICKS. On this point, why don’t you describe kind of
in a general overall sense, how we are going to do this missile de-
fense and where the standard missile fits into this?

General O'REILLY.

That standard missile, we made the determination it works very
well on an Aegis ship. If you just take it off the ship and put it
on the land, you don’t have to do very much development. It is
mainly the building itself and the structure. And if you put it on
the land, now we have a land-based capability equivalent to a Navy
capability and, more importantly, the sailors are trained. The logis-
tics system, the worldwide logistics system, is there. There is a sav-
ings of billions of dollars to have this same missile system on the
land as you do at sea.

But more revolutionary is the Joint Chiefs approved earlier this
year that the Navy would be the lead service for the land-based
SM-3, which will be the first time that the Navy is operating and
fully responsible for a land-based weapons system. The Army fully
agreed with that.

The problem the Navy had was, with all their sailors at sea for
Aegis, they did not have the type of shore assignments where they
could rotate them. The Chief of Naval Operations now has land as-
signments and sea assignments which will help retention, it helps
training, it helps across the board. So we thought that this was a
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very prudent way to move forward to have land- and sea-based ca-
pability, same command and control. Where the sailors walk into
a room on a land-based SM-3, it looks identical to the way it does
on a ship.

And when we have remote locations such as Guam, Okinawa,
Diego Garcia, and other places in the past that have been problem-
atic to station a ship near them, we can now permanently put one
of these land-based SM-3 sites—or, as the Navy calls them, Aegis
ashore—and you have now that protection.

Mr. YOoUNG. When will this global defense system be in place or
be available to use in the event of an attack?

General O’REILLY. Sir, the first capability is against medium-
range ballistic missiles, 3,000 kilometers or less, and that will be
deployed in 2011.

Mr. YOUNG. Is that worldwide?

General O’REILLY. No, sir. Until this budget is requested, we are
requesting at least 37 ships, and, between THAAD and Aegis,
about 800 interceptors. By 2015, we should have the capability now
that we can start deploying around the world against MRBMs. We
need the Japanese missile that we are working with the Japanese
by 2018. And by 2020, we will have had many independent re-
views. We believe we will have the capability to develop a missile
{,)hat can destroy ICBMs from a ship or one of these forward bases

y 2020.
Mr. Dicks. Mr. Frelinghuysen.

CHINA AND BALLISTIC MISSILES

Mr. FRELINGHUYSEN. Thank you, Mr. Chairman.

Just within the last week, for the first time we have revealed a
lot about our nuclear stockpile. It will be interesting to see whether
the Chinese and Russians will be willing to go through the same
full measure of public disclosure.

My question, sort of general question, is what do we know about
the Russians’ and Chinese offensive ballistic capability? Do we
know how many missiles they have? I assume we have done the
intel on that?

General O'REILLY.

Mr. FRELINGHUYSEN. The view here oftentimes is what the Chi-
nese have is crude, and often we say that about the North Koreans.
But some people sort of have a different take on it. It impacts their
moving fairly rapidly with the development of their missile pro-
gram, particularly the Chinese. There continue to be stories circu-
lating in the media that China is working to modify their land-
based B—21 ballistic missiles.

General O'REILLY. Yes, sir.

Mr. FRELINGHUYSEN. To potentially use against our carrier as-
sets. Can you talk about that? I understand the idea is to have a
satellite or over-the-horizon radar or maybe a UAV guide these
heavy missiles towards our carrier groups at very high speeds. We
have a range reportedly of about 2,000 kilometers, so that would
make our fleet out there or our ships out there fairly vulnerable.
And more importantly, do we have the ability to protect the carrier
groups that are out there?

General O'REILLY.
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Mr. FRELINGHUYSEN. This is idiocy.

General O’REILLY. We have looked at that extensively in the
past, us and the Navy. It is very cost-prohibitive. It is very com-
plex. We are not looking at using submarines to launch GBIs.

Mr. Dicks. Not offense.

General O'REILLY. I was referring to defensive missiles.

Mr. Dicks. I think what you are suggesting in the START agree-
ment is that the number of launchers, you use some, but I know
of no system that you would use off a submarine as a defensive sys-
tem against——

General O'REILLY. We are not pursuing that.

Mr. FRELINGHUYSEN. But we are limiting on the offensive side.

Mr. Dicks. Both sides are coming down. I mean, to answer the
gentleman’s points, any of these acts that you are talking about
would be an act of war, and we have our whole, you know, strategic
term that would—they are going to have to contemplate that they
are going to be retaliated against, massively and overwhelmingly,
if they were to launch such an attack.

bl\i[r. FRELINGHUYSEN. My point is that there is a degree of vulner-
ability.

Mr. Dicks. One thing that wasn’t mentioned, at least for the car-
riers, our ships’ defense systems. I mean Phalanx is not anything
to write home to mother about, but it is a final system that can
shoot down these missiles.

General O’'REILLY. Yes, sir.

Mr. Dicks. There are limits to its effectiveness. But there are
ship defense systems.

General O’'REILLY.

Mr. Dicks. Mr. Visclosky.

PHASED ADAPTIVE APPROACH

Mr. ViscLosKY. General, I would like to talk about the phased
adaptive approach, and part of this is just to clarify the program
in my mind, if I could.

You have the SM-3 block, and as I understand the relation of
Block 1, Block 2, those can be launched from land or sea; am I cor-
rect? I want to make sure I am clear.

General O'REILLY. That is our proposal, sir. We have tested the
standard missiles before from the land at White Sands so it is not
unprecedented. But that is what we plan to develop, the land-based
launchers, so we can deploy them—so you can launch the same
missiles at sea as you can on the land.

Mr. VISCLOSKY. Are they launched today on land or sea?

General O’'REILLY. Today they are launched at sea on destroyers
and cruisers.

Mr. VISCLOSKY. And the proposal would be to have them also be
adaptive—I guess that is the “adaptive” word there—on land as
well.

General O'REILLY. Yes, sir. The “adaptive” word is we can move
them if we find a threat changes in the future. It takes a couple
of months to disassemble the whole deployment and move it to an-
other location if we see some in the future.

Mr. ViscLOSKY. And also, obviously, there are multiple at sea.

General O'REILLY. Yes, sir.
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Mr. VisCLOSKY. On the Ground-Based Interceptor, that is land
exclusively. That is not launching from sea.

General O'REILLY. That is correct.

Mr. ViscLoskY. The SM-3 is for short and intermediate inter-
cepts essentially?

General O’REILLY. Sir, there are several variances of the SM-3.
The SM-3 IA is for short—which is up to 1,000 kilometers—and
medium range, which is up to 3,000 kilometers.

So the SM-3 TA and IB will be to engage targets up to 3,000 kilo-
meters, the range of the target, 3,000 kilometers. And the SM—2s
would be able to handle targets of 5,000 kilometers, the IIA and
the IIB ICBMs.

Mr. VISCLOSKY. So the A and the B in Block IT would be modified
to be long-term interceptors as well; or would it be A is short and
medium, and A is long term?

General O’REILLY. The SM-3 I series is the short and medium
range. The SM-3 ITA would be against IRBMs up to 5,500 kilo-
meters, and the SM—-3 IIB would be ICBMs, 12,000 kilometers.

Mr. DIcks. Are these the ones that are under development with
the Japanese?

General O'REILLY. The IIA is.

Mr. Dicks. But not the IIB.

General O'REILLY. Not the IIB, sir. That is a new missile start.

Mr. ViscLoskY. That is not under development currently. It is a
proposal?

General O’REILLY. We are going through the technology today of
verifying the high-risk parts which we believe we have in hand, the
high-risk technologies for the next 2 years for the IIB, and then we
would start a formal program start after that.

Mr. ViscLosKY. And the ITA would still be adaptable for short
and intermediate intercepts?

General O'REILLY.

Mr. ViscLOSKY. And B would be long?

General O'REILLY. Yes, sir.

Mr. ViscLosKY. There is no further development or changes pro-
posed for, then, the Ground-Based Interceptor, which is long range?

General O’'REILLY.

Mr. ViscLosky. What about the missile itself?

General O'REILLY.

Mr. ViscLOSKY. General, if I could follow up. You are not in those
upgrades looking to also make it a sea-launched system, though?
GrGeneral O'REILLY. No, sir. We have no plans for a sea-launched

BI.

Mr. ViscLoskY. Then the question in my mind, understanding
that the Block IIB is not yet developmental—you are looking at
it—why proceed with that if you are upgrading your current land-
based system?

General O’REILLY. Sir, it is a quantity. A GBI costs about $70
million apiece. The estimate for a IIB would be on the order of $15
million.

Mr. ViscLOSKY. One-five, 15?

General O’REILLY. One-five, yes, sir.

And the difference is the GBlIs, if we are going to add a new
silo—if we found out we needed more GBIs, it takes 5 years to ex-
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pand a missile field. The ships at sea, we are building these new
missiles so they fit in the existing launcher systems. So a cruiser
has 120 launching cells on it. So we can put up to 120 missiles,
four times as many as we have in Alaska——

Mr. VISCLOSKY. Short, intermediate, and long?

General O'REILLY. Yes, sir.

Mr. ViscLOSKY. On your land-based, that would also hold true,
$15 million per copy?

General O'REILLY. Yes, sir. That is the II—what we refer to as
the IIB and ITA. They are about $15 million, is our estimate.

Mr. ViscLOSKY. If you have a missile that is long-range and one
copy—of course you haven’t built one yet—that is $15 million and
the other $70 million, what is the cost disparity when I am com-
paring apples and apples; that is, land-based IIB and the land-
based GBI?

General O'REILLY.

Mr. VISCLOSKY. So the upgrade, then, to the GBI is not nec-
essarily to increase their quantity but to make sure, as long as you
have that investment in them, it is an effective investment, then
you keep them effective. If you have additional quantities, you go
with the IIB that you have in your proposal.

General O’'REILLY. Yes, sir.

Mr. ViscLosky. I know I don’t have a lot of time.

If the IIB, you have not started development but obviously you
have a plan for and you have a cost assessment for it, will there
be a time when you need more of—will you need at some point
some of the additional GBI in the interim until all of this is built?

General O’REILLY. Sir, there is a threat uncertainty. Our current
plans, we are going to procure 52 missiles, GBIs, and five addi-
tional booster stacks. Now, that is what we are proposing. With
those 52, we are going to be flight-testing some of them. By 2020
when we have planned on fielding the newer missile, we should
have 36 GBIs at that point. If we find we need more, we are going
to be in production until 2016. So we have 5 more years to continue
to assess the intel and determine if we need more.

We don’t want to get into the situation I am in today. Our last
time we bought a GBI was 2006. Our production is stopped on most
of the vendor base, and I have to restart it next year, which I am.
But we are trying to make—allow decisions to be made in the fu-
ture before we shut down that production line again.

Mr. ViscLoskY. Which—industrial base would be a concern. But
I know my time is up, and I thank the general and the chairman.

Mr. Dicks. Mr. Tiahrt.

ALT B FUNDING

Mr. TIAHRT. Thank you, Mr. Chairman, thank you for your sup-
port for the Missile Defense Program. I think you have been a
great visionary.

One of the things I would like to pick up on what Mr. Rothman
talked about and the cooperation with Israel. They are developing
great new technology over there. In fact, you can’t buy a new com-
puter today without the incorporation of some ideas that originated
in Israel on processing. And I think there is a great deal of syner-
gism that we could gain by close cooperation. So if there are any
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problems with that cooperation, I have got to join with Mr. Roth-
man in trying to smooth the bumps in the road, because I think
it gives us an advantage on defense issues as well.

There is something that happened last year that I want to point
out to you. The ABL is about 12 years old. Last year, the optics
needed to be recoded. It took 6 weeks to get a supplier up and run-
ning. So there was like a 6-week delay. It is an indication of how
our national defense industry base is shrinking and making us
more vulnerable.

While this is occurring within the United States, our own Pen-
tagon is looking outside the United States as a supplier. You have
heard a lot about the tanker program where they are trying to buy
a French tanker and put an American paint job on it and call it
American. And even though this is a country that I don’t think we
can fly over today to get our men and material to Iraq and Afghani-
stan, I am very concerned about this outsourcing of our national se-
curity.

We are also doing it through a program called Imminent Fury,
where we are going to Brazil for aircraft which have a competitor
that is made right here in America. So again, we are outsourcing
our national defense base, and I think it is very ill-advised. And
this ABL program is an example.

When you are in confrontation, you can’t afford a 6-week delay
or 6-day delay. And we have seen this in the Gulf War, Japan dis-
appointed us by delay. In Operation Iraqi Freedom, Belgium dis-
appointed us with a delay in war materials. So we can’t make our-
selves more vulnerable. And I think the committee needs to know
that by diluting our defense industrial base, we are making our-
selves more vulnerable.

And I don’t think any of you are going to run for reelection on
the platform that we are going to increase the employment in
France when we have got almost 10-percent unemployment in
America; or we are going to run on the platform of increasing the
employment in Brazil when we have got almost 10-percent unem-
ployment in America. So we need to be very concerned about this
outsourcing of our national security, whether it is Imminent Fury
or an air refueling tanker or the ABL program.

For us to now cut back the funding on this program concerns me
greatly, especially in light of all of these advancements you have
made in technology, in compressing the package carrying.

If the Department was provided with the same level of funding
as last year, which would be an additional hundred million, I be-
lieve, how would that money be spent and how would we use that
to progress the program and the technology?

General O'REILLY.

Mr. TIAHRT. Please explain to the committee what the 98 or 99
million will buy in 2011 that we have in program now. Is that just
the one test you are talking about?

General O’'REILLY. The one test, but the 1-year program. The one
major test, but we have a lot of smaller tests.

Mr. TIAHRT. The hundred million would get the smaller tests, the
advanced?

General O’'REILLY. Yes. And a part of that does pay for the newer
laser work going on at Lawrence Livermore.
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Mr. TIAHRT.
General O'REILLY.
Mr. TIAHRT. I think I want to emphasize the need for increased
testing because of the versatility of this weapon. And we just are
thinking, you know, how many kilometers away and all of this. But
by increasing the testing, I think the capability will dramatically
increase. And if you take it to—you know, using my imagination,
I can imagine the capability in the back of a Humvee, and it can
protect a platoon, at the platoon level, from incoming objects like
a handheld rocket. So it has great potential as we compress it fur-
ther, and I think that can be revealed.
Mr. Dicks. Mr. Hinchey.

COUNTERFEIT PARTS

Mr. HINCHEY. Thank you very much, Mr. Chairman.

I think you made a very good point, as everybody else did here,
but I want to express my agreement with you of the kinds of things
that—what you were saying and why I think it needs to be done.
So if there is anything I can do to work with you on that, I would
be happy to do that.

General O’Reilly, thank you very much. Thank you for every-
thing you are doing and the opportunity that we have to under-
stand this situation much more clearly.

The safety and security on this planet is diminishing, and it is
something that really has to be dealt with more effectively, includ-
ing diplomatically. But that is another issue here that really has
to be addressed.

The safety and security issue with North Korea and Iran, it is
just remarkable why they would be engaging in the capabilities
they are engaged in, when, if they were to do anything militarily
dramatic in the context of this, it would be a disaster for them. No
question about it.

And of course the safety and security issue was demonstrated in
New York just a couple of days ago, and we know that kind of situ-
ation that we are likely to continue to see over time, and it is some-
thing that we have to be very, very careful about and very, very
intensive about.

I wanted to ask you a technical question. It has to do with a
number of things, including a company in a district that I rep-
resent, Endicott Interconnect Technologies, working with the De-
partment of Defense.

The situation basically is this: Last year, the New York Times
reported that despite a 6-year effort to build trusted computer
chips for military systems, the Pentagon now manufacturers in se-
cure facilities run by American companies only about 2 percent of
the more than $3—1/2 billion of integrated circuits that are bought
annually for use in military gear. And the effectiveness of that
gear, the reliability of it, is something that is obviously very impor-
tant.

So recently the GAO released a report regarding counterfeit
parts and the potential of such parts to potentially seriously dis-
rupt the Department of Defense supply chain, do other things like
delay missions and affect the integrity of weapons systems.



162

The report found that the Department of Defense is limited in its
ability to determine the extent to which counterfeit parts exist in
its supply chain because it does not have a Department-wide defi-
nition of the term “counterfeit” and a consistent means to identify
instances of suspected counterfeit parts.

Apparently, while some Department of Defense entities have de-
veloped their own definitions of “counterfeit,” these can—they vary
on the context of the definitions that are being put out there. Two
Department of Defense databases that track deficient parts—and
they are those that do not conform to standards—are not designed
to track counterfeit parts. A third database can track suspected
counterfeit parts; but according to officials, reporting is low and
that reporting is low due to the perceived legal implications of re-
porting prior to a full investigation, reporting something that you
may not have all of the information about, so are you going to re-
port it in any case before you know everything about it. Well, that
is just one aspect of what is now a deeply complicated set of cir-
cumstances here. And it has to do a lot with security.

So I am wondering to what extent you may have looked into this
and may have understood this situation.

Has the MDA been impacted by counterfeit parts? Does MDA
have its own definition of counterfeit? And what anti-counterfeiting
measures are being considered by MDA?

General O’'REILLY. Sir, first of all, that GAO report cites us as
one of the organizations that is aggressively pursuing counterfeit
parts. We do have a definition of counterfeit parts, and it is both
not building the part to the exact design that was proposed in our
approved designs for our components of our missile systems by our
prime contractors, but also built by someone different than was
originally identified when we approved the design. So that is our
definition of counterfeit parts: change the part or been built by
somebody differently. So we hold our prime contractors accountable
for that.

Yes, we have been affected. Yes, we have called in the FBI. Yes,
the Justice Department has pursued them. And so yes, sir, we do
see it as a growing problem.

Mr. HINCHEY. So to what extent do we have or to what extent
is the reliability of this situation increasing, do you think, over re-
cent time?

General O'REILLY. Sir, we have been aggressively pursuing them.
I have inspectors in almost every one of the plants. So does the De-
fense Contracting Agency. A lot of our reporting, though, of this is
actually coming from our prime contractors themselves or major
subcontractors. These counterfeit parts are not coming from large
companies, but it is the smaller ones.

What we have added in is additional screening. So we test the
first thing, to identify if something is not operating right, when you
take the component. Years ago, we had—in order for acquisition re-
form and reducing the cost of acquisition, we had removed some of
those tests. We have installed those tests back in to do more parts
screening when they come in.

And second of all, it is a crime and we do pursue that.

So through inspection, making it a contract requirement, and our
prime contractors themselves have been vigilant.
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Mr. HINCHEY. Is it generally considered to be a serious situation
where you have essentially 98 percent of the products here that are
being manufactured, apparently, in places outside of the country,
and the reliability of the integrity of these operations comes into
question? Is the situation concerned about; is it being looked into
effectively? I know you just mentioned some of the ways in which
it has been.

General O’'REILLY. Yes, sir. It is a concern. Screening is the first
order we do to protect at the piece-part level to catch them when
they are coming in, but more is needed.

Mr. HINCHEY. Is there any potential for this operation, or is it
significant enough to have it be focused in the context of being
manufactured here in ways that can be seen more effectively?

General O’REILLY. Sir, that obviously is a viable solution that
would solve that. Some of our counterfeit parts, though, we have
found in the past some of them are from U.S. entities, and the Jus-
tice Department has taken over at that point. We have had to rede-
sign parts of a component and go procure them from somebody
else. But it is not just overseas; it is U.S. too, where we have run
into this problem.

Mr. YoUuNG. Will the gentleman yield?

This is a field I have cared for for a long time. We all know the
technology exists in the world to embed programs into certain types
of electronics, certain types of technology that could cause a failure
or a disruption of the system.

And as Mr. Hinchey and Mr. Tiahrt have raised the issue of for-
eign producers or counterfeit producers, are we vulnerable to hav-
ing that type of attack made against us by embedding something
that we can detect but an enemy could disrupt our missile with one
of those embedded programs?

