Ladies and gentlemen, I am pleased to invite our next speaker, Rear Admiral Christine Hunter back to the stage. 

[APPLAUSE] 

Well, good morning. And thanks to everybody, really. When you speak on the last day you worry about attendance anyway, but all of those of you who made it in despite the weather, thanks a lot. Welcome to the thousands of you who are joining us on the web. 

On the first day after I introduced Dr. Woodson, I got an email from Afghanistan saying we just watched you step down from the mic. And so, to all those who are deployed we're delighted for the time that you can join us. 

What a privilege it's been to take part in the conference this week. We've had a chance to explore resilience. We've gained a better understanding of the challenges facing service members and their families. We've been energized by experts like Senator Daschle, Secretary O'Neill, Don Berwick and Paul Brundy. And certainly it was a special treat for me to hear Allan Webber and his panel discuss the human connections and healing, and acknowledge how important the experience of work is to each one of us. 

I'd like to personally thank the Military Health System leaders who championed the outstanding breakout tracks, and introduced our first research plenary, as well as all those who prepared breakout sessions. You have really set an amazing standard that will be hard to beat next year. So thanks very much. Let's give the breakout people a round of applause. 

[APPLAUSE] 

Well, my task today is to help you bring everything you've heard together so you can head home with a clear purpose. Bridgett Duffy talked about what will you do on Monday. 

I'll begin by taking you back to our 2010 conference. If you remember, we had just launched the Quadruple Aim. And during my plenary session, I introduced the concept of interdisciplinary thinking, and I asked you to apply it on behalf of our 9.6 million patients to our four aims-- assuring readiness, improving population health, enhancing the patient experience, and responsibly managing cost. 

In closing that speech, I asked each of you specifically to take three items for action. Let's watch a video. 

[BEGIN VIDEO PLAYBACK] 

And you, personally, can help us achieve the Quadruple Aim by ensuring that next week, remember this is next week, three patients with an acute minor condition will contact their primary care manager or visit an urgent center rather than the emergency room. 

Four patients transfer one brand name prescription from the retail pharmacy to home delivery. 

and five patients get just the right information the next time they interact with us. 

[END VIDEO PLAYBACK] 

Well, hundreds of you attended Quadruple Aim workshops throughout the year and you contributed your efforts to bring life to this campaign. So first of all, thank you for your leadership. And second, working together you've done very well. Let me show you just how well. 

Our most resounding success has been in pharmacy. As an MHS, we now fill 2.6 million prescriptions per week to help manage acute and chronic medical conditions. 

We spend over $8 billion on pharmaceuticals each year, and nearly half of all track your for life dollars are spent on prescription drugs. 

Viewed another way, 22% of our annual cost for a network enrollee are for medications obtained at retail pharmacy. So partnering with all of you, and also with our patients, with our beneficiary advocates, and contractors, our pharmacy home delivery campaign has reversed the trend. As the chart displays year-over-year pharmacy growth is higher than ever and now surpasses retail growth at the mail order. 

Patients who take advantage of home delivery can be certain that they'll have medication on hand, and they can select automatic refills. And this year providers will also be able to select electronic prescribing to mail order. Senior leaders have taken notice of this trend and are beginning to include home delivery messages in their community outreach 

To decrease ER use and ensure patients receive just the right care at the right time, we've all embraced the patient-centered Medical Home. Adopting NCQA standards and programming for resources to enroll 2.5 million patients into Navy Medical Home ports, Army's Home For Health, and Air Force Family Health Initiative sites by 2012. 

In the networks, we're engaged with CMS and the patient-centered primary care collaborative to develop a reimbursement formula for certified Medical Homes, which rewards coordinated care and incentives better health. 

All Medical Home practices, as you know, have a heavy focus on prevention augmented by programs like our immunizations at retail pharmacy, which has provided 250,000 flu shots this fall. 

Together we are making an impact. With 655,000 patients enrolled in Medical Homes, we're already seeing improvements in access, satisfaction, and preventive care. In addition, many of you have established partnerships with TRICARE network urgent care centers to increase availability of care after hours. In areas where those relationships exist, ER use for non-emergent conditions has declined. But we're not yet reducing ER use overall. So there's still a little more work to do. 

And then finally, on  the Quadruple Aim review from 2010 to 2011, to assure readiness we've emphasized stigma reduction and enhanced the availability of behavioral health care in primary care, in mental health clinics, in communities settings, telephonically, an over the web. Behavioral health physics have doubled since 2006 to 231,000 per week. 

Along with a great deal of attention to post traumatic stress disorder, we're also focusing on depression. And 85% of active duty service members who endure symptoms of depression now report being engaged in treatment. Better health, better care, better readiness. 

So, are we beginning to impact the cost? Yes. As the slide shows, for patients enrolled to the network our year-over-year costs are now declining on a per capita basis. However, much of this is due to aggressive pricing, and that kind of market leverage is unlikely to last, as the various revisions of health reform are implemented fully. Specifically, we'll need to pay more for high quality primary care to gain access to an increasingly scarce resource in some communities. 

Taking all of these pressures into account, if we were to characterize where we find ourselves from inside the system looking out, we might try the picture this way: the Quadruple Aim under pressure. So to chart our next steps I'll return to the meaning behind my title, &quot;calling all scouts.&quot; 

Appropriate for the weather today, yes. In his book, <i>Our</i> <i>Iceberg</i> <i>is</i> <i>Melting,</i> John Kotter recounts the fable of a colony of emperor penguins living in the Antarctic. Now Fred-- that's Fred with a briefcase-- he was an observant yet introverted penguin who spent more time studying his surroundings than socializing with others. Over time Fred came to the conclusion that the iceberg inhabited by the colony was much more fragile then they believed. In fact, it was melting and would eventually break apart. 

Despite Fred's efforts to convince the elders on the leadership council, most were initially dismissive and placed no urgency on finding a new home. Poor communication, individual personalities, competing priorities, and pre-existing alliances got in the way of examining the real problem, as they so often do. 

With great patience and a series of careful experiments, Fred convinced the community to overcome their complacency and confront the looming threat. 

Even after agreeing on the nature of the problem the penguins felt bewildered about how to search for a solution. Eventually they decided to divide into two teams based on their known strengths. One team to feed and sustain the colony in place, and another team of scouts to swim far afield, explore possible solutions and bring back options. Leaders provided support and reassurance to those executing the short term solution, while steadfastly encouraging the scouts and reinforcing the future vision. 

It's not hard to imagine the parallels between the penguin colony dilemma and our national effort to provide accessible, affordable, high quality health care for all. In fact, in a speech at the Patient-Centered Primary Care Collaborative this fall, Dr. Berwick explained the task before us as an expedition of discovery. 

In the military we have the added responsibility to design systems of care that maintain readiness and assure ongoing casualty care. Over the last year DOD leaders and members of Congress, certainly our equivalent of the leadership council, have become increasingly convinced about the nature of the threat and its urgency. Dr. Stanley brought that up on Monday. We, too, have been charged with sustaining the current system while simultaneously designing the future. 

So to do so effectively, we'll also need to divide into sustainers and scouts. 

So let's assume that all those of you in the room who are presently in command or executive leadership positions are cast as sustainers. I'd like you to raise your hands. I see a few up there-- come on now, all you executive leaders. 

I've already made a good case today to support the path on which your guiding us. In fact, by optimizing team-based care in the Medical Home, streamlining processing, and including consultants in the medical neighborhood, you will make real progress toward the Quadruple Aim and extend the viability of our current system. We'll get back to some of your pressing tasks in a few minutes. But as executive leaders you must also identify and empower the scouts. 

So where do you find them? Well in this room I'm going to have everybody who didn't raise their hand now raise your hand. Look around you executive leaders, there are your scouts. 

Back at your commands or you place of work or business, these are your early adopters among your nurses. Innovators among your providers. And especially those who appreciate how clinical systems might be better integrated to support health and positive patient outcomes. 

And for those of you who are inclined to be scouts, where might you begin to search for novel solutions? And what observations are we missing that could provide a clue? 

Well, we've already visualized what our situation looks like from the inside-out, that Quadruple Aim under pressure. But what about from the outside-in? What is it? What could it symbolize? This is the world with Antarctica at the center. And the world with Antarctica at the center might look as foreign to us as the current health care system looks to some of our patients. Embedded within the Medical Home are the words &quot;patient-centered.&quot; How do we connect meaningfully with our patients and invite them to help us to create a system of care that meets their needs? 