General O'REILLY. Sir, as far as a foreign component, we prohibit
the use of foreign components by any of our contractors unless we
provide them a waiver. And the waiver is not just the Department
of Defense, but the Department of Commerce also. So we go
through a process. It has to be a trusted source. We have trusted
sources in the U.K. Obviously, this is something that we work very
closely with the Japanese in our development with the SM-3 IIA.
We do have processes to provide waivers, but without a waiver,
they cannot use a foreign piece-part in any of our systems.

Mr. Dicks. Mr. Kingston.

Mr. KINGSTON. General, that just seems outrageous to me. And
it would appear to me that within your Department that there
would be equal outrage; in fact, that your outrage would be bigger
than our outrage in terms of anybody selling counterfeit parts to
a missile system so important.

Do you feel it? You don’t strike me as a real emotional guy,
which is good. But is anybody there pounding the desk and saying
this is—somebody has got to go to jail?

General O'REILLY. Sir, our process for that is, first of all, we turn
it over to the Justice Department. Second of all, we prohibit them
as a supplier to the Defense Department, immediately to MDA. We
submit them to be a prohibited supplier in the future. So what we
try to do is put it out of business.

Mr. Dicks. Will the gentleman yield on this point?
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Has anybody been put out of business?

General O’REILLY. We have—sir, I know of several incidences a
couple of years ago. I can provide you the data on that.

Mr. Dicks. That would be good.

[The information follows:]

MDA has experienced several instances of counterfeit parts. For example, a coun-
terfeit operational amplifier, which can be used on multiple MDA systems, was iden-
tified on MDA hardware during testing. The failed part was found on a circuit board
supplied by a subcontractor. It was later determined that the subcontractor pur-
chased these parts from a parts broker who was not authorized to distribute parts
by the original component manufacturer. In another instance, a counterfeit micro-
circuit, which can be used on multiple MDA systems, was identified on MDA hard-
ware. MDA’s visual inspection showed that the part was resurfaced and remarked,
which prompted authenticity testing. Tests revealed surface scratches, inconsist-
encies in the part marking, and evidence of tampering. These parts were purchased
from a parts broker who was not authorized to distribute parts by the original com-
ponent manufacturer.

MDA reports instances of counterfeit parts to the Department of Justice (DOJ) for
criminal investigation and possible prosecution. In October 2009, DOJ announced
that it had indicted three individuals in connection with sales of counterfeit elec-
tronic components through several distributors, including MVP Micro, Red Hat Dis-
tributors, Force-One Electronics, Becker Components, and Pentagon Components. In
January 2010, one of the defendants pleaded guilty to charges of Conspiracy to Traf-
fic in Counterfeit Goods and Defraud the United States and to the Trafficking in
Counterfeit Goods. MDA also issued a formal advisory to its program offices to de-
termine whether there had been any other parts procurements from these distribu-
tors and confirm that these entities had been removed from all Approved Vendor
Lists at the contractor and subcontractor level.

Counterfeit parts are addressed as part of MDA Parts, Materials, and Processes
Mission Assurance Plan which includes instructions on part selection, procurement,
receipt, testing, and use of parts. MDA further has applied DOD’s item-unique iden-
tification technology that provides for the marking of individual items. In addition,
MDA issues formal bulletins that alert MDA staff of counterfeiting techniques and
how to detect them.

Mr. Dicks. Also, what is their excuse? What do they say when
they are confronted with this?

General O’'REILLY. Sir, we deal with the prime contractor. I don’t
know. It is a criminal act and we turn it over to the Justice Depart-
ment. We then immediately find a new supplier and change the de-
sign if we have to avoid ever using those components again.

Mr. Dicks. But you are not getting a new prime. You are just
getting a new subcontractor.

General O'REILLY. Yes, sir.

Mr. KINGSTON. It would seem to me that the prime contractor
would have some vulnerability.

Mr. Dicks. He is the one that selected the prime—the subcon-
tractor, right?

General O’'REILLY. That is right. Sir, this is a problem that we
deal with in the Department; that is the use of cost-plus contract.
A cost-plus contract is intended in order to say that there is a risky
technology or something we are pursuing that is not mature. And
instead of the contractor absorbing the whole risk, the government,
for most risky technologies, like a lot of the missile defense ones,
we share the risk of them proceeding in a risky development. It
was never intended, but there is no distinction in our contracts
today, our older contracts, to distinguish between a legitimate de-
velopment risk and negligence or a defect.

And so our new contracts that we are moving forward—and we
are reviewing $37 billion in contracts right now—our new con-
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tracts, we are aggressively using fixed-price contracts where we
can; which means when you spot counterfeit parts it is on the
prime contractor to pay for the impact of that.

And we are also adding in defects clauses.

HOMELAND DEFENSE

Mr. KINGSTON. I want to move on a little bit.

I want a Rotary Club takeaway here. When we move from agri-
culture to education to health care to ballistic missile defense, what
would you say in terms of your number one goal, defending the
homeland against a limited ballistic missile attack, where are we
on the scale of 1 to 10, 10 being 100 percent secure?

General O’REILLY. Sir, we have conducted three out of three suc-
cessful tests of a geometry that shows missiles being launched from
North Korea and our interceptors coming out of Alaska. That is the
tests where we launch the interceptor—the target out of Kodiak
and we launch out of Vandenberg. We have shown it is technically
viable.

The Director of Operational Tests and Evaluation has calculated
that to have a statistical confidence you would need to repeat that
test 17 times, and each test is over 200 million.

So I think what is more critical is when we are going to complete
the testing on these systems—and that is what our integrated mas-
ter test plan does—to validate our models so we can run thousands
of runs in order to get a high confidence level in this capability.

We know we have capabilities, sir, but I can’t quantify like I
would like to be able to of what that probability is.

Mr. KINGSTON. Two hundred million dollars just for one test?

General O'REILLY. For a GBI test, yes, sir. Again, we are now
testing at greater ranges. The latest one was $279 million. We were
launching out of the Marshall Islands and the intercepter out of
Vandenberg.

Mr. KINGSTON. If you were going to guess where our biggest
threat is, what would you say, what could be—fast forward in the
tape if you could make a prediction.

General O'REILLY. In defense, sir?

Mr. KINGSTON. Yes

General O’'REILLY.

Mr. KINGSTON. Would it come from a rogue nation or where
would it come from?

General O'REILLY. Sir, our concern is they are being sold on the
arms market. So they do not discriminate. So nonstate actors do
have a potential to have these.

NATO BMD FUNDING

Mr. KINGSTON. Okay, then I have one more question, Mr. Chair-
man.

I wanted to know on the European contribution, you had said
they do the first level.

General O'REILLY. That is the proposal, yes, sir.

Mr. KINGSTON. And how much is that in terms of a percent of
the total of their defense? What is their lift compared to American
taxpayers?
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General O’REILLY. Sir, our rough calculation of the value of the
missile defense assets they own today, and several countries do, is
about $2 billion that they already procured.

Mr. KINGSTON. What would be the total defending Europe—and
I understand it is not just defending Europe—but defending Eu-
rope, what is the total price tag for that?

General O'REILLY.

Mr. KINGSTON. I am really worried about the dollars here.

General O’'REILLY. They need a lot more of them.

Mr. KINGSTON. But we are spending $12 billion. What are we
proposing that they spend?

General O'REILLY. They would have to make a determination of
what they want to protect at that lower level. And that is what is
going to occur in the Lisbon Summit, between the heads of states
of NATO. Today they haven’t declared that they will protect terri-
tory of Europe, and that is a first step.

Then the second step—and NATO does have studies going on
looking at what is the priority of what they are trying to protect
and their investment strategy.

Mr. KINGSTON. At Lisbon, if they vote not to participate, what do
we do with the upper tier?

General O'REILLY.

Congresswoman Kilpatrick.

STRATEGY BALLISTIC MISSILES

Ms. KILPATRICK. Interesting discussion. I think I am trying to
visualize.

Let me ask you this: What missile system is the strongest de-
fense system in the world? What countries?

General O’'REILLY. For missile systems?

Mr. Dicks. Are you talking about offensive or defensive?

Ms. KILPATRICK. How can you separate them?

General O’REILLY. Offensive, the threat missiles, if you remove
the United States——

Ms. KILPATRICK. I don’t want to remove them.

General O’'REILLY. The country that has the most missiles today
is Russia; the second country is the United States; and the third
is China.

Ms. KIiLPATRICK. Do you base my question on the number of mis-
siles they have or the best defense system that there is?

General O’'REILLY. Our intelligence estimates look at the effec-
tiveness of the threat. So it is the most egregious threats are the
ones that have the most potential.

Ms. KILPATRICK. So which is the best system of the three that
you named?

General O'REILLY.

Ms. KILPATRICK. So U.S. in that regard.

General O’'REILLY. For offensive strategic accurate weapon.

Ms. KILPATRICK. And Russia would be how in that same sce-
nario?

General O’'REILLY.

Ms. KiLPATRICK. And Russia is now our friends. We work with
them. They are one of our allies, are they not?
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General O'REILLY. They are not an ally, but we do work with
them. We have agreements that we do surveillance on each other’s
systems. So we do know—and they do inform us and they have
done that—every time they move their systems.

Ms. KILPATRICK. So we have a working relationship, say, not al-
lies. What would they be to us? We use their parts.

We meet with them. We discuss the security thing.

General O'REILLY. We have an ongoing open dialogue for years,
going back to the original STARTs. We exchange data back and
forth on our systems.

Ms. KILPATRICK. I am trying to move to Iran and North Korea
and all of them.

Is Iran—you didn’t name them in that top three. Do they have
the capability that the other three that you mentioned have?

General O’REILLY. No. They are pursuing it, is our intelligence
estimate. So are the North Koreans. But, no, they don’t today.

Ms. KILPATRICK. Okay, so that is good. They are still in testing,
then. They are trying to get there.

General O'REILLY. They are trying to get there.

Ms. KILPATRICK. So between Syria, Iran, China, North Korea, we
have better offensive and defensive missile defense systems than
they at the current time?

General O'REILLY. Yes.

Ms. KILPATRICK. If we use some of our other partners—I guess
Russia would be one of those—does Russia have the same relation-
ship with Iran and North Korea that we have? Are they in that
realm? They agree on some things and some things they don’t, or
are they like our country?

General O'REILLY. They do have ongoing dialogues and relation-
ships with both North Korea and Iran.

Ms. KiLPATRICK. Then on the video that we saw, the laser. Does
it operate in bad weather, in clouds? Is any of that interrupted?

General O'REILLY.

Ms. KiLPATRICK. How much is it going to cost to develop that
testing? We want to get you what you need. Is it in addition to—
in our Congress, everyone wants to cut the Defense budget because
it is the money that we need to secure, and I am for securing as
much as we need.

Is the phase-in 2014 that you mentioned, 2015, going to mean
that we can reprogram some old money, or is it all new money that
we are talking?

General O'REILLY. It is all new money that we are proposing in
this budget. However, there are two reprogramming actions on the
Hill here today right now; one to complete the missile field in Alas-
ka to provide us the eight additional silos to give us some addi-
tional hedge for the future; and the other is to upgrade more Aegis
ships to BMO capability sooner. So those actions are on the Hill
today.

STANDARD MISSILE—3 IIB DEVELOPMENT

Ms. KILPATRICK. I commend you for your knowledge, and the
physics background that you have obviously helps that.
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Lastly for me, if there was one thing that you would ask this
committee to do or support in your capacity as Director of MDA,
what would that be?

General O’'REILLY. I believe it is the support for the SM-3 IIB
missile. And the reason for that is that regardless of the intel-
ligence estimates, my concern is these technologies are out of the
box. People are aggressively working on long-range mobile missiles
and they have shown over and over again they are willing to sell
them to anybody who will buy them.

So it may not be this decade, but it would be hard to say it
wouldn’t be the next decade that we could face threats from all di-
rections. We have to convince these people it is not worth even pur-
suing. And therefore having missiles like an SM-3 II8 that could
shoot down a missile over a country that is launching the missile
would deter them and persuade them, like we have done with their
air forces, to stop investing in these missiles.

Ms. KiLPATRICK. Thank you very much.

Thank you, Mr. Chairman.

Mr. Dicks. Now I want to recognize Mrs. Granger, and I notice
that she has an apple there.

And General, can you tell us why that apple is there?

General O'REILLY. My mother taught me to always bring an
apple and give it to your teacher. And believe it or not, I don’t
know what the odds are of missile defense, but the odds here are
pretty high.

Should I say how long ago it was, ma’am?

Mr. Dicks. That is one thing you don’t. Strike that from the
record. If you were both much younger.

General O'REILLY. A few years ago I was briefing Congress-
woman Granger and she asked me where I was from, and I in-
formed her I was from her district. And then she asked me where
I went to high school and where my parents lived. And it became
quickly apparent that we have known each other many years ago
when I was 16, and I don’t know how old she was.

Mr. DIcks. But she was the teacher, right?

General O'REILLY. Yes, sir. Congresswoman Granger was my
high school English teacher, I believe my junior year in high
school.

Mr. Dicks. You told us that she vigorously corrected your papers.

General O’'REILLY. You may think I am worried about these ques-
tions that committees ask. I am worried about having my former
English teacher correcting my grammar.

ARROW-3 DEVELOPMENT

Ms. GRANGER. When you were talking about the defense of Eu-
rope and you said, “We are going to have to propose,” and so I was
going to come back to you and say, Does that mean they haven’t
decided not to? Then you told us about the Lisbon Summit, so we
will watch that very carefully.

I want to ask you to go back to something that we have talked
about, you and I talked about, and that is the critical importance
of the relationship with the U.S. and Israel. And I want to ask you
about the Arrow-3 program and how that is progressing and the
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challenges it presents and how we are coming along with the
project agreement.

General O'REILLY.

So we have a program laid out with them that very systemati-
cally monitors their progress, and we do assist with them, and U.S.
companies like Boeing are participating with them on this pro-
gram.

Ms. GRANGER. I was aware that it was more costly and going to
take more time, but they are absolutely committed to it. So I thank
you.

I would suggest to anyone—I did, because I am his former teach-
er, and because I wanted more information. You gave me a briefing
that was very helpful just generally on all of these missile pro-
grams and what they do. And it was very helpful to me in under-
standing and be able to then zero in on particular issues.

Mr. KINGSTON. Was he still trying to get extra credit? Is that
what this was about?

General O'REILLY. When I briefed her, she gave me a gold star
at the end. I was hoping there was no homework.

PHASED ADAPTIVE APPROACH

Mr. Dicks. Mr. Rogers.

Mr. ROGERS. General, some people are concerned that the new
Nuclear Posture Review weakens our missile defense efforts. In
2009, the administration scrapped the planned missile defense sys-
tems in Poland and the Czech Republic, coincidentally turning its
back on two very staunch allies in the effort to, I think, appease
Russia. Am I correct on that?

General O’REILLY. No, sir. When I was advising the Secretary of
Defense and others in this, our primary concern with the other pro-
gram is it takes 5 years to build the missile field. And if we found
we didn’t have enough missiles, we would be vulnerable for 5 more
years until you can upgrade the missiles.

So the concern was not enough missile defense. We needed to
procure or pursue a system that was more affordable, that could
in fact—because GBI cost 70 million apiece, the missiles we are
proposing now are between 10 to 15 million apiece. We project we
are going to need hundreds—instead of 10, hundreds of intercep-
tors in Europe if the threat emerges, as some of the intel pre-
dictions are.

Mr. RoGERS. Why did we scrap Poland and the Czech Republic?

General OREILLY. Sir, I was part of the—Under Secretary
Tauscher and Under Secretary Flournoy and I went to Poland the
day the President made the announcement.

When we landed at the airfield in Warsaw, the first thing we
saw was a London Financial Times telling us how the meeting
went that we hadn’t even held yet. There was a complete fabrica-
tion on what had occurred in the announcement. I was one of the
three that announced this to the Polish Government.

We listened for an hour respectively, as they were very upset
that we had left them hanging. And at the end of the hour, we then
explained to them we still want to put an intercepter system in Po-
land; and they looked at us and said, But that is not what we were
told.




170

And myself and Secretary Flournoy and Secretary Tauscher said,
“We are here on behalf of the President. We do want to have mis-
sile defense here. We are continuing our agreements on the deploy-
ments of Patriot and to put the command and control system we
had before.” And frankly, instead of having 10 interceptors in Po-
land, they could have as many as a hundred and

Mr. ROGERS. Where do we stand now? Are we going to have mis-
siles in Poland?

General O'REILLY. Yes. And they have agreed to that, sir.

Mr. ROGERS. And effectively, what will those missiles defend
against and whom?

General O'REILLY.

Mr. ROGERS. Well, again, the question is why are we paying for
the protection of Europe, especially those areas where we do not
have troops of our own or installations that we need to protect?
Why are we doing this? Are they going to help us with the costs,
the Europeans?

General O’REILLY. Sir, that, again—NATO is reviewing that
right now, and the first step is to agree to protect themselves. That
is the Lisbon Summit.

But, second of all, once you have this separate tier protection for
ourselves, it does have zones of about 2,000 kilometers. With Arti-
cle 5 and NATO, if we have a capability to defend NATO, we must
under the article launch our interceptors to defend NATO, which
is part of the indivisability of NATO that goes back to the very be-
ginning.

Mr. ROGERS. Well, will we be pushing NATO and/or the Euro-
peans to help pay the costs of these deployments?

General O’REILLY. Yes, sir. Two weeks, ago, I spent 4 hours, pri-
vately, with the Secretary General of NATO. He came to Colorado,
and we showed him all of our demonstrations and our simulations
and so forth, and we had very long discussions on what would be
the cost to NATO and what would be the changes in the command
and control and so forth, for them to have an Integrated Missile
Defense System.

Mr. ROGERS. So the Lisbon Summit will, hopefully, decide the
European defense posture; correct? Who pays for it, where the mis-
siles will be?

General O'REILLY. Yes, sir. Without their agreement to protect
themselves, and it is a U.S. commitment only, or bilateral, with
each of the countries.

Mr. ROGERS. Well, in September of 2009, the President intro-
duced what is called a Phased Adaptive Approach for missile de-
fense in Europe. What is that and what does it have in relation to
the Lisbon Summit?

General O’'REILLY.

The second step, then, would be the Phased Adaptive Approach.
As we are developing new missile capabilities with the SM-3 and
the THAAD and our forward-based radars, we will deploy the capa-
bility, as they are being tested and proven and accepted by the
services, first deployment in 2011, the second deployment in 2015.
And these deployments are geared by our intelligence estimates of
what range the Iranians can reach if, in fact, they are successful
in the development of their own systems.
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Mr. ROGERS. So this will be a NATO-run program, do you think?
General O'REILLY.

ALTB CONCEPT OF OPERATIONS

Mr. ROGERS. Now, in closing, a wholly different subject. In the
video, what is the planned protocol for stationing the aircraft, the
laser-armed aircraft, in a defensive situation? Obviously the plane
has to be fairly close to the launch phase, right? How would you
have those planes deployed on a routine basis?

General O'REILLY.

Mr. ROGERS. Well, on a worldwide mission, you are going to need
a lot of planes.

General O’REILLY. Sir, that is why this would be a great capa-
bility to surge. That is why we are proposing to have many dif-
ferent missile defense systems so that the combatant commanders
that I am working with today put the appropriate system against
the appropriate threat.

Chairman Dicks. Would the gentleman yield?

Mr. ROGERS. Yes.

Chairman DICKS. A possibility would be you would have planes
off of North Korea.

General O'REILLY. Yes, sir.

Chairman Dicks. Or off of Iran as a possibility. So if tensions
rose, we had some indication that they might do something, then
you could deploy these airplanes and you could attack a missile in
boost phase.

Mr. RoGERS. Well, that is what I am talking about. And, like
Iran, where to get close to a launch site that might be inside the
middle of Iran, I don’t know how you would be able to patrol close
enough to——

General O’'REILLY. Well, again it is what we call goal-tending
from hockey. If you know where the threat missiles are coming and
you know what you are trying to defend, and you have a mobile
defense, you can put the defense and put the aircraft between
where they are being launched and where they are going.