We've heard about care coordination, about incentives, about shifting our focus to prevention. All of these are part of the solution. But I'd like to suggest to you that the missing ingredient is patient activation. The ability to engage patients in partnerships to improve their health and well-being. 

In the Medical Home patient activation begins with understanding the patient's perspective. Through examples taken from other sectors of society, we know that patients want to customize their medical experience, moving between actual and virtual settings of care, between synchronous and asynchronous communication, obtaining information from multiple sources, or seeking validation through social media. 

From our surveys we learned that patients feel we're not always respectful of the role their friends and family play in their recovery. And from research we can conclude that many interventions, which we as medics, corpsmen providers, consider evidence-based, but actually include preference-sensitive components. 

So how do we learn to best deliver services in this new environment? Fortunately, there are tools we can use to foster communication and engagement. Following the examples of KP HealthConnect, along with the groundwork laid by Military Medical Home pilot sites, we are well on our way to developing an effective, easy to use patient portal. 

The slide shows a forthcoming version of TRICARE online, fully connected to secure messaging, pharmacy, appointing, and a personal health history. With upgrades already under way, patients will soon be able to view labs, radiology, clinical summaries, and even immunizations. 

As health information exchanges improve, importation of data from the private sector will be enabled. And if you don't think this is important, the President talked about that blue button in his State of the Union Address on Tuesday night. You download your personal health history. 

And General Chiarelli mentioned the multiple passwords, and that's already been solved-- you don't need a separate one for each of your family members. 

Yet all of this will only be effective in achieving better health if we could find a way to target our efforts more precisely. As the Medical Home metrics show, we'll have to enroll millions of average patients in Patient-Centered Medical Homes to improve our overall system performance. So can the scouts also help us to find the patients for whom specific strategies would yield the best return? 

Let me give you a hint about where to look. Most health systems are focused on patients with diabetes, hypertension, cardiac disease and cancer. Of course, these conditions put them at risk for multiple hospitalizations, high cost, and poor outcomes. 

From our claims data, we know that TRICARE prime patients are slightly less likely to suffer some of these chronic conditions, but they experience higher rates of asthma, of depression, of low back pain and PTSC. 7%-- now that's a fairly healthy population compared others-- but 7% of our population has two or more chronic conditions. And they account for 20% of our overall health care cost. These same patients now use between 16 and 36 visits per year. 

Where common conditions such as diabetes and hypertension co-exist, we've evolved processes to provide effective patient care. So all you sustainers, you're doing a great job. 

However, when discording conditions co-exist in a TRICARE patient, such as the combination of depression and low back pain, or the combination of depression and diabetes, cost and utilization seem to go up disproportionately. 

This kind of information can help us determine who to enroll next in our Medical Homes, how to target our efforts at prevention, and where to integrate behavioral health into primary care. In addition, the data help us pose questions about how providers are trained to manage chronic musculoskeletal conditions. And what kind of provider mix is optimal for these Medical Homes? Do we need to add sports medicine, physical therapy or chiropractic? For leaders, the data also assists with capacity planning and staffing. 

If you want to learn more about how to find these patients who most need your Medical Home, I suggest you take a look at Atul Gawande's latest article in the January 17th <i>New</i> <i>Yorker.</i> 

so once we found these patients and enrolled them to our Medical Homes, how will we engage them effectively? Well, our DOD patient safety colleagues offer some great tools: Ask Me 3 good questions, or TEAM UP for your care-- two great programs. 

In addition, this past summer, Dr. David Nace and John Stoeckle led the Patient-Centered Primary Care Collaborative in a compilation of a resource guide for patient and family engagement. Their recommended techniques for motivational interviewing, for brief action planning, for self-management support, for shared decision-making, and for comprehensive medication management are really worth exploring, and they may help us to make a difference for specific patients. Once a patient identifies a goal, the Healthy Habits Coaching Program available through Military OneSource, may help reinforce their commitment. 

At the leadership level, patient activation begins with understanding the community in which our patients live and work. What are the economic and deployment pressures? How good are the schools? Is childcare affordable? Are healthy foods, venues for exercise and spiritual renewal available? Do community leaders embrace the military among them? And are there support systems in place to substitute for an extended family, especially during long deployment absences? 