So we have an idea. We know what trajectories they would have
to use if they were going to threaten the United States. So we are
in their path, and we let them come towards us as well as shooting
them. That would be part of the strategy.

But, again, this would be more applicable to a system where,
when tensions rise, like many of our defense systems, we surge
them into an area and then you have, for a limited time, a very
high capability.

But to deploy them globally, constantly, we do not do that with
any of our defense systems because of affordability.

Mr. ROGERS. But I assume you would, for the moment. You
would be patrolling around Iran and North Korea, would you not,
if you had the capability?

General O’'REILLY. Sir, that is why we work with the combatant
commanders, and they would determine that capability because of
training and other things. That is why we went with an Aegis
ashore, where you can have a semipermanent protection and then
you have mobile systems, both sea and aircraft. They are not to act
as—our proposal is they are not to act as a permanent defense.




172

They are surged when they are needed because it would be cost-
prohibitive to keep them there constantly.

Mr. ROGERS. Final question. In your realism talk, what do you
think the distance, the range, will finally be of the airplane-borne
laser capability?

General O'REILLY.

Mr. ROGERS. Got you. Thanks, General.

Chairman Dicks. Mr. Rothman then has a final question.

Mr. ROTHMAN. Yes, sir, thank you, Mr. Chairman. I appreciate
it.

It is a two-part question. It is regarding the airborne laser and
part one is, how high will it fly? My concern is countries objecting,
certain countries to our overflying their territory, albeit at 400 kilo-
meters out. But what countries would those be, and are they all
friendlies who would permit to us overfly their countries, and how
high would they be?

Mr. ROTHMAN. Right.

General O'REILLY. And you could actually use the defensive sys-
tems of Japan in order to assist our aircraft. So it really does de-
pend on geometries, but what we are working for is to give the
combatant commanders this capability so that they can determine
the best use.

Mr. ROTHMAN. And so you build in—the SAMs will have a longer
range in the future,

General O’'REILLY. Yes, sir.

Mr. ROTHMAN. So at 50,000 feet we don’t care about overflight
rights?

General O'REILLY. Yes, sir, we do. And that is an issue that we
have today. But usually this is used in a time of war and when ten-
sions have risen and those are—we are given those rights

Mr. RoTHMAN. We have already identified those countries, the
racetracks?

General O’'REILLY. No, sir. We actually work with that all the
time. We have recently received overflight rights from the Russians
but it is a continual diplomatic dialogue.

Mr. ROTHMAN. Thank you, General. Thank you,

Mr. Chairman.

THAAD TESTING/PRODUCTION

Chairman DICKS. Let me just go through, give us a little update
on THAAD. How is THAAD doing?

General O'REILLY

The next two big decisions for THAAD is, number one, that the
Army formally accepts it and it will be transferred, the first unit
to the Army, and the Army will operate it, not MDA at that point.
That will occur in January; it is scheduled upcoming January.

Chairman Dicks. 2011.

General O’'REILLY. 2011. That will be the Army’s first fully oper-
ational THAAD unit.

I am requiring that they solve that before, in fact, we go to our
first full-rate production decision. The United Arab Emirates have
put in a request to purchase two THAAD units and a forward
THAAD-based radar at the cost of $6.9 billion, and their request
is to have a THAAD unit by 2014.
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Chairman DIcKS. Who is the contractor on THAAD?

General O'REILLY. Lockheed Martin is the developer of the mis-
sile and the whole system, and Raytheon develops the fire-control
system and the radar.

Chairman Dicks. How is Raytheon performing?

General O'REILLY. In the Raytheon area, they have performed
very well with their radar and their fire-control system on this.

PAC—3 INTEGRATION

Chairman Dicks. Okay, what about PAC-3?

General O’'REILLY. Sir, I currently do not have responsibilities for
PAC-3. That is an Army program. The Army is looking at, in dis-
cussions today, and has been asking us about a possible transfer
of PAC-3 back to MDA. And that is a decision that they are dis-
cussing at this time.

Chairman Dicks. What is the reason for that?

General O'REILLY. The approach to MDA used to be, back 5 years
and beyond, was that we would develop the technologies and de-
velop systems ready for production, and then we would hand them
off to the services and we would produce the systems. The decision
has been made since then, over the previous administration and
this administration, is that due to the constant need to upgrade our
missile defense systems as the threat keeps changing, I am now re-
sponsible for the lifetime of the systems, for the Navy systems, for
all of them, and PAC-3 had just matured early, or matured at the
point where it was transferred to the Army. Today it wouldn’t have
been transferred to the Army; just like Aegis and THAAD, stay
with the Missile Defense Agency.

So because of that, they are going back and looking at should
they revisit the decision on moving PAC-3 possibly back to MDA
so that the Army then gets the benefits of the rest of our national
effort that I lead.

Chairman Dicks. How do you feel about it?

General O'REILLY
o Cha;rman Dicks. So who in the Army—this will go up to General

asey?

General O'REILLY. Yes, sir—and the Secretary of the Army are
currently reviewing this. At their request—it was their initiative,
not MDA'’s, to retook this decision.

SBX TESTING

Chairman DicKs. We have discussed a lot of things today, but is
there anything on the radars, again, that stands out in your mind
that we need to

General O'REILLY

When you are dealing with a solid rocket motor, it actually, what
we call chuffs, it produces bits and pieces that are burning still,
that come out of the back end of the missile and produce a lot of
fiery hot objects, that are just part of the debris that comes out of
the back of a missile, a solid missile, as it burning.

And as we said, the Iranians are working on a solid rocket motor
missile, so we need this capability for the future, sir.

Chairman Dicks. Okay. Well, thank you very much.
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The committee stands adjourned until May 13 at 10:00 a.m.,
when we will hold a hearing on the United States Pacific Com-
mand and U.S. Forces-Korea.

Thank you, General. You did a great job.

[CLERK’S NOTE.—Questions submitted by Mr. Dicks and the an-
swers thereto follow:]

PRECISION TRACKING SPACE SYSTEM (PTSS)

Question. Another new program in the FY2011 budget request is PTSS which is
intended to track a missile after boost phase and cue Aegis. This is a follow on pro-
gram to STSS however is still a demonstration satellite

How is this new demonstration satellite different that STSS that was launched
on September 25, 2009?

Answer. The Space Tracking Surveillance System (STSS) was designed from pre-
existing work on the Space-Based Infrared System (SBIRS) program and will accom-
plish the following objectives:

e Provide critical data on how a space-based sensor could be used to track
missiles and their released mid-course objects to close the fire control loop from
space;

e Assess space layer performance in Launch-on/Engage-on Remote scenario of
an intercept of a ballistic missile in flight;

e Measure latency of BMDS communications and weapon system/Command
and Control, Battle Management, Communications (C2BMC) integration and
interfaces;

o Assess user/warfighter (i.e., CONOPS gaps) in operating a Low Earth Orbit
(LEO) space constellation in support of BMDS operations;

o Familiarize the warfighter with precision space tracking;

.d Collect LEO based phenomenology, atmospheric and environmental data;
an

e Conduct observations and monitoring in support of other missions, not nec-
essarily related to BMDS tracking.

The objective of the Precision Tracking Space System (PTSS) program is to ad-
dress the ascent-phase, midcourse tracking challenge facing the joint warfighter.
PTSS is a simplified system with the minimum necessary functionality to cost effec-
tively provide midcourse tracking data and is an integral part of the extended Aegis
fire-control system and early intercept capability—a key focus of the Missile Defense
Agency (MDA). PTSS will leverage high Technology Readiness Level (TRL) space
system components and improvements in BMDS Command and Control, Battle
Management, and Communications. This approach will minimize the need for new
technology development that may drive up costs and increase development
timelines.

MDA is incorporating lessons learned from the STSS demonstration satellites to
inform our decisions on the development of PTSS, specifically in the areas of phe-
nomenology and fire control. STSS phenomenology data (i.e., infrared scene collec-
tions such as atmospheric GC 611 315 lot backgrounds, clouds, earth limb observa-
tions, etc.) will be used to anchor models essential to the missile tracking mission.
In the case of PTSS, this category of collections is planned to be used in payload
design, and validate the selection of optics, focal planes, wavebands of interest and
data processing. STSS uses on-board processing to autonomously generate missile
target tracks and pass that data to the ground control system. The PTSS program
will analyze STSS processing performance to determine the level of on-board proc-
essing required, from a system- wide perspective for PTSS.

PTSS program goals are to:

e Develop an operational, end-to-end, missile tracking capability from space
focusing on regional ballistic missiles;

e Develop and test a space system prototype and integrated ground system
with BMDS to precisely track missiles with sufficient accuracy and low enough
latency to provide sensor data to BMDS interceptors to defeat large raids from
regional threats;

e Establish the technical and programmatic foundation for procuring the
operational system;

e Develop space qualified technology to hedge against future missile threat
growth; and Fully integrate PTSS space and ground systems into the BMDS ar-
chitecture.

Question. Why is MDA pursuing another demonstration satellite that will not
have the appropriate capabilities?
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Answer. The objective of the Precision Tracking Space System (PTSS) program is
to address the ascent-phase, midcourse tracking challenge facing the joint
warfighter. PTSS is an integral part of the extended Aegis fire-control system and
?E/Irll)};% )intercept capability, which is a key focus of the Missile Defense Agency

Challenges and problems associated with past satellite development programs in-
dicate that a stable baseline and risk reduction is necessary to improve development
timelines. To that end, the Missile Defense Agency (MDA) will establish Precision
Tracking Space System (PTSS) requirements baseline upfront and early and dis-
courage future growth without operational necessity. The MDA also intends to lever-
age heritage, high TRL space system components for the PTSS. This approach fo-
cuses on component reuse and integration and minimizes the need for new tech-
nology development and custom design which will drive costs up and increase devel-
opment timelines.

Developing prototypes prior to making production decisions will ensure that prop-
er Technology Readiness Levels (TRL) are achieved, thereby improving our develop-
ment timelines. The PTSS acquisition strategy is to develop a prototype system with
Johns Hopkins University’s Applied Physics Laboratory before awarding production
development contracts to industry. Additionally, we will award contracts to several
industry participants during concept development and exploration to insure the pro-
totype can be readily produced by industry. Industry engagement during the proto-
typing phase will greatly improve the level of understanding by the contractors and
reduce risk for PTSS production. This partnership between industry and the sci-
entific community will ensure our understanding of requirements before we award
production development contracts.

The crawl-walk-run approach to space system development has shown great suc-
cess in prior programs, such as the efforts that led to the Global Positioning System
program.

Question. How are the mission requirements different than those for STSS?

Answer. The Precision Tracking Space System (PTSS) plan calls for simplification
of STSS as much as possible and takes advantage of several improvements in capa-
bility over the past decade. PTSS will utilize MDA’s Command and Control, Battle
Management, Communications (C2BMC), significantly reducing the requirements on
PTSS for command, control, battle management, and communications as compared
to those levied on Space Tracking Surveillance System (STSS). In addition, PTSS
will receive missile launch cues from Overhead Persistent Infrared systems, reduc-
ing the sensor requirements on PTSS, again, as compared to those on STSS. PTSS
will also be integrated as part of space layer leveraging external space systems with
a common ground processing node that is interfaced to the battle manager.

Question. Will PTSS have mid-course tracking capabilities?

Answer. Yes. The requirement for Precision Tracking Space System (PTSS) is to
enable mid-course tracking, closing the fire-control loop and enabling early inter-
cept.

TARGET ACQUISITION

Question. MDA is also addressing the need to have more reliable and less costly
targets. The new target acquisition strategy, initiated in FY 2009, streamlines a set
of target classes to increase quality control, account for intelligence uncertainties,
control costs, and ensure the availability of backup targets.

Since it takes about two years to build and deliver a high quality target, when
do you expect to complete the new target acquisition strategy?

Answer. Request for Proposal (RFP) was issued for the Intermediate Range Bal-
listic Missile (IRBM) targets in the second quarter of FY10. The draft RFP for the
InterContinental Ballistic Missile (ICBM) target is anticipated for release 4QFY10.
The IRBM contract award schedule is dependent on the volume/quantity of pro-
posals received, but award is planned for 1QFY11l. The ICBM contract award is
planned for 4QFY11.

Question. What is the timeframe the new strategy will be realized?

Answer. Over the past year, the Agency has initiated steps to implement the new
target acquisition strategy. The initial step was to streamline the current Lockheed
Martin contract to provide the near term IRBM targets with the LV-2. Secondly,
two classes of new targets are to be procured.

e The IRBM class of targets is being acquired through the release of an RFP in
28FY10 with contract award 2QFY11 and first target delivery milestone in
2QFY14.

e The ICBM class of targets is being acquired by release of RFP in 4QFY10 with
contract award 4QFY11 and first target delivery milestone in 3QFY14.
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Question. What types of targets will you be acquiring?
Answer. In accordance with the Targets and Countermeasures Acquisition Plan
(3 November 2009), MDA will acquire targets in the following classes:
e Intermediate Range Ballistic Missiles (3000-5500 km or 1620—2970 nm)
o InterContinental Ballistic Missiles (greater than 5500 km or 2970km)

GMD FLIGHT TEST DELAYS

Question. GMD has planned 11 flight tests and 14 ground tests in fiscal year
2011. Many previous tests have been delayed or cancelled. This test schedule con-
tained 9 additional tests compared to FY2010.

The Committee understands that many test events scheduled in previous years
have been delayed. Please outline the tests that have been delayed.

Answer. In 2005 the Missile Defense Agency (MDA) Director established a Mis-
sion Readiness Task Force (MRTF) to address all issues contributing to flight test
mission preparedness and strengthen systems engineering and quality. The new
processes that were adopted greatly improved the success of Ground-based Mid-
course Defense (GMD) testing. The attached “GMD Flight Test Delay History—
FY06 to FY10” chart shows each flight test incurring delay since FY2006 and the
reasons for the delay.

In Fiscal Year 2009, MDA transitioned from an architecture-based approach to a
Models and Simulations (M&S) Verification, Validation, and Accreditation param-
eters-based test objectives approach. The Integrated Master Test Plan (IMTP) is
used to evaluate research and development milestones, technology maturity levels,
and coverage and performance analysis. The IMTP establishes and documents test
requirements of the GMD element with specific focus on collecting data needed for
the Verification, Validation, and Accreditation (VV&A) of missile and threat models
and simulations. Models and simulations permit repeated assessments of perform-
ance and provide a statistical determination of effectiveness of GMD capabilities.
Ground tests using these high fidelity models and simulations test GMD capabilities
across a range of threats and environments that cannot be affordably replicated in
flight tests.

The Missile Defense Agency remains committed to successfully executing and
completing the IMTP. The development and testing schedule within the IMTP is re-
alistic, accounts for the possibility of testing anomalies, and is updated semi-annu-
ally. The next update is expected to be complete by July 30, 2010.

Question. Can you explain primary reasons behind the rescheduling of prior year
test events?

Answer. In Fiscal Year 2009, MDA transitioned from an architecture-based ap-
proach to a Models and Simulations (M&S) Verification, Validation, and Accredita-
tion parameters-based test objectives approach. The Integrated Master Test Plan
(IMTP) is used to evaluate research and development milestones, technology matu-
rity levels, and coverage and performance analysis. The IMTP establishes and docu-
ments test requirements of the GMD element with specific focus on collecting data
needed for the Verification, Validation, and Accreditation (VV&A) of missile and
threat models and simulations. Models and simulations permit repeated assess-
ments of performance and provide a statistical determination of effectiveness of
GMD capabilities. Ground tests using these high fidelity models and simulations
test GMD capabilities across a range of threats and environments that cannot be
affordably replicated in flight tests.

The Missile Defense Agency remains committed to successfully executing and
completing the IMTP. The development and testing schedule within the IMTP is re-
alistic, accounts for the possibility of testing anomalies, and is updated semi-annu-
ally. The next update is expected to be complete by July 30, 2010.

Specific challenges in the Ground-based Midcourse Defense (GMD) flight test pro-
gram include acquiring a cost effective set of reliable targets and Ground-Based In-
icerceptor quality control issues. MDA has taken action to address both of the chal-
enges.

For example, as a result of a Short Range Air Launched Target (SRALT) failure
during a THAAD flight test in December 2009 MDA issued a Cure-Notice and direc-
tive to cease air-launch operations to repair program deficiencies. This resulted in
a delay to the BMDS test program impacting cost and schedule of multiple major
BMDS weapon systems and capability delivery to the Warfighter. To bridge the time
between the delivery of these targets and our new competitive target procurements
next year, the MDA initiated a limited procurement of Air Launched Targets
through its existing Lockheed Martin contract. Lockheed Martin is evaluating the
target options to satisfy MDA’s requirements and have not made a final target solu-
tion decision. As with all of our target providers, MDA fully expects Lockheed Mar-
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tin to select and deliver a target solution that meets the performance specification
thresholds within the cost and schedule parameters.

Over the past year MDA also initiated steps to acquire a new set of targets for
all ranges, including Foreign Material Acquisitions, needed to verify the perform-
ance of the BMDS. Our new target acquisition strategy, initiated in FY 2009, pro-
cures targets in production lots to increase competition, quality control, reduce costs,
and ensures the availability of backup targets starting in 2012. Accordingly, MDA
issued a Request for Proposal (RFP) for the Intermediate Range Ballistic Missile
(IRBM) targets in the second quarter of FY10; a draft RFP for the InterContinental
Ballistic Missile (ICBM) target is anticipated for release 4QFY10 with contract
award planned for 4QFY11; the IRBM contract award is planned for 1QFY11, but
the contract schedule is dependent on the volume/quantity of proposals received.
Nevertheless, until backup targets are available starting in 2012, we will continue
to rely on an intensive inspection and oversight process to enhance mission assur-
ance.

Quality issues are also a primary driver and a high focus area for GMD. Built-
in-test software and test silo quality issues caused delays in 2005. Challenges in
Exoatmospheric Kill Vehicle (EKV) development, hardware quality, and target
availability and target development issues drove test schedule delays in 2007-2009
affecting flight tests FTG-03, FTG-04, and FTG-05.

MDA is committed to improving missile defense acquisition to overcome signifi-
cant flight test delays, target and interceptor failures, cost growth, quality control,
and program delays we have encountered in the past. Moving forward, MDA is im-
plementing the Weapon Systems Acquisition Reform Act of 2009, including provi-
sions related to contract competition, and it is our intent to use greater firm fixed
price contracts and defect clauses as we complete planned competitions. We are in-
creasing emphasis on competition at all phases of a program’s acquisition life cycle
to ensure the highest performance and quality standards are sustained throughout
development.

However, until we complete planned competitions we will have to motivate some
senior industry management through intensive inspections, low award fees, issuing
cure notices, consideration of pending quality concerns during funding decisions for
new contract scope, and documenting inadequate quality control performance to in-
fluence future contract awards by DoD.

Question. What issues remain to be resolved to reschedule delayed test events?

Answer. There are no current delayed test events that have not been rescheduled
or are in the process of being rescheduled. FTG—06a is being added as an incre-
mental step in correcting the shorts comings of FTG-06. FTG—06a scheduling is in
work. FTG-09 is being deleted and the objectives are transitioning to FTG-08.

FTG-06 was conducted on January 31, 2010 and resulted in a failed intercept.
A Formal Independent Failure Investigation Team (FIT) was established to conduct
Missile Defense Agency investigations into the failures to meet test objectives. The
scope of the FIT included investigating all potential target, interceptor, ground sys-
tems, and any other area deemed relevant in the determination of root cause and
contributing conditions associated with the failure; recommending corrective actions
to preclude the reoccurrence of a similar event on future missions; and identifying
design, integration, test, and readiness deficiencies discovered during the investiga-
tion that did not directly contribute to the failure. The FIT results will aid decisions
on future GMD flight tests.

The FTG-06 Failure Investigation Team final report and its effect on possible
courses of action to ensure a successful FTG-06a follow-on flight test are driving
final planning activities and the overall GMD test schedule. Decisions on the FTG—
06a test design and schedule are expected in June 2010. The Integrated Master Test
Plan is under semi-annual review and will be updated to capture all GMD test plan-
ning changes as well as other BMDS test planning.

Question. How will this impact the current test plan for GMD?

Answer. The FTG-06 Failure Investigation Team (FIT) final report and its effect
on possible courses of action to ensure a successful FT'G-06a follow-on flight test
are driving final planning activities and the overall GMD test schedule. Decisions
on the FTG-06a test design and schedule are expected in June 2010. The Integrated
Master Test Plan is under semi-annual review and will be updated to capture all
GMD test planning changes as well as other BMDS test planning.

FTG—06a is an incremental step in correcting the short comings of the FTG-06
mission. Once the FIT final report is complete modifications to the Ground Based
Interceptor will be incorporated as needed.

Question. How will the test plan review change the way MDA tests?

Answer. In FY09, MDA transitioned from an architecture-based approach to a
Models and Simulations (M&S) Verification, Validation, and Accreditation param-
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eters-based test objectives approach. This new test approach focuses on collecting
data needed for the Verification, Validation, and Accreditation of the BMDS Models
and Simulations and identifies the specific data to be gathered and the cir-
cumstances in which to measure them. For example, Critical Engagement Condi-
tions (CECs) and Empirical Measurement Events (EMEs) will examine the accuracy
of GMD and BMDS models and simulation by measuring key factors affecting a kill
vehicle’s ability to see a target and adequately maneuver in time to collide with it.
Key factors include: solar and lunar backgrounds; low intercept altitudes; timing be-
tween salvo launches; long times of flight; high closing velocities (ICBM-class tar-
gets); correcting for varying booster burnout velocities; and responding to counter-
measures. This test approach will establish confidence that the M&S used to evalu-
ate the BMDS represents real world behavior and enable simulation based perform-
ance assessment to verify system functionality. DOT&E and the operational test
communities are key partners in this effort. The Integrated Master Test Plan de-
scribes each CEC and EME and is updated semi-annually. The next update is ex-
pected to be completed by 30 July, 2010.

TESTING AND LACK OF SUFFICIENT NUMBER OF TARGETS

Question. One of the key limiting factors of MDA’s test program has been the lack
of sufficient number of missile defense targets and the inventory of foreign assets.

Do you currently have a sufficient amount of targets to execute your testing pro-
gram? For the current fiscal year? For fiscal year 2011? Does the FYDP provide for
sufficient number of targets?

Answer. Yes, we have sufficient quantity of primary targets on contract for the
current fiscal year (FY10) and FY11; however, we do not have a sufficient number
of spare targets in case of a target failure or other processing problems. Spare tar-
gets will be available starting in FY12. MDA plans to update the Integrated Master
Test Plan (IMTP) twice a year ensuring executability within budget controls. For
the remainder of the FYDP, we currently have the required targets on contract to
support tests scheduled in FY12. The new Targets Acquisitions to be awarded in
FY10 and FY11 will provide the remainder of the targets required across the FYDP
in support of the IMTP Version 10.1, which was delivered to Congress in March
2010.

Question. If not, what can we do to improve the number of targets?

Answer. We have sufficient primary targets to support the PB11 program, but due
to the 18-24 month lead time to produce a target, there is no opportunity to improve
the availability of spare targets till FY13.

Question. Would additional funds in this area be helpful?

Answer. The Targets and Countermeasures acquisition strategy for the new target
procurements provides the opportunity to acquire flexible threat representative tar-
get configurations. The President’s budget request represents an appropriate bal-
ance of risk given competing priorities for resources.

Question. Would having a procurement account be beneficial?

Answer. No. The Targets and Countermeasures program will require RDT&E
funding to perform non-recurring engineering activities associated with target devel-
opment in the MRBM, IRBM, and ICBM classes against our new acquisition pro-
gram in FY10 and FY11. Additionally, several on-going development activities in
countermeasures along with improvements in existing target configurations require
RDT&E funding. If procurement funding were provided it would be applied to the
fixed price hardware Contract Line Item Numbers (CLINs) for targets procured on
the new acquisition contracts only. The remaining CLINs for engineering services,
modeling and simulation activities, or other related engineering activities would still
require RDT&E funding.

[CLERK’S NOTE.—End of questions submitted by Mr. Dicks.]
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INTRODUCTION

Mr. Dicks. The committee will come to order. This morning the
committee will hear testimony from witnesses outside of the execu-
tive branch. The committee is finishing its hearing process for the
fiscal year 2011 period, and we have heard from all the Secretaries
and Chiefs of each service.

The committee held hearings regarding the military’s personnel
programs, medical programs, intelligence programs, acquisition
programs, the missile defense program. Now we are turning our at-
tention to hear from 17 different public organizations which will
highlight issues that the committee should consider as work con-
tinues on the 2011 base appropriations bill that we will fund in
support of our men and women in uniform over the next year.

This hearing will allow the committee to understand the unique
capabilities that outside entities can contribute to the needs of our
servicemembers. The committee is aware that many of you have an
existing relationship with the Department of Defense as it relates
to medical research in support of the unique needs of our
warfighters.

The structure of today’s hearing will follow a format that ensures
all witnesses will have an opportunity to highlight their key points
on the record. Further, each of your prepared statements will ap-
pear in full in the published hearing volume.

We ask that you summarize your testimony in 5 minutes or less.
Because President Calderon is speaking at 11 o’clock, the hearing
has to end, so at 5 minutes you are going to hear the gavel. We
don’t have the clock, do we?

I would like to express my gratitude to each and every one of you
for the work you do on behalf of our Armed Forces. We look for-
ward to your testimony, and I now yield to Mr. Frelinghuysen for
any comments that he would like to make.
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Mr. FRELINGHUYSEN. I join the chairman and welcome you all
this morning, and I commend him for having this hearing. Thank
you very much.

Mr. Dicks. Our first witness is Dr. Ward Wheeler, Ph.D., curator
and chair, Division of Invertebrate Zoology, and Professor, Richard
Guilder Graduate School, American Museum of Natural History;
and Dr. Dan Janies, Ph.D., associate professor, the Ohio State Uni-
versity, Department of Biomedical Informatics, College of Medicine.

We will start you at 5 minutes to 9:00. You may proceed. We will
put your statement in the record.

Mr. WHEELER. Good morning. Chairman Dicks, my name is
Ward Wheeler, and as chair of the Invertebrate and Zoology Divi-
sion and Professor at the American Museum of Natural History, it
is a pleasure and honor to testify before you about the global
spread of emergent infectious disease and human health implica-
tions of viral evolution. With me today is Dr. Megan Cevasco, a re-
search scientist who is actively involved in the project.

The recent emergence of a pandemic influenza and SARS has
shown that new diseases can affect human populations without
warning, presenting critical threats to our troops, public health and
our economic welfare. Rapid genomic sequencing of these patho-
gens has become the primary method by which we understand,
fight and infer their spread.

Analysis of these data, however, is difficult, requiring new algo-
rithmic approaches and high-performance computation. To provide
an important basis for forecasting these outbreaks, the AMNH has
been working over the past several years to apply our research ex-
pertise in evolution, geography and computation to the problems of
the emergence and spread of pathogens.

Recognizing the potential of this work to aid the Department of
Defense in its goal to prepare for and respond to the full range of
threats, the AMNH seeks $3.5 million in fiscal year 2011 to con-
tinue contributing our unique resources to the advancement of re-
search in this area. By increasing the Nation’s capacity to infer
where disease outbreaks might occur, and to effectively monitor
disease-causing agents and their global spread, this research works
directly to combat bioterrorism and to protect both troops in the
field and civilian populations at home.

While the AMNH has been a recognized leader in education, edu-
cating the public on complex scientific issues, many people may not
realize that we are also an active research and training institution,
much like a research university, with major innovative research
programs that are positioned to advance the Nation’s capacity to
prepare for and respond to security threats.

AMNH research staff, who number over 200, publish nearly 450
scientific articles each year and enjoy a success rate in competitive
peer-reviewed scientific grants that is approximately double the na-
tional average. AMNH is also the only American museum author-
ized to grant the Ph.D. degree. Our Richard Guilder Graduate
School encompasses both a doctoral program in comparative biology
and long-standing graduate training partnerships with such uni-
versities as Columbia, Cornell and NYU.

As our research on infectious disease requires biomedical exper-
tise, as well as evolutionary and computational expertise, AMNH
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has bonds with Dr. Dan Janies of The Ohio State University Med-
ical Center in these efforts. Dr. Janies is here with me today and
will testify in just a moment.

First I would like to tell you what we have been able to accom-
plish with DOD support thus far. In fiscal year 2005, DOD and the
AMNH launched a multifaceted research partnership via DARPA
that leverages the AMNH’s unique expertise and capacity. The first
phase of this project focused on the development and application of
a high-performance computational system to study the complex
conditions that underlie the evolution and spread of infectious dis-
eases, specifically analyzing genetic and functional changes in
hosts and pathogens across time and space.

Concurrently we develop methods to visualize these data by pro-
jecting an evolutionary tree onto a virtual globe, such as Google
Earth or NASA Whirlwind, and the resulting visualizations are
akin to weather maps that show the spread of pathogens and their
key mutations over time, space and various hosts. These maps pro-
vide not only situational awareness, but also diagnostic and infer-
ential power.

We are now able to track the global spread of any pathogen and
can identify for any geographic region sources, destinations,
mutations and host shifts by pathogens.

Mr. Dicks. You have got 2 minutes left, so if you are going to
share any time here, it is 5 minutes for the both of you.

Mr. WHEELER. We continue work, particularly in influenza. And
I appreciate the opportunity to speak to you today. I will now give
the floor to my colleague Dan Janies.

Mr. JANIES. Mr. Chairman, members of the subcommittee, I, too,
am honored to have been invited to testify today. My name is Dan-
iel Janies, and I am an associate professor of biomedical in-
formatics at Ohio State. I bring biomedical expertise to the project.
My efforts have focused on meeting deliverables, ensuring that the
tools are highly interoperable, and communicating our results to
military planners, public health scientists and policymakers.

We have engaged in a variety of outreach programs. We have
conducted workshops and symposia, have published results in peer-
reviewed scientific journals, results that have been covered by jour-
nalists in many media. We have testified on pandemic influenza be-
fore the U.S. Senate Committee on Homeland Security and have
been invited to present our research to DHS.

We have also worked with the Department of State on efforts to
build capacity in public health abroad to foster data sharing. We
have discussed the evolution of drug resistance and pandemic influ-
enza with the White House Office of Medical Preparedness.
Throughout our partnership, DARPA program managers have sup-
ported the AMNH’s work and made our research known to other
DOD-supported scientists, have invited scientists from the AMNH
and Ohio State to participate in today’s conferences for research,
planning and force protection.

Our work moves forward. We plan to continue our outreach ef-
forts and plan to hold workshops and symposia annually, as well
as to rapidly respond to requests for information, consultations and
briefings.



182

As you know, the committee has supported our work over the
last several years. Should the committee fully support our fiscal
year 2011 requests, the AMNH will be able to advance to the next
phase of the project, focusing on more complex pathogens and the
host side of the infectious disease problem.

Mr. Dicks. Thank you very much. We will take this under very
serious consideration.

[The statement of Mr. Wheeler and Dr. Janies follows:]
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It is an honor and a pleasure to have the opportunity to testify before you about
the global spread of emergent infectious disease and the human health implications of
viral evolution.

The recent emergence of a pandemic influenza (HIN1) has shown that new
diseases can come from nature to infect human populations without warning--presenting
critical threats to force protection, to public health, and to economic welfare. As
demonstrated by the coordinated international responses to both HIN1 and to Severe
Acute Respiratory Syndrome (SARS), rapid genomic sequencing of these pathogens has
become the primary method by which we understand, fight, and predict their spread.
Analysis of these data, however, is very difficult, requiring new algorithmic approaches
and high performance computation. Furthermore, we have only begun to understand how
animal pathogens adapt to new hosts and travel to cause outbreaks in human populations.

To understand and predict outbreaks of infectious disease, we must better
understand these processes over space and time. To provide an important basis for
forecasting such disease outbreaks, the AMNH has been working to apply our research
expertise in evolution, geography, and computation to the problems of the emergence and
spread of pathogens. By increasing the nation’s capacity to predict where disease
outbreaks might occur and to effectively monitor disease-causing agents and their global
spread, this research works directly to combat bioterrorism and to protect both troops in
the field and civilian populations at home.

Recognizing the potential of this work to aid the Department of Defense in its
goal to prepare for and respond to the full range of threats, the AMNH seeks $3.5 million
in FY11 to continue contributing its unique resources to the advancement of research in
this area of science so closely aligned with DOD’s research and defense priorities.

About the American Museum of Natural History

The AMNH is one of the nation’s preeminent institutions for scientific research
and public education. Since its founding in 1869, the Museum has pursued its mission to
“discover, interpret, and disseminate—through scientific research and education—
knowledge about human cultures, the natural world, and the universe.”

While AMNH has long been a recognized leader in educating the public on
complex scientific issues, research, and events, many people may not realize that we are
also an active research and training institution—much like a research university—with
major innovative research programs in such areas as biocomputation, comparative
genomics, and evolutionary and conservation biology—programs that are positioned to
advance the Nation's capacity to prepare for and respond to security threats.
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The AMNH research staff numbers over 200, with tenure track faculty carrying
out cutting-edge research in fields ranging from molecular biology to astrophysics.
Museum scientists publish nearly 450 scientific articles each year and enjoy a success
rate in competitive (peer reviewed) scientific grants that is approximately double the
national average. This robust scientific enterprise, with a century-plus record of
leadership in field science, theoretical science, and the professional training of scientists,
provides the foundation for a wide range of public outreach and educational initiatives for
learners of all ages, backgrounds, and levels of preparedness.

These initiatives include professional development for teachers, out-of-school
programs for pre-K-12 students, permanent halls, temporary exhibitions and space shows
(which travel both nationally and internationally), public programs, major conferences,
and special seminars and symposia.

In 2006, the Museum was authorized by the New York State Department of
Education as the first American museum authorized to grant the Ph.D. degree. With this,
the Museum launched the Richard Gilder Graduate School, which embraces both a new
doctoral program in comparative biology and maintains the Museum’s longstanding
graduate training partnerships with such universities as Columbia, Cornell, New York
University, and City University of New York. The Ph.D. program in comparative biology
has now admitted two classes of students and is fully accredited.

As our critical research on infectious diseases requires biomedical expertise as
well evolutionary and computational expertise, the Museum has partnered with Dr.
Daniel Janies of Ohio State University Medical Center (OSUMC) in these efforts.

History of the Partnership

The Department of Defense (DOD) ensures the nation’s security and its capacity
to understand and respond to threats in this new era of complex defense challenges.
DOD is committed to the research, tools, and technology that will achieve these goals,
and in FY0S, DOD and the AMNH, launched a multi-faceted research partnership via
DARPA that leverages the Museum’s unique expertise and capacity. Since that time, our
research has increased understanding about the sources, distribution, and spread of agents
of infectious diseases. This, in turn, increases our capacity to predict where disease
outbreaks might occur and to effectively monitor disease-causing agents and their global
spread.

The first phase of this project focused on the development and application of a
computational system to formulate and test hypotheses for the complex conditions that
underlie the evolution and spread of infectious diseases. A novel approach was taken to
integrate information from genetic and functional changes in hosts and pathogens across
time and space using the tools of the field of evolutionary biology, the retrospective
analysis of biological change, and adaptation over time. We also leveraged high-
performance computing to understand mutation and recombination events associated with
the emergence and spread of pathogenic and drug resistant strains of viruses. As the
analysis of datasets from next-generation sequencing requires large processing power, we

2
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advanced development of highly interoperable software and hardware to systematically
address alignment and phylogenetic analysis.

Concurrently, we developed methods to visualize large amounts of these genetic,
functional, and geographic data by projecting an evolutionary tree into a virtual globe
(such as Google Earth or NASA Worldwind). The resulting visualizations are akin to
weather maps that show the spread of pathogens and their key mutations, over time,
space, and various hosts. These maps provide not only situational awareness but also
diagnostic and predictive power. We share compelling visualizations via social media
and hypothesis-driven research in academic journals to enable and encourage global
collaboration on infectious diseases.

We are now able to track the global spread of any pathogen, and can identify, for
any geographic region, sources, destinations, mutations, and host shifts by pathogens. In
light of the HIN1 pandemic, we continue to work particularly on influenza and to share
our results with a broad group of users. It is important to note, however, that the research
has investigated progressively more complex systems, moving to viruses such as those
that cause hemorrhagic fevers, and to the study of bacteria such as those that infect
wounded soldiers.

Communication of Results

We have engaged in an array of outreach programs with the goal to actively and
vigorously share project results with those integral to fighting emergent infectious
disease, including public health specialists, scientific researchers, and policy makers.

We have conducted workshops and symposia; have published results in peer-
reviewed scientific journals—results that have in turn been covered by journalists in
many media. We have testified on the HINT pandemic before the U.S. Senate
Committee on Homeland Security and Governmental Affairs, and have been invited to
present our research to such government agencies as the Department of Homeland
Security. We have also briefed the Department of State on how to foster international
data sharing, and have discussed the pandemic HIN1 with the White House Office of
Medical Preparedness. Throughout our partnership, DARPA program managers have
supported AMNH’s work, have made the research known to other DOD-supported
scientists, and have invited AMNH and OSUMC scientists to participate in conferences
for research planning and force protection.

As the work moves forward, we plan to continue such outreach efforts, and plan
to hold workshops and symposia annually, as well as to respond to requests for
information, consultation, and so forth.

The Future of the Research

As you know, the Committee has supported our work over the last several years.
Should the Committee fully support our FY11 request, the Museum will be able to
advance to the next phase of the project—focusing on more complex pathogens and the
host side of the infectious disease problem. Such outbreaks are the result of an evolving
complex of pathogen genomes and hosts (e.g., SARS-CoV in bats, small carnivores, and
humans; or influenza A in birds and mammals), whereby pathogens evolve (mutate and

3
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exchange genetic material) and adapt to various hosts, causing the hosts to become
infected or to alternate between infected and non-infected states.

Moving forward, we plan to focus on analysis of large evolutionary datasets
comprised of genomic data from pathogens and migratory patterns of hosts and other
geospatial data. This work will allow us to connect complex systems—both those
existing within the organism and those involving multiple organisms and the
environment—so as to develop predictive hypotheses for the emergence of disease.

In this new phase of the research, we will use analytical techniques from the field
of biogeography to study the evolution and spread of host-pathogen complexes.
Specifically, we will use large datasets of genetic sequences and geographic data for
hosts and pathogens to predict hotspots for the emergence of diseases.

With continued DOD support, AMNH will be able to continue to draw on its unique
research, training, and education capabilities to advance goals critical to DOD and our

national preparedness and security.

Thank you for your time and for the opportunity to speak before you today.
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Mr. Dicks. Mr. Frelinghuysen.
Mr. FRELINGHUYSEN. No comment.
Mr. Dicks. Thank you.

THURSDAY, MAY 20, 2010.

HEART OF A CHAMPION

WITNESS

STEVE RIACH, FOUNDER AND BOARD MEMBER, HEART OF A CHAM-
PION FOUNDATION

Mr. Dicks. Next is Mr. Steve Riach, founder and board member,
Heart of a Champion Foundation.

Mr. Riach, welcome.

Mr. RiacH. Good morning.

Mr. Dicks. You have 5 minutes. You understand the drill.

Mr. RIACH. Chairman Dicks and distinguished Members, thank
you. It is an honor for me to be here and provide testimony this
morning regarding military families and the unique challenges that
they face, and the unique challenges that we face in terms of edu-
cating our military families, and the role that character-develop-
ment programs can play, such as our very successful Heart of a
Champion Program, in meeting those challenges.

We know that 1 million military-connected students today are
living in what is called a “new normal” environment, dealing with
multiple wartime deployments, lengthy parent-child separations,
mental illness, injuries and even death. These unique stresses can
create chaos in the lives of affected students and negatively impact
their motivation, their grades, their behavior, their peer relations,
family life and graduation rates in military-impacted schools and
districts. And while each of our Nation’s military services has made
strong covenants to assist families and students, much greater sup-
port and specialized programs are needed to follow those military
students into DOD, DEA and non-DOD public school systems. Our
research has proven that an important part of the solution must
be character-development programs taught in these schools.