How are major local employers getting involved the keep their workers healthy and control health care cost? And finally, what are the most prevalent public health issues in your community? Is it alcohol? Drug use? HIV? Violence? And do we recognize their root causes. Dr. Berwick talked about upstream determinance yesterday. Are we doing anything to help? And are there opportunities to partner? 

Leaders who ask these kinds of questions and feel they have a role in shaping the answers are embracing something called generative leadership. That's a mode that may be less familiar to you than the traditional, strategic, technical and financial domains, but even more necessary for success in the future. Generative leaders use ambiguity to find opportunity and to innovate. Sounds like a worthy role for both a sustainer and a scout. 

In military communities where we have leaders determined that social, environmental or economic circumstances significantly influence health, community health teams could be an important part of a comprehensive intervention. The state of Vermont has used these teams to successfully link primary care Medical Homes to community resources in a novel public-private partnership. Each team of five full-time equivalents provides outreach to 20,000 patients, including nutritional counseling, medication management, social services, promoting physical activity and behavioral health. 

Team members are available for home visits, to arrange peer mentoring or to help coordinate educational or transportation services. Imagine how useful such a team would be for military families whose children have special needs, such as the families with a child without autism we just heard about. 

So how will we know if we are making an impact? Within the penguin colony the scouts were recognized as heroes. Not only those who found the habitable new icebergs, but those who courageously accepted the challenge and were willing to venture out, even if they failed. But realizing that scouts depend on others for all the basics, we must also celebrate the sustainers. 

Leaders who are elected on platforms of not letting up and never becoming complacent about the need to improve. They revived the penguin education continuum to include scouting and change management, along with renewed focus on successful execution. 

If we were able to accomplish our equivalent we'll achieve our Quadruple Aim. Moreover, engaging with activated patients as a fundamental principle of our Patient-Centered Medical Home will be accepted by future teams as just the way we've always done it. 

So as we draw to a close here and you consider what you'll do Monday morning when you're back in your office, let me offer you this year's summary recommendation. 

Take a careful look at the patients entrusted to your care. If your position casts you as a sustainer, you can make a difference right now by enhancing access to after hours care, continuing to integrate behavioral health into primary care, and actively partnering with local leaders to improve community health. Then select and empower your scouts. Encourage them to learn which medical conditions prevail among high utilizers in your area of responsibility. And how clearly your Medical Home is focused on those disease states. Invite them to make needed adjustments. 

For scouts, I want you to select one relevant patient activation technique to explore in your next staff meeting, journal club or training venue. Use your new tool to energize your patients. And by the way, use it to energize your colleagues as well. Don't forget to measure your results and repeat the cycle once the change is embedded. 

As Nace and Stoeckle noted at the end of their white paper on patient and family engagement, you can't change the world overnight, but you also can't change the world if you never start. So I realize that changing the world could seem overwhelming and just a bit too ambitious. 

So let me paraphrase with an old Chinese proverb. To get through the hardest journey we need only to take one step at a time. But we must keep on stepping. Good luck on your expedition of discovery. And thank you. 

[APPLAUSE] 

Thank you Rear Admiral Hunter for those thought-provoking remarks. 

I am pleased to introduce our next speaker, Rear Admiral Mark Tedesco. 

Rear Admiral Tedesco is the Coast Guard's Chief Medical Officer. He is Board Certified in family medicine and preventive medicine in Aerospace and is a designated Flight Surgeon. Admiral Tedesco received his medical degree from Tufts University in 1986. He completed his Family Practice residency at Ft. Belvoir, Virginia in 1989, and received an MPH from the Harvard School of Public Health in 1994. He completed his Aerospace Residency Program at Brook's Air Force Base in 1995. Admiral Tedesco was honored as the Army Aerospace Medicine Specialist of the Year in 1997, and the United States Public Health Service Physician Executive of the Year in 2005. 

Please welcome Admiral Tedesco. 

[BEGIN UNITED STATES COAST GUARD VIDEO PLAYBACK] 

[END VIDEO PLAYBACK] 

I expected I'd see a bunch of lighters up or something. 

Dr. Woodson, fellow SGs, Admiral Hunter, Senior MHS Leadership, MHS team out there, our corporate partners and other supporters of MHS, thank you. Thank you for the opportunity to speak today and for what you do each and every day for all of our military services. 

Sempera Paratus, always ready. That's a Coast Guard motto. So as you might guess, readiness is a pretty big deal for us in the Coast Guard. This was a talk that was going to be done as part of the readiness plenary on Monday, so it's made to dovetail kind of with the aspects of family readiness that were discussed that day, and this looks at more of the operational perspective of readiness from a Coast Guard perspective. 

But I would ask you to look at it from the context of your own services and your own positions within those services as to how this brings forth something you may be able to get at. As Admiral Hunter just put forward some challenges to you, hopefully this will spur some internal challenges that you can get at also. 

I had never seen this before until a year ago, as we were getting ready for this conference. And this is when this figure was put out and our Quad Aim based on the civilian Triple Aim. I think it's pretty compelling. For me, really getting into it, focusing on it in the last year. This is a strategic construct under which we operate. This could have been a list of four things that we need to get at and the way we need to do things. But it's a circle within a circle. And if you think about what a circle is it's an infinite structure-- there's no beginning, there's no end, it goes around and around forever. 

And these things are all interrelated-- everything touches everything else as we look at this. There's no way to tease these things apart and say OK, here's how we're going to do per capita cost, and over here, here's how we're going to do readiness. When we get at some of these things we're getting at more than one thing by and large, other than in some rare instances. 

So I think it's pretty neat. What I'll try to do today, since I'm in the enviable position of being on the last day as one of the last speakers, is try to bring some of the things we heard about in the last week into the context of my briefing. 

So to us, again, readiness is important in the Coast Guard. It's important throughout all the other services. This is our primary mission. The way we look at health services in the Coast Guard, our primary mission is to support the operator. When General Schoomaker talked on Monday, he had Army Medical Commands Mission up there, and it essentially said the same thing-- one of their primary missions is to support the soldier so the soldier can do his or her job. 

And this isn't any different than when I was first in the Army, and it was conserve the fighting strength. That's essentially the same mission said in different words. We may have a new strategic construct, the Quadruple Aim, to put around it, but it is essentially the same thing. 

We heard some other thing. Mrs. [? Mullin ?] talked about family readiness. When we look at readiness we look at it as is the military member ready to do his or her job. And then are we, in the health services components, ready to support those operations and whatever's needed. And Mrs. Mullin's talked about family readiness. Part of what she brought to us, I think, was that she thought they were fissures and cracks within our family support structures that we could get at or at least help get at because not all of those are in the context of the medical community. 

I'm fortunate in the Coast Guard, our individual and family support services are in our Work-Life Programs, and I wear the Work-Life Director hat also. So we have a good synergy between health services and Work-Life. But that's a challenge for all of us here, and we heard that from Admiral Hunter when she talked about generative leadership and what are we looking at in our communities, because that's readiness also for that service member. 

If that service member's worried about childcare for their kids, their head's not in the game of what we want them to do for mission execution. If they're worried about their child with asthma or their spouse with depression, they need to know we got their back and that they can do their job knowing that we'll take care of things for them when it's needed. So family readiness to me is a key component of operational readiness. 

These are kind of the topic areas I'm going to use to just touch on some readiness aspects. It's really a year in review almost of the Coast Guard because this was quite a busy year for us when we look at H1N1, we look at the Haiti earthquake, when we look at <i>Deepwater</i> <i>Horizon.</i> None of those were on our radar scope. We didn't say OK, let's plan for H1N1 next year or let's plan for <i>Deepwater</i> <i>Horizon</i> next week. We had to, as Admiral Mattson talked about yesterday, learn and adapt. That's something we really have to do. 

I think that was kind of the challenge from General Chiarelli, too, when he spoke to us on Tuesday, his concerns about the cycle time on brain trauma, TBI, TTS. Those are complex and complicated issues, and the cycle time to a non-medical person may seem extended. I know we're doing a lot in those areas. But it gets at that we need to learn and adapt. We need to assess our operating environment, the challenges ahead of us and get at that so that we are ready, and that we're also meeting those other dimensions of the Quadruple Aim. 

I'm only going to spend a few moments on what most people think of when they think of readiness in the medical context, individual medical readiness. This slide, if we had looked at it 10 years ago would have been entirely red. And we don't get these-- this is just to look at our air stations and the readiness across a number of dimensions. [? Denyl ?] PHAs, you don't need to look at the details, but the fact that it's mostly green with a little yellow and just a tiny bit of red. 