During the past 9 years our Nation has been at war, DODEA
schools have had to deal with special significant challenges to teach
our military children. But more than just our military bases,
schools in districts such as the Killeen Independent School District,
which, of course, serves Fort Hood, Texas, where Active Duty mili-
tary enrollment can be as much as 80 percent of that population,
they struggle to meet those challenges.

It is my view that character-development programs such as ours
can be a vital, in fact, necessary, tool to help these young children
of our servicemen and women deal with the many unique stresses
they face on a daily basis.

When we launched Heart of a Champion 14 years ago, started
by business leaders around the United States who had a desire to
impact the lives of children in any kind of environment, it was our
goal to create the finest character-development program around
that would deliver measurable results. We spent 4 years research-
ing with educators around the United States to determine what
would create the most efficient and effective program. And now,
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since 2001, we have deployed our program in 24 States, to reaching
about a half a million young people in any kind of environment you
can imagine, public schools, after-school programs, partnering with
people like the Big Brothers/Big Sisters, Boys and Girls Clubs, and
in juvenile justice facilities, where we impact students who are—
or young people who are the most hard-core teen offenders in the
United States, as well as those who are in the probation system,
and redirecting them out of the juvenile system.

So we know that this program works and character education,
character-development programs work to create change in the lives
of young people in any type of population. We know it can be the
same in the population of military families.

We have seen results that are dramatic. We have seen not only
attitudinal behavioral changes, we have seen increased graduation
rates, in some cases as many of 100 percent of students in some
areas graduating; decreased truancy; decreased dropouts; decreased
drug and alcohol use, in some cases as much as 40 percent; in-
creased grade average; increased test scores.

We know that what has occurred is in changing the heart of the
student. We have seen students perform better. We have seen them
make better life choices.

Mr. Dicks. The gentleman has 1 minute to summarize, or if you
want us to ask a question or two.

So how do you work this with the school? Are you doing this with
the DOD schools?

Mr. RiacH. Currently not in DOD schools; in public schools.

b Mr.?DICKS. But you just do it in public schools that are near the
ases?

Mr. RiacH. Correct.

Mr. Dicks. How do you get organized? How do you work it out
with the local school district?

Mr. RiacH. We work directly with the local school district and
the individual schools. We train their teachers. Those teachers de-
ploy the program in the school. We certify them. They deploy it
during the class day, in class during the school day. And we work
with them. We pre- and post-assess and deliver measurables, em-
pirical data showing the results that I mentioned earlier.

Mr. Dicks. And do they do after school, too? Is it after school as
well?

Mr. RIACH. Absolutely. Worked with Big Brothers/Big Sisters,
Boys and Girls Clubs, a number of after-school programs, both on
school campus and in the community.

Mr. Dicks. Any other questions?

Thank you very much. If you want to summarize.

Mr. RIACH. Thank you.

I just, in conclusion, would say that if there is anything this com-
mittee can do to look at the critical need with these families and
these students, and the deployment of a character program that ac-
tually works and changes their hearts and helps them make better
decisions, we will see a decrease in suicides, drug and alcohol use
and those things that are plaguing young people who are military
family members in this current day.

Mr. Dicks. Thank you very much.

Mr. RiIACH. Thank you.

[The statement of Mr. Riach follows:]



190

STATEMENT OF MR. STEVE RIACH
FOUNDER AND BOARD MEMBER
HEART OF A CHAMPION FOUNDATION

BEFORE THE HOUSE APPROPRIATIONS COMMITTEE
DEFENSE SUBCOMMITTEE

ADDRESSING THE UNIQUE CHALLENGES OF EDUCATING CHILDREN
OF MILITARY FAMILIES DURING WARTIME THROUGH

CHARACTER DEVELOPMENT PROGRAMS
20 May 2010

Chairman Dicks, Congressman Young and distinguished members of the
Subcommittee: It is an honor for me to provide testimony to you today on
the unique challenges of educating the children of our military families and
the role character development education, such as our very successful “Heart
of a Champion” program, can play in meeting those challenges. I wish to
thank each of the Members for spending your time to hear our concerns
today on so many topics dealing with support for our great military and
particularly the men and women that serve our country so valiantly and
selflessly. And I specifically thank you for allowing me to discuss my passion
for better supporting the unique needs of military-connected children in
schools around the world and their families.

Last summer I was asked to testify before other Congressional committees to
discuss successes the Heart of a Champion program has achieved across the
country in our public schools, after-school programs, and juvenile justice
settings. I am thankful now for the opportunity to tell this committee of our
proven record of success, the results of which have been independently
verified and qualitatively measured. It is my view that character development
programs like Heart of a Champion’s can be a vital tool for helping the young
children of our service men and women deal with the many, unique stresses
they must face on a daily basis.

To better understand what character education is and can provide, let me
begin by introducing you to the Heart of a Champion Foundation. We are a
nonprofit organization founded in 1997 by a group of business leaders and
sports team owners who shared a common concern for the nation’s youth
and sought to find a way to make a positive impact on their culture. As we
began to conduct extensive research, it became apparent that one of the
most significant areas of need was for quality, effective character
development programs that would instill character and ethics into young
people.

Our board and staff spent nearly four years researching and collaborating

with educators from across the country, the Department of Education, and
other agencies, to understand the landscape of character education in the
U.S. These efforts provided us with answers to questions of efficacy
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regarding content, presentation and delivery of a successful character
program. We came to the following five conclusions:

1) In terms of demographics, the greatest area of need is at the middie
school and junior high level. This was confirmed by the vast majority
of educators with whom we worked, as well as the three-year study
conducted by the United States Secret Service in the aftermath of the
rash of school shootings in the late 1990’s,

2) Most character education programs lack the ability to engage students,
particularly with this generation that we have called the “sight and
sound” generation.

3) Most programs lack substantive content - content that would not only
teach concepts, but also teach application of those concepts in a
relevant way.

4) Most programs lack a delivery model that was consistent and
deployment that was long-term.

5) Most programs have no mechanism to determine their efficacy.

The Under Secretary of the Department of Education at that time made it
clear to us that any program which could effectively address these
deficiencies had a substantial chance to be successful in actually producing
behavioral change.

In 2001, after nearly four years in research and development following those
guidelines, we launched the Heart of a Champion program in Plano, Texas
and Brookiyn, New York, with two very diverse populations. One involved
upper middle class students while the other involved underserved and
predominantly minority students. The results in both cases were nearly
identical in terms of attitudinal and behavioral change. The data validated
that we had indeed achieved what we had been asked to deliver.

Since 2001, we have deployed the program to a total of 24 states with
similar, measurable results.

Approximately a year ago, while developing a strategy for expanding further
on our success, we learned of a situation in my home state of Texas where
military families stationed at Fort Hood with parents deployed in war zones in
Irag and Afghanistan were being supported by an outpouring from the entire
civilian community to help them deal with the day-to-day rigors of family
separation, frequent moves around the world, and loved ones serving in
harm’s way. Local families were helping with after school transportation, Boy
Scout campouts, even prom night preparations. This spontaneous effusion of
local support for and recognition of the rigors of a military lifestyle helped us
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to recognize what the Killeen community saw: that these military-connected
children were at greater risk if not provided with additional support.

As we learned more about the day-to-day lives of military families, it became
clear that while the stresses facing America’s military dependent children are
profoundly and distinctly different from the general population, the tools for
responding to them are much the same as those Heart of a Champion has
been teaching to help school children across the country deal with family
violence, homelessness, single parenting and more. We have come to
recognize that new targeted programs, training, and funding sources are
needed to help support the hundreds of schools that serve military
dependent students and their families.

Living in a “new normal” environment describes the circumstances of one
million military-connected students who are dealing with multiple wartime
deployments, lengthy parent-child separations, mental iliness, injuries, and
death. These unique stresses can create chaos in the lives of affected
students and negatively impact motivation, grades, behavior, peer relations,
family life, and graduation rates in military-impacted schools and districts.
While each of our nation’s military services has made strong covenants to
assist families and students, much greater support and specialized programs
are needed to follow military students into DODEA and non-DOD public
school systems. Our research has proven that an important part of the
solution should be a character development program taught in schools.

While the Department of Defense Education Activity does offer a menu of
character programs for its schools to choose from, they are unfunded - that
is, these programs must compete for funds with core curricula; there is no
requirement for data collection on these programs to determine efficacy; and
there is no similar program offered, with funding, for non-DODEA schoois
supporting heavy concentrations of military-connected students.

During the past 9 years our nation has been at war, DODEA schools have had
to deal with the special, significant challenges that teaching our military
dependent children bring. But more than just on our military bases, schools
in districts such as the Killeen Independent School District serving Fort Hood,
Texas, where active duty military dependent enroliment can be as high as
80% of the student population struggle to meet these challenges as well. In
both cases, teaching these students presents many different and challenging
requirements for teachers and counselors that are often not anticipated or
adequately funded by federal, State, or local education agencies. Extremely
high student turnover, large percentages of geographically single parents,
and extraordinarily stressful family dynamics caused by combat deployments
are among the stresses that can make education and discipline far more
challenging for these military populations and the public schools they attend.
The Heart of a Champion Foundation has proven that character development
programs that strongly reinforce positive student character traits and
decision-making skills through real-world, poignant examples that are easily
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understood and identified with by today’s sight and sound generation can
actually help our military families deal with these challenges. All of the
empirical data we have collected in large cities and small towns, from
troubled youth in correctional facilities to middle class families in public
schools across America; it all points to a requirement to teach our youth, in
ways that they can identify with, how to make right choices.

In addition to filling a significant requirement for military-connected families,
Heart of a Champion has learned over the years that students
overwhelmingly desire character development help. At the genesis of our
program we collaborated with two Members of Congress in our home state of
Texas on Safe School Summits. At each of these summits 500 secondary
school students convened to discuss school safety issues. The data derived
from the students amazed even the Members.

At both of these Safe School Summits, the students told us that when they
go to school on a daily basis, they don't feel physically unsafe. The vast
majority expressed feelings of emotional insecurity. Many felt there was no
one they could trust, that they were not accepted, or that they couldn't
connect.

When students were asked what elements would make them feel safer on
campus, their answers corresponded to this revelation. When asked about
security guards, hall monitors, surveillance cameras, and metal detectors
11-23% of students said each of these items would make them feel safer.
Yet, when they were asked about the consistent deployment of a character
program on campus, 74% of these students said this would make them feel
safer.

In post-survey focus groups, students summarized issues addressed at the
Safe School Summit by explaining that only by changing the heart of the
student sitting beside them could you create a safe school; thus, the impetus
for us to create the Heart of a Champion character development program.

It was clear to us that students recognized that the heart of the problem was
itself a heart problem. Physical safety is a byproduct of emotional safety.

Much has been said and written about social and emotional intelligence over
the past few years, but based on our work over the past 8 years, we believe
that this is clearly the key to addressing the many challenges facing our
military-connected families. Rather than focus on symptoms, the focus of any
program must be on root cause behaviors to create any substantive and
enduring change. We have seen this play out from the program’s inception.
Not only do character development programs help our children in failing
schools choose the path to succeed, they can help our military dependent
families face the severity of family life during wartime and help supplement
the parenting skills diluted by the rigors of military life.
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Our assessments have produced empirical data which demonstrates that
students who participate in the Heart of a Champion program realize
significant attitudinal and behavioral change. In addition, our data also
demonstrates a decrease in violent behavior, a decrease in drug and alcohol
use, a decrease in referrals and in bullying incidents, and an increase in
grade point averages. Each of these behaviors are of significant concern to
the deployed service member and have the potential for impacting combat
readiness in profound and measurable ways. By supplementing classroom
curricula with a program that addresses behavioral root cause issues and
providing training in social and emotional intelligence, we are seeing proven,
measureable change which we believe will have a profound effect on the
entire family, and thereby positively impact readiness of deployed forces.

The Heart of a Champion program is a comprehensive three-year curriculum,
designed for implementation throughout a student’s entire middie or junior
high school experience. The program is taught throughout each nine-month
school year, focusing on nine different core character traits each month:
Commitment, Leadership, Perseverance, Teamwork, Respect, Integrity,
Responsibility, Self Control or Compassion.

Under each of these traits the curriculum highlights real people who have
exemplified these attributes, and details the consequences of their actions.
Rather than telling students what not to do, the Heart of a Champion
program provides them with examples - or role models if you will - of those
who have made good choices, and allows them to learn about, and discover
first-hand, the results of such choices. The curriculum includes some
recognizable individuals from sports and entertainment industries, such as
Indianapolis Colts head coach Tony Dungy and musician Bono from the band
U2. Some lesser known individuals, like Louis Daniels - a homeless student
who ended up receiving a scholarship to Yale - are alsc highlighted in the
program. There are service men and women in our materials as well and
even a few members of Congress.

The men and women profiled in the program serve as models for the
students and give them an ideal to shoot for and an idea of what they
themselves can achieve. They are role models that teach lessons through
their life stories in contexts with which today’s youth can readily identify.

In the Heart of @ Champion program, during each month, students work
through a curriculum workbook focusing on one of the specific traits
mentioned earlier. Each workbook contains weekly lessons delving deeply
into a different aspect of that trait. With video segments, posters, online
applications, critical thinking and decision-making exercises, and rewards and
reinforcement elements being utilized on a weekly ~ and sometimes daily
basis - students learn about character with the same frequency they do in
any of their core subjects. With this degree of emphasis and consistency,
students intuitively see that society values their depth of character as much
as their level of performance in the classroom.
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Heart of a Champion directly trains and certifies teachers, helping them to
deliver the program as a normal part of their daily classroom activities, and
proving to enhance the relationships that teachers have with students. Many
have said, “I feel like I am more than just a teacher now, I feel like I am
making a greater impact in my students’ lives.”

The program’s impact is not only seen through such anecdotal data such as
this, but also through empirical data derived through pre and post program
assessments. This is a vitally important point that should be addressed by
any character development program utilized by our Department of Defense
education programs. It is vital that the pulse of the target audience be taken
at regular intervals to determine both the efficacy of the program and to help
it adapt to the needs of the audience. Beyond ROI, a company thatis a
leader in diagnostic and measurement services with organizations across the
U.S., provides complete pre and post measurements and data reports for our
programs. The data has demonstrated significant attitudinal and behavioral
change in students participating in the program and has helped us maintain
this efficacy year after year. Moreover, this data collected has also proven
that the program is also delivering critical, measurable results such as
reduced referrals, reduced aicohol and drug use (as much as 40%), 92%
increase in self-esteem, decreased violent behaviors including bullying, and
increased grade averages — as much as 47%.

Another venue that has been exciting for us has been our intervention
programs outside of schools. We are not only seeing these tremendous
results in public schools in the 23 states we now deploy the program, but
also in after-school outlets such as the Boys & Girls Clubs, and in juvenile
justice facilities such as Rikers Island prison in New York, a maximum
security facility that houses the most violent teen offenders in New York,
ages 16-18. Heart of a Champion is also deployed to the Gainesville State
School in North Texas, another maximum security facility which houses the
most viclent teen offenders ages 13-19. In fact, Warden Edmund Duffy at
Rikers Island emailed me recently to tell me that the guards who oversee the
unit where the Heart of a Champion program is deployed were asking him
“what have you done to these kids? They are changing.”

Regardless of the population - schools, after school or juvenile justice - the
program continues to produce similar results. It is changing the “hearts” of
the students. As it changes the “heart”, changes in attitude, behavior and
performance result. As it changes the “heart” it enables the child to better
cope with the stress of military family life and the warfighter to better focus
on defending our nation.

Heart of a Champion has been labeled a model program by the populations
we are serving and for that we are appreciative. However, we are most
grateful that it is working. We strongly believe that this model of character
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development is urgently needed in the schools that serve our military-
connected children.

Again, I thank you for your leadership and for the opportunity to come and
share with you this morning what we have learned. I am happy to discuss
with any of the Members or your staff how character education programs in
general, or the Heart of a Champion program specifically, can be used in
DODEA schools and public schools that serve large, military populations; or
to provide advice on what actions could be taken through future legisiation to
make it easier for school districts to adopt effective character development
programs like Heart of a Champion,

Thank you.



HEART OF o

CHAMPIgN

Educators Comments on Heart of a Champion

We are thrilled with the response from our members who are going through the Heart of a
Champion program at the Boys & Girls Clubs of Greater Dallas! It provides a consistent
message that all kids need to hear as much as possible; and that is the importance of
good character and personal responsibility.

Misti Potter
VP, Boys and Girls Ciubs of Greater Dallas

As an educator for over 45 years, | believe the Heart of a Champion Foundation has truly
created a quiet revolution wherever it is given an opportunity to support young people in
thinking about their lives and how they want to live out their dreams.

Pat Orlowski
Kansas City Public Schoois

Pve been in public education for 37 years now, and I've seen every character program
available. This is the very best character program | have seen.

Marilyn Brooks
Assistant Superintendent, Plano ISD

What an awesome way to impact students in the things that matter most in life — building
good citizens for our society.

Sara Bonser
Principal, Hendrick Middie School

The teachers were by the fourth or fifth week coming to me and saying, 'This is good. | like
this,’ and were having fun with it. They were starting to learn a lot about their kids that
they would have never learned just through their normal classes.

Charles Pickitt
Principal, North Junior High

The program is very useful because of the lifelike situations that our members can use to
keep them out of trouble but also empower them to be responsible citizens.

Kevin Foster
Boys and Girls Clubs of Tarrant County
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Sponsor Comments on Heart of a Champion

Heart of a Champion has proven themselves to be in invaluable partner in our community
program. The curriculum they provide is first rate, not only in terms of content, but also in
terms of the way the materials are delivered. The professionalism of HOC has also
manifested itself in the construction of collateral materials supporting our program, and in
the framework they customized that enables the execution of our program. HOC is a crucial
and respected partner in one of our most strategic and important initiatives.

Ben Lawson
Director of Bottler Sales and Marketing
Coca-Cola North America - Southwest Region

y

We consider Heart of a Champion to be our flagship program in character
development. The Heart of a Champion material is perhaps the most substantive
program in character education and we are proud to serve the Houston community
in this manner.”

Robert McNair
Chairman, Houston Texans

CHIEFS

We consider Heart of a Champion’s character education program to be a significant
investment in the children of the communities we serve. HOC engages this critical
generation of young people by providing valuable lessons about integrity, perseverance,
commitment and teamwork. We have been honored to bring this unique and effective
program to Kansas City.

Clark Hunt
Owner, Kansas City Chiefs

Eibress

& EMPLOYMENT PROFESSIONALS

We believe in the ability of the Heart of a Champion Foundation to positively and powerfully
impact America’s youth. Together, we can develop and influence positive character traits
that will enrich their future.

Robert A Funk
Chairman & CEO, Express Employment Pros
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October 19, 2004 .

To Whom It May Concern:

i Many character -education” programs. come o ‘me. through direct mall, -emall, “and
Selephane  solicitations, - I've: reviewed more than a dozen duiing the past: few. years without -
finding one: which truly met my expectations for'a charatter education” program for Plans 1D
middle school studénts. g K e . : :

Heart of a Charpion caught my attention at onée with both presentation and: content.”
After sharing the program with our district middis schol principals, who shared my enthusiasm,
wé began using the program three years ago. . : :

The program is well-planned and attractively packaged to appeal to both teachers and
students: It is a valuable addition to our iniddle school instruction, : : : .

" Because of the modilar components, each scl’mlhas been able to tallor the program to
fit fts scheduling and staffing. Schools use the colorful Heart of a Champlon posters and other
©materials to keeg strong character education messages i front of their students. -

; Working with the Hedrt of 2 Champion arganization s &' delight, They: have taken
feedbaick from teachers and administrators and continued ‘to improve the content of an already
strohg program. O

In ‘my ‘opinion, Heart of a Champion i the best character education program 1 have
seen, - The people associated with the program are easy to work with “and responsive 'to ‘our
needs.’ They are cormitted to young people-and to working with educators to provide a Guality
character education program for our children. - : u o

: T'm proid that Plano [SD middle school principals have chosen to embrace and stipport
Heart of a Championi. B .