This does a couple of things. It means we're getting at individual medical readiness, and it also highlights for us from an enterprise level, OK there's some red up there. What's going on with those clinics? Do they need additional resources? Do we need to reach out and assist them from a regional or central level to get them to be able to get at those things. 

This is tremendous also. This came in overnight. So this slide wasn't in this packet when I got up this morning, but it is now. This came from MILVAX overnight. If you look at the very top in the green is 2010-2011 immunizations, we got to 90% back in 7 December with influenza immunizations. That's a key component of readiness. And I would also suggest that's an experience of care thing. People may not like getting their flu shots, but at least they know we care. They know that we're reaching out and trying to protect them. 

So I think that's tremendous. Look at where we were five years ago as a military services. The best we did was about 65%. And now we're getting, before the new year even started, we're at 90% of our active forces immunized. That's tremendous. 

The other aspect we said individual medical readiness, how do we get our folks ready to do their missions, and then how do we in health services support those missions with our health services components. And from the Coast Guard perspective, we're primary care based, we've got 42 clinics. We consider those operational support platforms first, and clinical care centers second because we have to be able to do that. 

We've got about 150 sick bays. And then as you saw earlier, we are in a lot of operating environments supporting the operations of the Coast Guard, whether it's with Flight Surgeons, with corpsmen in the tactical medicine environment and the contingency operations world. We train our rescue swimmers who are the guys who jump out of aircraft and save people in the water as EMTs, so when they get back in the aircraft, if a victim they pulled out of the water has a medical concern they can apply some first aid and EMT basic level support. 

And something we're getting at, speaking of penguins and icebergs, although I know penguins aren't in the North Pole. Polar operations are getting to be an important future, I think, for all of us. As the Arctic Polar Ice Cap melts, there's now navigable waterway from the Atlantic to the Pacific across the top of North America. 

I think we're in a stern chase with other countries in terms of operating up in that area, and I know for me in the Coast Guard, we're in a little bit of a stern chase trying to get what does polar medicine mean to us in the Coast Guard, and how do we support what will be the future of the Coast Guard. That's a medical readiness thing for me also. 

[BEGIN COAST GUARD MISSIONS PLAYBACK] 

[END VIDEO PLAYBACK] 

You know we put that in there as we built this slide deck to sort of lead into the mission set. But as I've gone through this a couple of times it struck me that yeah, that's not thankless jobs, what those folks who get to do those neat kind of things in the Coast Guard are. But virtually everyone in here is privileged to have at least one, if not two, jobs that aren't thankless either. If you're in the health care community, especially if you get to provide direct patient care, you've got the privilege of working in a job that's not thankless. Our people care that we care about them. 

And if you've had the privilege and honor to have been in uniform, are in uniform, again, you're in a job that's not thankless. I'm happy our nation embraces a military community like it does now, rather than like it did in the '60s. It is 180 degrees the opposite, and we're privileged and honored to be able to wear the uniform. I am thankful for that. 

This is a laundry list of defined Coast Guard missions. We're known for search and rescue. And a couple other things. We won't spend a lot of time on these, but there's two that I kind of want to springboard off to kind of get at readiness a little bit and some things we've done in the last year, and that's Humanitarian Disaster Response in the Haiti earthquake. And then what was a national disaster, but from the Coast Guard perspective was under our Environmental Response and Enforcement Mission, that's <i>Deepwater</i> <i>Horizon.</i> 

So Haiti operations, that top white hull is the Cutter <i>Forward</i>. And again, because of the way we operate, the sector notified the cutter there had been an earthquake in Haiti, and they were on Caribbean Patrol ops for alien migrants. They turned to, and made turns for Haiti before any one at a higher level of the Coast Guard said hey, we need to respond. We were already making way towards Haiti. That's being ready to operate. And that's what we need to keep our people able to do that and turn to. 

So the Cutter <i>Forward</i>, when the sunshine rose on that first morning after the evening earthquake in Haiti, there was a U.S. presence in Port-au-Prince harbor by way of a Coast Guard white hull. The first 48 hours we evacuated 120 critically ill people, and further evacuated almost 1,000 U.S. citizens. Very quickly though, as our national and international response folded in, the Coast Guard was able to back out. But we were able to do our part by getting there quickly, doing some things in the immediacy of what needed to be done, and we were able to do it because we were ready. 

Don't look at the details of this slide, please. It's up there just to kind of have some talking points. But we were able to put medical units on the ground in 24 hours, and I had 20 flight surgeons who were packed, ready to go by 9:00 a.m. of that first morning. It helped that they were in Pensacola at a combined Navy-Coast Guard Flight Surgeon conference, but they were ready to go. They wanted to go over to Clearwater and get on the first C130 that was going down there. 

The slide on the right is the five cutters that first arrived there and their readiness perspective. Again, details don't matter, but as you can see, those cutters were well, in every important aspect that we look at in medical readiness, they were at least 80%, if not above. The only delta on that was the Coast Guard cutter <i>Mohawk</i> was zero for H1N1. 

The other cutters were all at 98% to 100%. Reason being we had only gotten our first stock two weeks earlier of H1N1 vaccine, and the <i>Mohawk</i> hadn't been to port yet. So that was one of our first things-- by looking at a snapshot like this we said we've got to get some H1N1 vaccine down there and get that crew done. And they were done within about 24 hours. 

The other, the Coast Guard Force help protection piece-- again, that's that learn and adapt piece we talked about also. What's our operating environment? All of a sudden there's a cholera outbreak, our folks need to know what we do. So we quickly put out guidance to our forces down there about how to operate in that environment. 

<i>Deepwater</i> <i>Horizon</i>. I know everyone here has heard of that. Coast Guard, again, because of our statutory mission of environmental response and enforcement had incident command for this whole operation in partnership with the corporate entities who owned the <i>Response.</i> What was interesting in this, early on I got asked by people, well you must be very busy, because it was obvious the Coast Guard was in charge. 

They had relieved Admiral Allen as commandant to go down there and take over as National Incident Commander within two or three days of the incident happening. And he got down there. So it's clear there was a Coast Guard oversight and command and control of this operation. 

But we only had about 40 folks down there who were operating it. And folks who had said to me, you must be real busy with people out of <i>Horizon</i>, I said no, we just have command and control. It's being operated by somebody else. I don't really have a role down there too much. That changed very quickly. Overall, about 50,000 people ended up working down there. 10,000 vessels of opportunity-- fishing vessels and other vessels down there that were out of work got tasked to do certain things. 

Many aircraft and 1,00 organizations, but the President early on felt that we had to have a visible Federal presence down there. And we also had a huge command and control need as this thing grew from a few hundred people to what would eventually be 50,000. 

So all of a sudden we had 4,500 Coast Guard people down there, as well as the 3,300 who were already assigned in that area. And we went from well, no there's no real health and safety nexus, to there's a huge health and safety nexus down in <i>Deepwater</i> <i>Horizon</i>. 

And again, we were in a learn and adapt mode, because the Coast Guard, although they practice what we call spills of national significance every two years in a huge national exercise, has never done a spill like this. This really wasn't a spill, this was a release and it was ongoing for months. It wasn't <i>Exxon</i> <i></i> <i>Valdez</i>, which split open, released its containers of what it contained, and then we had to just deal with the aftermath. This was ongoing and it had huge political oversight, both from the Federal level, but certainly from the Louisiana state and local level. 

But we were able to deploy our folks quickly down there. What really became evident, our medical readiness was good, but our strategic health risk communication-- we put out things like this about what our folks were exposed to because there were a huge amount of environmental factors down there, as we look at the various operating areas, the chemicals. And it was a learning experience for us. 

I'm not a toxicologist. I haven't delved in this world very much of oil spills and what the environmental issues are related to that. But we got smart on that real fast. And I'll come back to this again in a little bit when I talk about long-term surveillance. 

But strategic health messaging was a huge challenge for us, because our folks thought they were going to die from being exposed to this. And we knew differently. We knew that they had the right PP for their operating environment, whatever it was, and that they weren't being exposed unnecessarily to long-term hazards. But getting that message out when what they're doing is getting on the internet and watching CNN and we're putting out official messages, which no one reads, that became a huge challenge. 

And it's one that we took as a lesson learned that we have to do better at the next time we're in this operating environment. Because we have some folks whose experience of care of what we did for them down in <i>Deepwater</i> <i>Horizon</i> was not good. We know we did a good job. We know that we had their back, but they didn't know we had their back because we couldn't get them that information. 