Martih ks,

Associate upe'rintendent
For Curriculum and Thstrugtion -

Sincerely,




Arizona
East Valley High School (Mesa)
Chino Vailey High School

Arkansas

Pine Bluff Schools

Watson Chapel School District
Doltarway Public Schools
Whitehall Public Schools

California

Miracles Program (San Diego)

Miracles Program (San Jose)

University Charter Middle School (Camarillo)
South Junior High (Anaheim)

Savannah Schools (Anaheim)

Florida

Lely High School (Naples)
Nova Middie School (Davie)
Broward County Public Schools

Georgia
Miracles Program (Atlanta)

Idaho
Midway Middie School {Rigby)

Iinois
Miracles Program (Chicago)

Kansas

Youth Leadership Foundation (Manhattan)
Central Middle School (Kansas City)

Regional Prevention Center of Kansas {Girard)

Maryland
Hope Worldwide (Baltimore)
Newport Mill Middie School (Kensington)

Michigan

CA Frost Middle Schoot {(Grand Rapids)
Grand Rapids Montessori

Martin Luther King Middle School (Grand
Rapids)

Sherwood Middle School (Grand Rapids)
Southwest Community {(Grand Rapids)
Alger Middle School {Grand Rapids)
Burton Middle School (Grand Rapids)
Ford Middie School (Grand Rapids}
Harrison Middle School (Grand Rapids)
Riverside Middie School (Grand Rapids)
Westwood Middie School (Grand Rapids)
Waest Junior High (Traverse City)

East Junior High (Traverse City)

Minnesota
Saint Paul Public Schools

Missouri

Belton High School (Beiton}

Center Middie School {Kansas City)
Campbell Middle School (Lee’'s Summit)
Grandview Middle School

Pleasant Lea Middie School (Lee's Summit)
Summit Lakes Middle School {Lee's Summit)
Smith-Cotton High School (Sedalia)

Nevada
Andre Agassi Preparatory Academy (Las
Vegas, NV)

New York

Grace Faith Church (NYC)

1S 152 (NYC)

City College Academy of the Arts (NYC)
Riker's Island (NYC)



Oklahoma

Belle Isle Middle Schoot (OKC)
Jackson Middle School (OKC)
Jefferson Middle School (OKC)
Rogers Middle School (OKC)
Roosevelt Middle School (OKC)
Webster Middle School (OKC)
Classen Middie School (OKC)

Taft Middle School (OKC)

Douglas Middle School (OKC)

John Marshall Middle School (OKC)
Centennial High School (OKC)
Northeast Middle School (OKC)
SeeWorth Academy (OKC)

About Face Academy (OKC)

Western Heights Middle School {OKC)
Independence Charter Middle School (OKC)
Millwood Middle School {OKC)
Crutcho Middie School

Pennsylvania
Wissahickon Middle School (Ambler)

Texas

Thomas Middle School (Houston)

EQ Smith Middle School (Houston)
Woodson Middle School {(Houston)
Welch Middle School (Houston)

Dowling Middle Schoo! (Houston)

Cullen Middle Schoo! {Houtson)

Morton Ranch Junior High (Katy)
Beckendorff Junior High (Katy)

Rescue Youth Mentoring Program (Humble)
Boys and Girls Clubs of Houston

The Briarwood School (Houston)
Wunderlich Intermediate School (Klein)
Parkview Intermediate School (Pasadena)
Tannahill Intermediate School (White
Settiement)

Rockwall Independent School District
Tarrant County Juvenile Justice Program
Fossil Hill Middle School (Keller)

Lorena Alternative School

Parkhill Junior High (Richardson)

Union Bower Center for Learning {Irving)
Royse City Middie School (Texas)
Murphy Middle School (Plano)

Mabank Middie School

Miracles Program (San Antonio)
Miracles Program (Dallas)

Mansfield Select Athietics

Highland Park Middie School (Dallas)
Gainesville State School

Boys and Girls Clubs of Greater Dallas
Boys and Girls Clubs of Fort Worth

Lena Pope Home (Fort Worth)

OL Siaton Middle School (Lubbock)
Dunbar Middle School (Lubbock)

Atkins Middle Schoot (Lubbock)
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Burnet Middle School (Burnet)

Virginia

Chesapeake Alternative School
Norfolk Christian (Norfolk)

Smith High School (Chesapeake)

Washington

Mcllvaigh Middle School (Tacoma)
Kopachuck Middle School {Gig Harbor)
Harbor Ridge Middle School (Gig Harbor)
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House Appropriations Committee
Defense Subcommittee

Witness Disclosure Form

Clause 2(g) of rule XI of the Rules of the House of Representatives requires non-
governmental witnesses to disclose to the Committee the following information. A
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THURSDAY, MAY 20, 2010.

LUNG CANCER ALLIANCE

WITNESS

LAURIE FENTON-AMBROSE, PRESIDENT AND CEO, LUNG CANCER AL-
LIANCE

Mr. Dicks. Laurie Fenton-Ambrose, president and CEO, Lung
Cancer Alliance. Welcome, Laurie.

Ms. FENTON-AMBROSE. Thank you, Mr. Chairman.

Mr. Dicks. You have 5 minutes. We will let you know when you
have 1 minute so you can summarize.

Ms. FENTON-AMBROSE. Thank you very much.

Dave Hobson also says hello, who I also had the pleasure of see-
ing this morning. So he wanted me to say hello.

Mr. Dicks. Thank you.

Ms. FENTON-AMBROSE. I am delighted to be here, Mr. Chairman,
members of the subcommittee. My name is Laurie Fenton Ambrose,
and I am president and CEO of the Lung Cancer Alliance, which
is the only national organization that is providing patient support
and advocacy to those either living with or at risk for lung cancer.

And it is my great privilege to be here to talk with you about a
program that we had the great pleasure of working to see estab-
lished, along with our former board chairman Admiral Phil Coady;
and our current board members, former Secretary of Transpor-
tation Norman Mineta, who is a lung cancer survivor, and along
with Joe Lopez; and certainly with the late chairman John Murtha,
who saw the need to create this program to help our military men
and women who are at greater risk for the disease.

To summarize, lung cancer is a public health epidemic. It is the
leading cause of cancer deaths among men, among women, in every
ethnic group, and in our military, conservatively speaking, is at a
25 percent higher risk for this disease not just because of smoking,
but because of exposures to toxins, battlefield fuels and the like. It
is a disease that, even with this proportion of deaths, has received
the least amount of Federal funding. What we are doing today is
to try to ensure that a very comprehensive plan of action is brought
to bear on all of those who are either living with or at risk for this
disease.

It is important to note that today, based on CDC surveys, 60 per-
cent of those with this disease are former smokers, most who quit
decades ago. Another 20 percent are those who have never smoked
at all. So what we are faced with is the fact that today, tomor-
row

Mr. Dicks. Is that a different kind of cancer; is that a different
disease for the people who don’t have—who have never smoked?

Ms. FENTON-AMBROSE. I wish I could say we knew. There are
many variations to this disease. We don’t have enough research to
understand why, for example, men and women have differences in
the type of diagnosis and progression with the disease. But it is
lung cancer.

So if you think about the fact that 80 percent of those with this
disease today, tomorrow and decades to come do not have the re-
search to support earlier intervention or certainly to have a robust
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treatment pipeline, no doubt we need tobacco control and preven-
tion strategies, but that alone will not address those who actually
heard the message and quit their addiction to ensure that we find
it early or then have treatments best to manage it.

This brings us really to why we are here today. Even last week
the President’s Panel on Cancer produced a report about the envi-
ronmental risk factors that highlighted among our military expo-
sures that are putting them at greater risk.

Lung Cancer Alliance has been advocating strongly and persist-
ently for a greater focus on our military men and women who are
at great risk. Whether it is Agent Orange, whether it is battlefield
fuels, whether it is smoking, our military men and women do not
deserve to have this disease, and we have worked to establish a
program within the CDMRP that is focused on an early interven-
tion program to help our at-risk military.

Chairman Murtha was so quick to recognize the need. We are
grateful that he helped us to establish this in 2007. This is a pro-
gram not intended to duplicate, but rather supplement, the re-
search programs under the National Cancer Institute. This has a
particular focus on the patient and patient outcomes rather than
the basic science which has been the purview of NCI.

This patient-oriented, mission-oriented program, if properly im-
plemented, will have an immediate impact on our high-risk mili-
tary and quickly lead to other earlier detection and improvement
of treatments for the entire civilian population.

I have attached supporting documents

Mr. Dicks. Thank you.

Ms. FENTON-AMBROSE [continuing]. I am happy to present for
you today.

Mr. Dicks. Thank you.

[The statement of Ms. Fenton-Ambrose follows:]
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LUNG
CANCER
ALLIANCE
888 16th Street NW

Suite 150
Washington DC 20006

202-463-2080
{ungeanceralliance.org

Laurie Fenton-Ambrose
President and CEO of Lung Cancer Alliance
Testimony Before the House Appropriations Subcommittee on Defense
May 20, 2010

Chairman Dicks, Ranking Member Young, Members of the Subcommittee: My name is
Laurie Fenton Ambrose. I am President & CEO of Lung Cancer Alliance, the only
national organization providing patient support and advocacy exclusively to those either
living with — or at risk for lung cancer.

It is my great privilege to be able to testify before the House Appropriations
Subcommittee on Defense on the Lung Cancer Research Program within the
Congressionally Directed Medical Research Program in the Department of Defense.

It was our great honor to play a role in establishing this program through the efforts of
our late Chairman of the Board, Admiral Phil Coady, and our current Board members:
former Transportation Secretary and lung cancer survivor, Norman Mineta, and Admiral
Joe Lopez. We are deeply grateful to the late Congressman John Murtha for his
recognition of the need and his support for an accelerated, patient-oriented, mission-
oriented research program focusing on lung cancer among high risk military men and
women.

Lung cancer is a public health epidemic. Lung cancer is the number one cancer killer in
among men and women and in every ethnic group, yet most people are not even aware of
the statistics.

The fact is that lung cancer is taking more lives each year than the next four biggest
cancers - colon, breast, pancreatic and prostate cancers - combined. When President

NO MORE EXCUSES. NO MORE LUNG CANCER.
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Nixon and Congress launched their “War on Cancer” in 1971, lung cancer’s 5-year
survival rate was 13%. Today, almost 40 years later, the 5-year survival rate is 15%.

In 2001, the Progress Review Group's report to the National Cancer Institute bluntly
warned that lung cancer was being funded "far below its massive public health impact."
Yet it continues to be the least funded in research dollars per death of all the major
cancers.

A series of papers published in 2008 in the Journal of the National Cancer Institute
indicate that lung cancer is the most costly cancer in terms of healthcare dollars spent,
productivity losses, the value of lives lost and Medicare costs. Predictions published in
the Journal of Clinical Oncology in 2009 indicate that the number of people who will be
diagnosed with lung cancer will increase by 52% over the next 20 years.

Lung cancer is also the only cancer blamed on the patient and routinely portrayed as a
“self-inflicted” disease that smoking cessation alone will cure. LCA recognizes the
borrible impact of smoking and fully supports tobacco control and prevention efforts,
including the regulation of tobacco by the Food and Drug Administration. LCA has been
actively engaged for many years and has filed amicus briefs in the still ongoing federal
RICO lawsuit against Big Tobacco.

But the facts about lung cancer present a more complicated picture. According to a 2007
Centers for Disease Control and Prevention survey, 60% of new lung cancer cases are
former smokers, many of them people who were initially hooked as young as eight or
nine, who have already taken the difficult steps to break their addiction. Another 18%
never smoked at all, which would make lung cancer among non-smokers the sixth biggest
cancer killer, ahead of leukemia, liver, ovarian, bladder and brain cancers.

The President’s Cancer Panel last week issued a report entitled “Reducing Environmental
Cancer Risk” which listed forty categories of cancer-causing contaminants, ranging from
radon to asbestos to pesticides. Over half of them were specifically associated with lung
cancer, the majority of them strongly associated to lung cancer. No other cancer was so
frequently cited or so strongly implicated. One entire chapter of the report was devoted
to the military-related environmental exposures.

Lung Cancer Alliance has been advocating strongly and persistently for greater focus on
our military men and women who are at higher risk for lung cancer. Studies have cited
their higher smoking rates during active duty and their greater exposure to known
carcinogens and have indicated that not only is incidence higher, but survival is lower
than in civilian populations. For the record, attached is Lung Cancer Alliance’s Veterans
and Lung Cancer Fact Sheet, which outlines the scope of the problem. 1 would like to
include it in the record.

In 2008, the late Chairman Murtha, with his steadfast compassion and support of our
military men and women, moved rapidly to provide resources for those at risk via the
Lung Cancer Research Program with an emphasis on early detection. The fact is that only
16% of all lung cancers are being diagnosed at an early, curable stage.

NO MORE EXCUSES. NO MORE LUNG CANCER.
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As the report language for the FY09 and FY 10 appropriations indicated, this pipeline
was established to fund the integrated components of early intervention research for at
risk military service men and women. In this respect the lung cancer research program is
more specific to military men and women than other CDMRP programs.

It is intended to supplement, not duplicate, research programs under the National Cancer
Institute, with a particular focus on the patient and patient outcomes rather than on basic
science which has been the purview of NCI. This patient-oriented, mission-oriented
program, if properly implemented, will have an immediate impact on our high risk
military and quickly lead to earlier detection and improved treatments for the entire
population of those living with and those at risk for lung cancer.

We thank the committee for its support for this program and urge the committee to
appropriate additional funding for FY11.

NO MORE EXCUSES NO MORE LUNG CANCER.
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VETERANS AND LUNG CANCER

“Lung cancer is an urgent priority among veterans. Not only is the incidence higher, but the
survival is lower than in civilian populations.” 2

Scope of the Problem:
Overall the toll of lung cancer deaths in the United States exceeds that of the next four major
cancers combined. On average 448 people a day will die of lung cancer..

Surveiliance, Epidemiology and End Results Program: hitp:/seer.cancer.qov
hitp://seer.cancer.gov/csr/1975 2006/index.htmi

Studies have indicated higher rates of lung cancer incidence and mortality among veterans than
among non-veterans.

WORLD WAR Ii AND KOREAN WAR VETERANS

According to a study looking back on 33 years of cause of death data for people born between
1920 and 193939, the mortality rate for lung cancer among veterans has been nearly twice that
of civilians. 2,000,000 World War It and Korean War veterans died an average of 11.1 years
sooner than their civilian counterparts, making the toll of premature deaths in terms of “years of
life lost” greater than that of all combat casualties from both wars. In addition to higher smoking
rates, veterans of these wars were exposed {o asbestos which was widely used in submarines,
Navy ships and as plumbing and heating insulation.

VIETNAM WAR
A 1987 study of the death records of 52,000 veterans of that era showed that Marine ground

troops who served in Vietnam died of lung cancer at a 58% higher rate of lung cancer than
veterans who did not serve there.

¥ Harris RE, Hebert JR, Wynder EL.. Cancer risk in male veterans utilizing the Veterans Administration
medical system. Cancer 1989;64:1160-8

2 Campling BG, Hwang WT, Zhang J, et al. A Population-based Study of Lung Carcinoma in
Pennsylvania: Comparison of Veterans Administration and Civilian Populations. Cancer. 2005; 104(4)
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In 1991 Congress directed the National Academy of Sciences (NAS) through its Institute of
Medicine (I0M) to carry out comprehensive reviews and periodic updates of the scientific and
medical information on the health impact of Agent Orange and other herbicides. Every report
since then has cited the association of lung cancer with Agent Orange.

In 1994 the VA agreed that all veterans who served in-country Vietnam between 1962 and
1975 (including those who visited Vietnam even briefly) and who have lung cancer are
automatically entitled to full compensation and disability compensation with no limit on the time
since service.

(1t should be noted that studies carried out by the Australian VA found a 47% higher rate of lung
cancer among its veterans who participated in the Korean War and double the rate of lung
cancer cases among Australian veterans who served in Vietnam. These veterans also had lung
cancer mortality rates 79% higher than expected.)

GULF WAR VETERANS

In 1998, again at the direction of Congress, the IOM began studying the health impact of the
Gulf War exposure to depleted uranium, the residue left after nuclear grade uranium is
extracted. Because it is even denser than lead, depleted uranium has been used in defensive
armor plating and in armor-piercing projectiles, such as SCUD missiles. Like radon, which is
the second leading cause of lung cancer, depleted uranium can give off radioactive products of
decay that can be carcinogenic. While the first IOM report in 2000 found insufficient evidence of
a definite link to lung cancer, the 2008 update now assigns “high priority” to continued review of
the link with lung cancer. 1OM has also been reviewing the impact of exposure to fuel exhausts,
smoke from burning oil wells, kerosene cookers and heaters in enclosed tents and other
battlefield emissions. The “strongest finding” was the association of combustion products and
lung cancer.

SMOKING AND THE MILITARY

Untit 1976, cigarettes were routinely included in K-rations and C-rations and for decades sold at
deeply discounted prices in commissaries and exchanges. Tobacco products are still sold at
discounted prices on military exchanges and commissaries (except for Navy and Marine
commissaries). Military induced smoking accounts for a significant percentage of the higher lung
cancer rates, perhaps as high as 50-70% of the excess deaths. The percentage of active duty
military who ever smoked was highest during the Korean and Vietnam Wars (75%). Currently
overall 32.2 % of active duty military personnel smoke versus 19.8% of adults in the civilian
population and 22.2% of veterans.

OTHER RISK FACTORS

Other risk factors include Agent Orange, radon, asbestos, depleted uranium used in weapons
and armor shielding, beryllium, fuel exhaust and other battlefield emissions.
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DEPARTMENT OF ENERGY AND LUNG CANCER

Munitions plant workers exposed to uranium, beryllium and other carcinogens have been
routinely screened for lung cancer under the Worker Health Protection Program funded through
the Office of Environment, Safety and Health of the Depariment of Energy. The program is
being expanded to more plants in FY10.

DEPARTMENT OF DEFENSE AND LUNG CANCER

Since its initiation in FY92, the Congressionally Directed Medical Research Program under the
Department of Defense has funded over $5 billion in research programs with more than half of
the funding earmarked for breast, prostate and ovarian cancer research programs. In FY09
Congress established a Lung Cancer Research Program with an initial appropriation of $20
million to focus on high risk military. Lung Cancer Alliance is strongly advocating for additional
funding for FY10.

LEGISLATIVE HISTORY

In the 110th Congress, the House of Representatives (H.Res. 335) and the Senate (S.Res. 87)
unanimously passed resolutions urging that lung cancer be declared a public health priority that
required an urgent and coordinated public health response. In this Congress the first legislation
ever o authorize a comprehensive lung cancer research program was introduced in both
Houses of Congress. The bipartisan bills (H.R.2112 and S. 332) require the Departments of
Health and Human Services, the Department of Defense and the Department of Veterans
Affairs to develop a coordinated strategic plan for reducing lung cancer mortality by 2016.

UNMET NEEDS OF VETERANS AND LUNG CANCER

Lung cancer is a stealth disease that usually takes decades to develop and fails to show
obvious symptoms, such as bloody sputum, untit it has already spread beyond the original site.
in the general population only 16% of lung cancers are being diagnosed at an early localized
stage when it can be treated and cured. Cancers with widely used screening methods (such as
mammograms for breast cancer, PSA testing for prostate cancer and colonoscopies for colon
cancer) have high survival rates. Currently the 5-year survival rate for breast cancer is 89%; for
prostate cancer 99% and colon cancer 66%.

The 5-year survival rate for lung cancer is still only 15%, reflective of the persistent lack of
adequate research funding and the pervasive blame associated with the disease. Neither is
appropriate in addressing the unmet needs of veterans who by virtue of their service are
at higher risk.

Rapid advances in imaging technology have now given those at high risk for lung cancer an
aption for detection at its earliest, most treatable and curable stage. Fifteen years of
observational studies in the United States and abroad have demonstrated that cancers detected
by CT screening are highly likely to be cured.
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Randomized controlled trials to assess the impact on mortality are also underway in the
United States and abroad, but none of these trials are focused on the military or
veterans. It is urgent that the unique impact of lung cancer on veterans be researched.

Lung Cancer Alliance has consistently stated that those at high risk for fung cancer should
speak with their doctors abut the risk and benefits of a CT scan, and to only have it done at
centers experienced in lung cancer diagnosis.

Late stage lung cancer is twice as costly to treat as early stage cancer. Even conservative
estimates place the cost of lung cancer to the VA at $1 billion a year. A study published in the
April 29, 2008 Journal of Clinical Oncology predicts that the incidence of cancer overall will
increase by 45% over the next 20 years, while the incidence of lung cancer specifically will
increase by 52%. It is imperative that the VA initiate a pilot early detection research program
targeting high risk veterans.
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Cost of Care for Elderly Cancer Patients in the
United States

K. Robin Yabroff, Elizabeth B. Lamant, Angela Mariotto, Joan L. Warren, Marie Topor, Angela Meekins,
Martin L, Brown
J Natl Cancer Inst 2008;100:630-641

Table 6. Aggregate S-year costs of care for the cohort of elderly Medi cancer pati i < tn 2004
Wormen Men
No. of patients in B-year costs, No. of patients in S-year costs, Tolal 5-year costs,

Tumor site United States million $ United States wiillion $ million §
Brain and ONS 3223 141 3173 182 283
Fernale breast 77008 1375 Q 9 1378
Cervix 2368 73 Y 1) 73
Colarectat 44838 1571 41788 1530 3101
Corpus uteri 15131 340 4 0 340
Esophagus 2392 104 5896 282 386
Gastric 5912 248 8512 376 824
Head and neck 5231 176 10338 317 492
Leukemia 7923 300 9712 395 695
Liver 2908 107 5042 17t 278
fung 54665 2038 S1646 200 ~AZ3E
Lymphoma 16112 863 15408 887 1350
Melanoma of the skin 7981 83 14404 129 181
Ovary 8088 507 0 o 507
Pancreas 11758 429 9565 343 7
Prostate G o 118369 2294 2294
Renat 750 278 11250 407 685
Urinary bladder 11304 256 31892 767 1023
Alf other tumor sites 38954 1113 45585 1304 . 2417
Total 324546 9771 392581 11353 21124

* Al cost estimates discounted by 3% annually end reported in 2004 doflars. ONS = other nervous system. Data sources were 17-registry Surveillance,
Epidemiofogy, and End Results (SEER] data (cancer incidence in 2004} and 13-registry SEER data {survival} and SEER-Medicare {net costs by phase of carel.

Productivity Costs of Cancer Mortality in the United
States: 20002020 )

Cathy J. Bradley, K. Robin Yabro#, Bassam Dahman, Eric J. Feuer, Angala Mariotto, Martin L. Brown

SR . . S— . J Natl Cancer inst 2008;100:1763-1770

Table 2. Site-spacific present value of lifetime earnings (PVLE) among adults 20 and older in 2010

Cancer site PVLE, $US Percentage of total cost Deaths PVLE/death, $US
Total {ali cancers) 142373887175 100.00 857005 216701
Lung and bronchus 38053476028 ' 27.36 185202 210330
Colon and rectum 12802283437 8.99 67928 188488
Female breast 10878840020 7.64 48778 223037
Pancreas ) . 7058015804 4.96 35474 198963
Leukernia 5878620378 413 24489 240387
Brain and other nervous system 5851151373 4,11 14894 392853
Non-Hodgkin lymphorma 5755042326 4.04 26230 219407
Liver and intrahepatic bile duct 4838204 280 3.28 168041 282147
Qvary 2844996275 .07 16700 176347
Kidney and renat pelvis 3632633377 2.55 14248 254993
Head and neck - 3630391776 2.8% 12109 299809
Prostate 3537601671 2.48 37812 93540
Stornach 3453510837 2.43 14774 233756
Melanoma of the skin 3298014331 2.32 8871 371778
Urinafy bladder 1976966144 1.39 14794 133633
Cervix uteri 1807797110 1.27 4666 387440
Corpus and uterus 1101322676 0.77 78896 138479
Haodgkin lymphoma 828891758 0.58 1523 544118
Testis 471622615 0.33 372 1267803

All other sites 23873708259 16.77 104231 229046




Estimates and Projections of Value of Life Lost From
Cancer Deaths in the United States
K. Robin Yabroff, Cathy J. Bradiey, Angela B. Mariotto, Martin L. Brown, Eric J. Feuer

Table 1. Age-adjusted mortality rates {per 100000} in the United
States by sex and tumor site, 1998-2003*

Mortality rate {per 100000}

Sex and tumor site <65 years 265 years
Men
fung 219 4405
Prostate 2.0 2188
Colorectal 6.6 1487
Pancreas 38 693
Leukernia 2.8 80.0
tymphoma (non-Hodgkin} 3.0 £75
Esophagus 30 40.6
Urinary bladder .1 517
Liver 28 34.9
Kidney 23 325
Gastric 19 354
Head and neck 2.8 28.1
Brain and ONS 32 217
Melanoms of the skin 18 18.2
tymphorma {Hodgkin} 03 22
Testis 63 03
All cancers 69.6 1448.5
Women
Lung 13.8 2288
Breast 133 1134
Colorectal 48 102.4
Pancreas 28 56.1
Ovary 37 248
Lymphoma (non-Hodgkin} 18 38.3
Leukemia 2.0 320
Corpus uterd 14 228
Brain and ONS 2.1 14.4
Gastric 1.0 178
Liver 1.0 17.2
Kidney 0.9 155
Cervix 20 71
Urinary bladder 0.4 154
Esophagus o5 10.4
Head and neck 0.6 8.7
Melanoma of the skin 08 74
Lymphoma {Hodgkin} 0.2 14
All cancers 60.2 8837

* Rates are age adjusted to the 2000 US Standard Population (19 age groups.

Census P25-1130)

Tumor sites are listed from highest to lowest sex-specihic sge-adiusted
momtality rate ONS = other neurologic sites i

J Natl Cancer Inst 2008;100:1755-1762

Table 2, Person-years of lifa lost {(PYLL} due to cancer deaths in
the year 2000 by sex and tumor site*

Men Women

Tumor site <65 years >65 years <B5 years 265 years
tung 610855 635080 48815 576102
Braast — — 526508 267769
Prostate 49602 218714 — —

Colorectal 196931 184506 172303 224298
Pancreas 13170 84461 87697 130226
Ovary - —_— 140152 109080
Leukemia 118013 74698 87195 70818
Lymphoma 93986 73184 70133 86679

{non-Hodgkin}

Esophagus 87829 59460 g2 28476
Urinary bladder 31691 58293 13639 32320
Liver 92689 49083 36485 40058
Kidney 68986 44248 35383 36318
Gastric 58741 45301 39245 39282
Head and neck 73841 40817 23830 22982
Brain and ONS 123302 32733 97110 36459
Cenvix - - 88979 17692
Corpus uteri — - 50962 54898
Melgnoma of the skin 59723 24394 39880 17343
Lymphoma (Hodgkin} 15348 2091 12575 3241
Testls 12660 411 e —

All cancers 2148725 1883620 2331883 2084256

* Turnor sites are listed from highest to lowest sex-specific age-adjusted maor-
tality rate. — = not available or not applicable 1o this papulation; ONS = othet
neurclogic sites. To estimate PYLL, the number of deaths for each tumor
site was calculated from age- and sex-specific montality rates and age- and
sex-specific population projestions. For each death, cohort life tables were
used to compute the remaining life expectancy had the person not died from

cancer.
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Table 3. Value of life lost due to cancer deaths in the year 2000 by sex and tumor site in billions of doliars*

Men Women
Tumor site <65 years {billion $) 265 years {(bilfion $} <85 years {billion $} >65 years {billion $} |
Lung 6.1 823 50.1 723 !
Breast 513 33.9
Prostate 55 293
Colorectal 207 241 172 288
Pancreas 121 123 8.8 16.8
Ovary — — 13.8 138
Leukemia 107 9.8 84 a1
Lymphoma {non-Hodgkin) 10.0 2.6 68 111
Esophagus 8.4 77 1.8 3.1
Urinary bladder 3.4 7.7 14 4.2
Liver 26 6.4 38 5.1
Kidney 7.2 58 34 48
Gastric a1 59 38 50
Head and neck 7.8 53 24 28
Brain and ONS 1.5 4.2 88 48
Cervix — — 8.2 2.2
Corpus uteri — — 52 69
Melanoma of the skin 8.0 3.2 38 22
Lymphoma (Hodgkin} 1.4 [¢X:4 1.1 0.4
Testis 11 a1 — -
All cancers 2224 2458 2279 2845
* Tumor sites are fisted fom highest to lowest sex-specific age-adjusted mortality ate. — = not available or not applicable to this population; DNS = other neuro-

fogic sites. Value of fe lost was estimated using a previously published valus of 1 year of life ($150000) applied 1o the person-yeers of ife ost estimate for each
tumor site. All value of ife fost estimates wete discounted by 3% annually and reported in real dollars

Table 4, Value of life {ost due to cancer deaths in the years 2000
and 2020 by tumor site in billions of doliars*

Value of life tost

2000 2020 % increase in
Turnor site (billion 8}  (billion §}  value of life lost
Lung 270.8 433.4 60.1
Female breast 85.3 1210 418
Prastate 348 58.4 67.6
Colorectat 9.9 140.1 54.3
Pancress 499 77.8 56.2
Qvary 217 EARY] 48.1
Leukeria 38.0 584 45.9
Lymphoma 37.4 56.5 51.0
{non-Hodgkin}
Esopbagus 220 3458 8.8
Urinary bladder 18.7 287 60.2
Liver 24.6 37.2 514
Kidney 21.0 328 54.9
Gastric 208 31.8 515
Head and neck 184 8.7 56.3
Brain and ONS 289 40.5 401
Cervix 10.6 135 287
Corpus uteri 12.1 1885 52.4
Melanoma of the skin 15.1 216 428
Lymphoma {Modgkin} 3.2 43 310
Testis 7.2 13 136
All cancers 560.7 1472.5 53.3

* Tumor sites are listed from highest to lowest sex-specific sge-adiusted

mortality ate. ONS = other neurclogic sites. Vatue of life losg was estimated

using a previously published value of 3 year of life {$150000) applisd to the
person-yesrs of life lost estimate for sach tumor site. All value of fife fost
estimates were discounted by 3% snnually and reported in real dofiars.

5007 Base case
Ammnal 1% declive
450 4 . Anonsl 2% dedine
i Annnal 4% declive
400 -
350
H
=2 300
A 3
£ awd’
g
3 200
<3
B 1s0
204 -
50 4
O FTT T T T T T T
2008 2005 2018 2015 2620
Year

Figure 1. Projected vslue of ife lost due to lung cancer deaths in the
United States. The most recent years of data {ie, from 1989 to 2003)
ware used to calculate sex- and age-specific lung cancer mortafity rates
for the base case mortality rate projections. Sensitivity analysis sce-
narios included annual 1%, 2%, and 4% declines in lung cancer

mortality.
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Future of Cancer Incidence in the United States; Burdens
Upon an Aging, Changing Nation

Smitly, Grace L. S

Bonjarin [ 1, Avtl Husria, Gabriel N. Hortobegei, and Thowes: A, Bue

Purpose

By 70 0, tha United Ststes’ population will increase to approxirnately 365 million, including 7
milion older adulis {age = 65 yeers) and 157 milhon minority individuals. Alihough cancer
incidence veries by age and race, the rmpact of demographic changes on cancer incidence has not
bean fully characterized. VWa sought 1o estimete the number of cancer pai* nts diagnosed in the
United Stetes through 2030 by ege and race

Methods

Current demographic-specific cancer incidence rates were calculated using the Surveiliance
Epdemiology and End Resulis database. Populauon projections fiom ths { B were
used 1o prolect future cancer incidence twough 2030
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Cancer Incidence Projections for the Urited States From 2010 to 2030

Table 1. Projacied No of Cancer Patiaots From 2010 Through 2030 by Ags and Sex
Al Age 65+ Wormen Man
Cancer Site and Year No. % Na % Ho. % Ne. %
Alf
2610 1,599,000 - 967,000 S 781,000 - 838,000 —_
2020 £,957,000 22 1,302.000 o 900,660 i3 1,067,000 28
2030 2,313,000 45 1618000 57 3.049.000 3B 1.269.000 51
Bladder
2010 75,000 - 52,000 - 19,000 - 57.000 —
2020 94,000 25 70,000 33 20 72.000 26
203! 116.000 34 83.000 68 45 89.000 37
{
— 1i4.000 - s 2.000 -
16 150,000 ! 4 16 2.000 s
30 178,000 37 294,000 3¢ 3,000 48
52000 - 25.000 - 53,000 - 200 -
61.000 4 33,000 33 61,000 14 200 13
87.000 25 39.000 58 37.000 25 300 a7
13.000 — %000 — 13.000 - - -
16,000 15 5.000 4 15.000 15 - -
17.000 31 6.000 76 17.0600 3t - —
22.000 — 10,000 - 10,000 12,000
28.00G i 13,000 35 12,000 15 14,000 17
29,600 21 16,000 83 13.000 30 16,000 32
Colorectura
2010 - 108,000 £1.000 - 37.000 -
2020 24 142.080 98.000 2t 110,000 26
2030 52 182.000 123,000 45 135,000 35
Esephagus
2010 18,000 - 007 - 12000 —
20 20,000 5.000 150006 25
2030 24.060 48 18,000 88 £.000 8.000 49
Hodgkin's hmphoma
2010 9.000 — 2.000 — 4,000 - 3,000 -
2020 10.000 10 3.000 35 5.600 8 6.000 i
11,000 a1 4.000 2 ¢ 8,000 23
28000 — - -
23 38,000 33 2
44 48,000 87 47
13.000 £.000 - 3,000 10.00¢
16.000 25 14,000 37 3.000 13.000 26
18,000 45 13,000 5 3.000 15.000 a7
- —
33 18
38 41
21.006 . 12,000 - 5,000 o~ —
27.600 28 17.000 47 8,000 22 28
34,000 58 22000 82 10,000 B 24,000 56
— - 120,000 -
0 23 155,000
52 a8 1280906
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Table 1. Projacted Nu. of Cancer Paserss From 2010 Thiough 2030 hy Age and Sex icont
Al Age 65+ Women Men
Cancer Site and Year No. % Mo % o % Mo %
Metanoma
2010 — 34,000 - 23,000 - 41,000 .
2020 i3 44,000 30 31.000 8 43.000 i5
2030 75 52.000 g4 34,000 17 53.000 30
Myeton iz
2010 20000 13,000 - 9.000 11.000 —
2020 26,000 18,000 36 11,000 24 12,000 28
2000 32.000 24,000 77 14,000 53 18,000 58
Non-Hodgkin's yrpharma
2010 87006 39.600 — 31.000 — 36,600 -
2029 81.000 21 52.000 33 37.000 20 24,000
2030 27.000 24 55,000 67 42,000 42 53.000
Orat cavity and phanix
2010 37,000 — 18.000 — 11,000 - 25.000
2020 24,600 19 25,000 32 13.000 12 30,600 18
2030 49.000 35 31.000 61 15,000 8 54,000 34
Ovary
2010 13.000 - 24,000 - — -
2020 7 17,600 3t 29.000 w — —
7030 a4 20,000 59 33.000 3¢ — -
i 27.600 - 20,000 20000
36.000 24 25.000 25.000 27
46,600 73 21,000 53 31.000 57
246,000 — - — - -
322,000 30 39 — - 30
282.000 55 i - - 56
25,000 - - 10.000 - 16,000 -
33,000 29 38 12,000 2% 20.000 3t
42,000 57 88 16.000 85 25.00¢ 68
2000 - 200 - - - 2,000
9,000 3 400 ’ - - 9,000
2030 2,000 500 - 2.000
I e e 8,080 - 2B.0DQ s -£.000 -
9 00 26,000 19 :
20 14.000 25,000 '8 5
42,000 — 24,000 - 42,000 - - -
32,600 19 32,900 32 52,000 - -
$8.000 32 38.000 56 52,000 -
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The anticipated marked inceeass in cancer among mirorities is
abso particulasly important for several seasons. In addition to race-
buased disparities in care patterns and outcones as discussed earlier,
the marked increase in cancer among Asian/Pacific istanders and
Hispanies creates the unique challenge of treating difficult malignan-
cies, such as stomach and liver cancer, that are refatively nore com-
mon i these racialiethaic groups, in addition to the complexity of
providing culiueally competent communication to individuals from
different backgrounds. Looking to the futuue, « high priotity should be
placed not only on addressing disparities in cancer care, but also on

o cancer dinical te
ool differences in cancer biolo-
and normal tissue response (2

casing recruitment of minorities
unprove understanding of race-ba
gy,”” effectiveness of cancer therapy,
cancer therapy.!

The prejections in this study are hased on the assumption that
age-, sex-, vace-, and ovigin-specific cancer incidence rates will rerain
ively corstant over time. Atihough this assuniption appears ve
sonable based on historical duta as presented in Figure 1, it is Likely that
<factoe mod-
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cades. Consequently, resources needed foc cancer prevention,
screening, detection, and treatment will need to increase coucomi
tantly, Optimal cancer treatments for older and minority patients
remain to be defined, and design of future dlinical triads should con
sider these impending changes. Within a broader perspective,
newed governmental iterest in health care yeform should include 2
substantial focus on the elderly, minarities, and the medically under-
served in order to addvess structural tauses of unequal cancey care and
to promote development of the national health care infrasteactie
needed to provide skilled and timely cancer care to even the most
vulnerable segments of aur poputa;
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Appendix

Tahle AT Projected No. of Cancer Paverts From 2010 Through 2030 by Race and Origin

Asnarican ndian

Asian and anet Alaska
White Black scific Isfandss Native Wultracial Hhspame
o to %t No %t No %t to %t No ¥ Yo
— ? 41.000 - 5000 - 12,600 — -
17 217 000 64,000 2,000 3 a5 53
58,000 3i 272000 94.000 0,006 7€ 1 260,000 142
67.000 - - 1.008 — 150 - 3.000 -
£1.060 el E 2.000 &7 200 52 5.000 89
97.000 45 83 3.000 185 300 170 £.000 Vie
179,000 - 23,000 76006 - £00 — - 15000 -
197.008 10 23.000 23 11.000 a3 1000 27 38 24,000 51
210.000 17 34,000 45 18060 03 1000 52 e 33.000 i
- 5000 — 2,000 - 100 - 400 e 2,000 -
£5.000 8 1000 25 3,60 48 200 28 50O 35 5,000 52
42,000 I 8000 28 4,000 Q3 200 59 BOG a2 7000 (R0
8000 - - 800 —_ g 0 - 3,000 -
£.000 3 18 960 24 00 25 200 4000 ai
8.000 4 35 1000 83 00 47 00 5.000 gt
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House Appropriations Committee
Defense Subcommittee

Witness Disclosure Form

Clause 2(g) of rule XI of the Rules of the House of Representatives requires non-
governmental witnesses to disclose to the Committee the following information. A
non-governmental witness is any witness appearing on behalf of himself/herself or
on behalf of an organization other than a federal agency, or a state, local or tribal

government.

Your Name, Business Address, and Telephone Number:

Laurie Fenton Ambrose
President & CEO

Lung Cancer Alliance
888 16" St. NW
Washington, DC 20006
202-463-2080

1. Are you appearing on behalf of yourself or a non-governmental organization? Please
list organization(s) you are representing.

Representing Lung Cancer Alliance

2. Have you or any organization you are representing received any Federal grants or
contracts (including any subgrants or subcontracts) since October 1, 20077

Yes No XXX

3. If your response to question #2 is “Yes”, please list the amount and source (by agency
and program) of each grant or contract, and indicate whether the recipient of such
grant or contract was you or the organization(s) you are representing.

Signature: Date: 4/29/10
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Mr. DICKS. Any questions?

Mr. FRELINGHUYSEN. Good to have you back.

Mr. Dicks. Thank you very much for your testimony. We appre-
ciate it. Thank you very much.

THURSDAY, MAY 20, 2010.

NEUROFIBROMATOSIS

WITNESS

KAREN GUNSUL, VICE PRESIDENT, WASHINGTON STATE NEUROFI-
BROMATOSIS FAMILIES—WSNF

Mr. Dicks. Karen Gunsul.

Ms. GUNSUL. Good morning.

Mr. Dicks. Good morning, Karen, welcome.

Ms. GuNsuUL. Thank you.

Mr. Dicks. We will put your statement in the record. You have
5 minutes to summarize.

Ms. GUNSUL. I understand.

I am a business owner from Seattle, Washington.

Mr. Dicks. Well, welcome.

Ms. GUNSUL. Thank you. Your whole State said hello.

I am representing the Washington State Neurofibromatosis Fam-
ilies and a national coalition of States under NF, Inc. We are ask-
ing for $20 million to continue the Army’s highly successful peer-
reviewed Neurofibromatosis Research Program. I am also the
mother of a 17-year-old son Sam who has NF.

Neurofibromatosis, if you don’t know, is a genetic disorder involv-
ing uncontrolled tumor growth along the nervous system, which
can result in a variety of symptoms; disfigurement, deformity, deaf-
ness, blindness, brain tumors, cancer and/or death. NF is not rare.

Mr. Dicks. Is it a lung disease, too?

Ms. GuNsUL. No, not yet, but it does cause tumors to grow any-
where along nerve pathways, so it can be. You just don’t know
when and where it is going to strike. It is more common than mus-
cular dystrophy and cystic fibrosis times three. It is not as widely
known because for years it has been poorly diagnosed, and approxi-
mately 100,000 Americans currently have NF, and it occurs in 1 in
2,500 births.

It strikes worldwide without regard to gender or race, and ap-
proximately 55 percent of those cases are spontaneous mutations
of genes, such as my son’s. We have no history of NF in our family,
and 50 percent of the cases are inherited.

There are two types of NF, NF1, which is more common, that my
son has, and NF2, which primarily causes deafness, tumors that af-
fect the ears and balance problems.

When my son was diagnosed in 1996, I learned as much as I pos-
sibly could about neurofibromatosis, and the one thing that stood
out to me is that there are no known treatments and no known
cure. And 14 years ago that was tough news to take.

While there are broad implications for the general public, the
Army can see direct military application. Research on NF stands
to benefit the military because this disorder is closely linked to can-
cers, brain tumors, learning disabilities, brain tissue degeneration,
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nervous system degeneration, deafness, memory loss and balance.
And because NF manifests in the nervous system, findings gen-
erated by the Army-supported research on NF address peripheral
nerve regeneration. This is very important to understand for
wound healing and war-related illnesses.

In recognizing NF’s importance to both the military and to the
general population, Congress has given the Army’s NF program
strong bipartisan support for years. After the initial 3-year grants
were successfully completed, Congress appropriated continued
funding for the Army NF research program on an annual basis.
From fiscal year 1996 through now, this funding has amounted to
$214 million in addition to the original $8 million, 3-year grant.
These grants, through the Army program, reach across all 50
States, and they are highly regarded in the medical community.

There are currently five clinical trial sites located across the
country, and they are all coordinated and monitored through the
Huntsville, Alabama, central site. The Army program funds inno-
vative, groundbreaking research which would not otherwise have
been pursued.

At our last meeting with Army officials administering the pro-
gram, they indicated that they could easily fund more applications
if funding were available because of the high quality of the applica-
tions received. They stated they felt they were turning away good
science.

In order to ensure maximum efficiency, the Army collaborates
closely with other Federal agencies that are involved in NF re-
search, National Institutes of Health. They have several members
of the National Institute of Neurological Disorders and Stroke. The
NINDS group sits on the Army’s NF Integration Panel—

Mr. Dicks. You have 1 minute.

Ms. GUNSUL. Thanks—which sets the oversight and long-term vi-
sion strategies for the program.

The results from this program have been fast, and we are right
on the brink of some very exciting findings.

The difference was brought home to me personally last month.
After my son had three very large tumors removed from his left
leg, I sat down with Sam’s surgeon, and we discussed potential
therapies that are now right on the horizon for restricting tumor
growth and stopping the formation of tumors.

The science is real, and we are very excited by the potential. We
are asking for $20 million to continue the Army’s important NF re-
search. It is money well spent. Thank you.

Mr. Dicks. Thank you very much. We appreciate your testimony.

[The statement of Ms. Gunsul follows:]
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House Appropriations Subcommittee on Defense
Karen Gunsul, Vice President, Washington State Neurofibromatosis Families - WSNF

May 20, 2010

Thank you, Mr. Chairman, for the opportunity to present testimony to the Subcommittee on the
importance of continued funding for Neurofibromatosis (NF), a terrible genetic disorder closely linked
to many common discases widespread among the American population.

On behalf of Washington State Neurofibromatosis Families (WSNF) a participant in a national coalition
of NF advocacy groups, I speak on behalf of the 100,000 Americans who suffer from NF as well as
approximately 175 million Americans who suffer from diseases linked to NF such as cancer, brain
tumors, heart disease, memory loss and learning disabilities. Ialso speak from the heart as the mother of
a 17 year old son, Sam, who deals with NF every day. Sam, at his young age, has undergone 12 separate
surgeries; most of them caused directly by NF, and continues to deal with the consequences and pain of
this disorder. To find treatments and, ultimately, a cure, for this disorder would benefit him and
countless others.

Mr. Chairman, I am requesting increased support, in the amount of $20 million, to continue the
Army’s highly successful Neurofibromatosis Research Program (NFRP). The Peer-Reviewed
Neurofibromatosis (NF) Research Program, one of the Department of Defense’s Congressionally
Directed Medical Research Programs (CDMRP), is now conducting clinical trials at nation-wide clinical
trials centers created by NFRP funding. These clinical trials involve drugs that have already succeeded
in eliminating tumors in humans and rescuing learning deficits in mice. Administrators of the Army
program have stated that the number of high-quality scientific applications justify a much larger
program.

What is Neurofibromatosis (NF)?

NF is a genetic disorder involving the uncontrolled growth of tumors along the nervous system which
can result in terrible disfigurement, deformity, deafness, blindness, brain turnors, cancer, and/or death.
NF can also cause other abnormalities such as unsightly benign tumors across the entire body and bone
deformities. In addition, approximately one-half of children with NF suffer from learning disabilities.
While not all NF patients suffer from the most severe symptors, all NF patients and their families live
with the uncertainty of not knowing whether they will be seriously affected because NF is a highly
variable and progressive disease.

NF is not rare. It is three times more common than Muscular Dystrophy and Cystic Fibrosis combined,
but is not widely known because it has been poorly diagnosed for many years. Approximately 100,000
Americans have NF, and it appears in approximately one in every 2,500 births. It strikes worldwide,
without regard to gender, race or ethnicity. Approximately 50 percent of new NF cases result from a
spontaneous mutation in an individual’s genes — as is my son’s -~ and 50 percent are inherited. There
are two types of NF: NF1, which is more common, and NF2, which primarily involves tumors causing
deafness and balance problems. In addition, advances in NF research stand to benefit over 175 million
Americans in this generation alone because NF, the most common neurological disorder caused by a
single gene, is directly linked to many of the most common diseases affecting the general population.
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NF’s Connection to the Military

Research on NF stands to benefit the military because this disorder is closely linked to cancer, brain
tumors, learning disabilities, brain tissue degeneration, nervous system degeneration, deafness, memory
loss, and balance. Because NF manifests itself in the nervous system, findings generated by the Army-
supported research on NF address peripheral nerve regeneration after injury from such things as missile
wounds and chemical toxins, and is important fo gaining a better understanding of wound healing and
war-related illnesses. In addition, NF research now includes important investigations into genetic
mechanisms which involve not just the nervous system but also other cancers.

Link to Other Hinesses

Researchers have determined that NF is closely linked to cancer, heart discase, learning disabilities,
memory loss, brain tumors, and other disorders including deafness, blindness and orthopedic disorders,
primarily because NF regulates important pathways common to these other disorders such as the RAS,
cAMP and PAK pathways. Research on NF therefore stands to benefit millions of Americans:

Cancer — NF is closely linked to many of the most common forms of human cancer, affecting
approximately 65 million Americans, because of its tumor suppresser function. Research has
demonstrated that NF’s tumor suppressor protein, neurofibromin, inhibits RAS, one of the major
malignancy causing growth proteins involved in 30 percent of all cancer. Accordingly, advances in NF
research may well lead to treatments and cures not only for NF patients but for all those who suffer from
cancer and tumor-related disorders. Similar studies have also linked epidermal growth factor receptor
(EGF-R) to malignant peripheral nerve sheath tumors (MPNSTs), a form of cancer which
disproportionately strikes NF patients.

Heart disease — Researchers have demonstrated that mice completely lacking in NF1 have congenital
heart disease that involves the endocardial cushions which form in the valves of the heart. This is
because the same ras involved in cancer also causes heart valves to close. Neurofibromin, the protein
produced by a normal NF1 gene, suppresses ras, thus opening up the heart valve. Promising new
research has also connected NF1 to cells lining the blood vessels of the heart, with implications for other
vascular disorders including hypertension, which affects approximately 50 million Americans.
Researchers believe that further understanding of how an NF1 deficiency leads to heart disease may help
to unravel molecular pathways involved in genetic and environmental causes of heart disease.

Learning disabilities — Learning disabilities are the most common neurological complication in children
with NF1. Research aimed at rescuing learning deficits in children with NF could open the door to
treatments affecting 35 million Americans and § percent of the world’s population who also suffer from
learning disabilities. Leading researchers have already rescued learning deficits in both mice and fruit
flies with NF1 with a number of drugs, and clinical trials have now been approved by the FDA. This NF
research could potentially save federal, state, and local governments, as well as school districts billions
of dollars annually in special education costs resulting from a treatment for learning disabilities. It also
holds encrmous implications for understanding and treating associated social and behavioral problems in
children who suffer from learning disabilities.

Memory loys — Researchers have also determined that NF is closely linked to memory loss and are now
investigating conducting clinical trials with drugs that may not only cure NF’s cognitive disorders but
also result in treating memory loss as well with enormous implications for patients who suffer from
Alzheimer’s disease and other dementias. Indeed, one leading Army funded researcher is pursuing
parallel research into both NF and Alzheimer’s simultaneously.
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Deafness — NF2 accounts for approximately 5 percent of genetic forms of deafness. It is also related to
other types of tumors, including schwannomas and meningiomas, as well as being a major cause of
balance problems.

The Army’s Contribution to NF Research

Recognizing NF's importance to both the military and to the general population, Congress has given the
Army’s NF Research Program strong bipartisan support. After the initial three-year grants were
successtully completed, Congress appropriated continued funding for the Army NF Research Program
on an annual basis. From FY96 through FY 10, this funding has amounted to $214.05 million, in
addition to the original $8 million appropriation in FY92. In addition, between FY96 and FY09, 243
awards have been granted to researchers across the country.

The Army program funds innovative, groundbreaking research which would not otherwise have been
pursued, and has produced major advances in NF research, including conducting clinical trials in a
nation-wide clinical trials infrastructure created by NFRP funding, development of advanced animal
models, and preclinical therapeutic experimentation. In addition, the program has brought new
researchers into the field of NF. Unfortunately, despite this progress the number of awards has
decreased over the last several years due to a decrease in funding levels, resulting in many highty
qualified applications going unfunded. Army officials administering this program have indicated that
they could easily fund more applications if funding were available because of the high quality of the
research applications received.

In order to ensure maximum efficiency, the Army collaborates closely with other federal agencies that
are involved in NF research, such as the National Institutes of Health (NIH). Senior program staff from
the National Institute of Neurological Disorders and Stroke (NINDS), for example, sits on the Army’s
NF Research Program Integration Panel which sets the long-term vision and funding strategies for the
program. This assures the highest scientific standard for research funding, efficiency and coordination
while avoiding duplication or overlapping of research efforts.

Because of the enormous advances that have been made as a result of the Army’s NF Research Program,
research in NF has truly become one of the great success stories in the current revolution in molecular
genetics. Accordingly, many medical researchers believe that NF should serve as a model to study all
diseases. Indeed, since the discovery of the NF1 gene in 1990, researchers are now on the threshold of
developing a treatment and cure for this terrible disease.

Thanks in large measure to this Subcommittee’s support; scientists have made enormous progress since
the discovery of the NF1 gene. Major advances in just the past few years have ushered in an exciting
era of clinical and translational research in NF with broad implications for the general population. These
recent advances have included:

¢ Phase If and Phase HI clinical trials involving new drug therapies for both cancer and cognitive
disorders;

Creation of a National Clinical and Pre-Clinical Trials Infrastructure and NF Centers;
Successfully eliminating tumors in NF1 and NF2 mice with the same drug;

Developing advanced mouse models showing human symptoms;

Rescuing learning deficits and eliminating tumors in mice with the same drug;

Determining the biochemical, molecular function of the NF genes and gene products;

e« & & & o
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+ Connecting NF to more and more diseases because of NF’s impact on many body functions.

Future Directions

NF research has now advanced to the translational and clinical stages which hold incredible promise for
NF patients, as well as for patients who suffer from many of the diseases linked to NF. This research is
costly and will require an increased commitment on the federal level. Specifically, future investment in
the following areas would continue to advance research on NF:

Clinical trials;

Funding of clinical trials network to connect patients with experimental therapies;

DNA Analysis of NF tissues;

Development of NF Centers, tissue banks, and patient registries;

Development of new drug and genetic therapies;

Further development of advanced aniral models;

Expansion of biochemical research on the functions of the NF gene and discovery of new targets
for drug therapy; and

» Natural history studies and identification of modifier genes — studies are already underway to
provide a baseline for testing potential therapies and differentiate among different phenotypes of
NF.

*® & & & & o 9

Fiscal Year 2011 Request

Mr. Chairman, the Army’s highly successful NF Research Program has shown tangible results and direct
military application with broad implications for the general population. The program has now advanced
to the translational and clinical research stages, which are the most promising, yet the most expensive
direction that NF research has taken. The program has succeeded in its mission to bring new researchers
and new approaches to research into the field. Therefore, increased funding is now needed to take
advantage of promising avenues of investigation, to continue to build on the successes of this program,
and to fund this promising research thereby continuing the enormous return on the taxpayers’
investment.

I respectfully request an appropriation of $20 million in your FY11 Department of Defense
Appropriations bill for the Army’s Neurofibromatosis Research Program.

Mr. Chairman, in addition to providing a clear military benefit, the DOD’s Neurofibromatosis Research
Program also provides hope for the 100,000 Americans who suffer from NF, as well as the 175 million
of Americans who suffer from NF’s related discases such as cancer, learning disabilities, memory loss,
heart disease, and brain tumors. Leading researchers now believe that we are on the threshold of a
treatment and a cure for this terrible disease. With this Subcommittee’s continued support, we will
prevail.

Thank you for your support of this program and I appreciate the opportunity to present this testimony to
the Subcommittee.
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House Appropriations Committee
Defense Subcommittee

Witness Disclosure Form

Clause 2(g) of rule XI of the Rules of the House of Representatives requires non-
governinental witnesses to disclose to the Committee the following information. A
non-governmental witness is any witness appearing on behalf of himself/herself or
on behalf of an organization other than a federal agency, or a state, local or tribal

government.

Your Name, Business Address, and Telephone Number:

Karen Gunsul

Gunsul Clark Iverson

1402 3 Avenue, Suite 808
Seattle, WA 98101
206-749-4161

1. Are you appearing on behalf of yourself or a non-governmental organization? Please
list organization(s) you are representing.

WSNF — Washington State Neurofibromatosis Families

NF, In¢

2. Have you or any organization you are representing received any Federal grants or
contracts (including any subgrants or subcontracts) since October 1, 2007?

Yes X No

3. If your response to question #2 is “Yes”, please list the amount and source (by agency
and program) of each grant or contract, and indicate whether the recipient of such
grant or contract was you or the organization(s) you are representing.

N/A

Uaven Ermmetcl_

Please bring this original form on the day of your testimony.

Signature: Date: 5/3/2010
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Mr. DIckS. Any questions? Thank you. Thank you very much.

THURSDAY, MAY 20, 2010.

MELANOMA RESEARCH FOUNDATION (MRF)

WITNESS

MARTIN A. WEINSTOCK, M.D., PH.D., PROFESSOR OF DERMATOLOGY
AND COMMUNITY HEALTH, BROWN UNIVERSITY ALPERT MEDICAL
SCHOOL

Mr. Dicks. Martin A. Weinstock, M.D., Ph.D., professor of der-
matology and community health, Brown University. Welcome.

Dr. WEINSTOCK. Thank you very much, Mr. Chairman, for the
opportunity to testify before you. I am here representing melanoma
research and the Melanoma Research Foundation, which is the
largest independent national organization devoted to melanoma in
the United States.

Mr. Chairman, I am requesting $10 million for melanoma re-
search in fiscal year 2011 defense appropriations bill through the
Peer-Reviewed Cancer Research Program within the Defense
Health Account.

Melanoma, as you may know, is a type of cancer which nearly
always arises in the skin. Invasive melanoma affects nearly 70,000
Americans every year, and about 9,000 of those die every year. 1
met the sister of one of those people who succumbed to melanoma
just last year about an hour ago, just coming to Washington, D.C.
It is actually quite common. That is actually about one an hour
dying from this disease.

It has been increasing over time. At a time when most cancers
are decreasing in incidence and mortality, melanoma is increasing.
It is the most rapidly increasing of any of the common types of can-
cer. And, indeed, since about the 1930s, when we started collecting
these data, melanoma had an incident rate that has increased
twentyfold. That’s not 20 percent, that is 2,000 percent, twentyfold
since that time.

Melanoma also, compared to other cancers, tends to affect young-
er adults. So people in the 25- to 29-year age group, it is the most
common cancer in the United States in that age group.

We have learned in recent years through the various research
that has gone that, in fact, melanoma is more than just one dis-
ease, it is multiple diseases. The most common types of melanoma
are related to intense ultraviolet radiation exposure from the sun
or from artificial sources either in childhood or in the early adult
years. This is the type of exposure that our military has.

Also, many people who are afflicted by melanoma are, indeed—
have the type of melanoma that is related to cumulative ultraviolet
exposure either from the sun or artificial sources over the course
of their lives. So recent exposure is important. For many people,
the most common type of melanoma, it is early adult life and child-
hood exposure.

So the connection to the military, obviously, is obviously very im-
portant, because we put our military men and women in areas of
intense sun exposure, and that has been linked to increased risk
of melanoma. There are some recent publications to that effect, and
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we know the etiology of melanoma, so that that is an important
risk factor.

In order to appropriately treat those people, we need to detect
those melanomas early, and for those that aren’t detected early
enough, we need to find a cure.

So right now we have about 150,000 Army National Guard,
Coast Guard, Air Force and Marines in Iraq where the intensity of
sun exposure is quite great, and that is common, such as in Viet-
nam in years past, and it generates melanomas in these people
years after their service.

Mr. Dicks. You have 1 minute to summarize.

Dr. WEINSTOCK. Okay. So basically the peer-review cancer re-
search——

Mr. Dicks. Can I ask a question?

Dr. WEINSTOCK. Sure.

Mr. Dicks. Why hasn’t the National Cancer Institute funded
this? I just don’t understand why melanoma, which is a very seri-
ous cancer, would not get more attention from the National Cancer
Institute. Is there an answer to that?

Dr. WEINSTOCK. Well, I can say that there is some funding from
the National Cancer Institute, but more is needed. I can’t answer
why in their wisdom they have decided not to increase levels. I can
just say that the Peer-Reviewed Cancer Research Program estab-
lished in fiscal year 2009 is speci