The other thing we've been able to do, both in H1N1 and in the Haiti operation is help our interagency partners and Department of Homeland Security. Because we have a ready health services workforces ready to respond when tasked, we've been able to get out and immunize with H1N1 2,000 northern border CDP and ICE and TSA people who had no other way to get H1N1. But they're there doing the nation's work protecting our northern borders. 

And then, again, when we went to Haiti, there were a number of DHS personnel, and again, they had no way to be medically ready. We pushed them through our Clearwater clinic where our aircraft were operating from near Tampa, Florida, and they were on board our aircraft. We just for pushed them through our clinic and did the same medical readiness things with them. 

This is where I stop and say thank you again. We don't do anything we do, from my world of work in the Coast Guard, without tremendous support from our DOD partners. The interoperability we've been able to build over 10 years, our way forward, and as General Schoomaker alluded to the other day is they stole the Patient-Centered Medical Home SOP and stamped it Army and took credit for it-- took it from the Air Force. But then said General Green does that all the time from the Air Force side. Nobody does that better than the Coast Guard. 

We live on that. We can't survive without these interoperable partnerships that we have with you all out there at various levels throughout our organization. It is tremendous. 

And the only stopping point I'd have here is of one of my challenges I left with last year, and I don't have a video of it like Admiral Hunter did, of what I said last year, but one of my challenges is we need to have an enterprise-wide periodic health assessment. That we have an Army and an Air Force, and the Navy-- and we in the Coast Guard use the Navy's-- means that we can't go into each other's facilities and get the same thing. 

But one of the things the PHA does from my perspective, even though our folks grumble about having to do it, is, again, they know we care about them, we're reaching out and touching them. Readiness happens because of that, population health benefits occur because of that, and hopefully their experience of care, and that's what we need to work, at least in the Coast Guard to improve, is that they think it's value-added to them, too. 

So the PHA piece I would like to see-- hopefully come back next year. I know there's a work group working this, and things happen slowly, but again we get back to cycle time. That would be a huge benefit, I think, to all our services is to have a single type of periodic health assessment. 

One of the other things we've had to develop quickly, and again we relied on DOD to get at this, is in the aftermath of 9/11 we've grown tactical, what are basically maritime SWAT teams, and we had to develop a tactical medicine program to go with it. We've used TC3 principles and programs and training extensively to get at that. 

Here's another piece, and this gets into-- and I'm preaching to the choir when I talk about long-term surveillance. The DOD services in the health care world get this. It's gone on since the Persian Gulf War-- we've gotten better and better at that. But I just want to highlight it as what I consider a critical aspect of our readiness. Because this also gets at if you do it right your people's experience of care is better, population health is better, and your cost per person will be better because you're proactively searching for things rather than reacting to them when it's a worst case scenario. 

Because you saw all those exposures on an earlier couple of slides. That's what our folks were worried about. We felt that probably their long-term health effects of what they were exposed to was not going to be too bad. But we can't guarantee that. And what we did very quickly in the learn and adapt mode was say what can we do now to gather data-- and we're doing this in partnership with NIH and the Armed Forces Health Surveillance Center-- what data can we gather now so 10 years from now when we want to look at this population we had the baseline data that we want and that we need to be able to assess their health. 

And hopefully we'll find they're like everybody else. That there are no differences in this population of 7,000 coastees, and 50,000 other people that were down range. This just worked for the coastees, but there are other Federal agencies dealing with the non-coastees who were down there, the civilian population that was also potentially exposed. But this is part of readiness, and it also helps us get at our other dimensions of the Quad Aim. 

I heard somebody refer to this yesterday as patient-centered medical neighborhood, and I thought that was pretty neat. I'd want to change the name, but it was a pretty interesting concept because in part it takes a village, as we've heard before. And patient-centered medical neighborhood kind of gets at that as we try to integrate across the horizontal and vertical spectrums that will allow us to do Patient-Centered Medical Home. 

But these are just a few bullets that, to me, are part of what PCMH will allow us to get at that are in the readiness spectrum. And you know, reduced time away from home, healthier individuals, reduce disability or moving the disability system faster so people's experience of care is better. It's all right there as we look at Patient-Centered Medical Home. 

One of our ways to get at this, information is critical if we're really going to move forward in the aspect of Patient-Centered Medical Home. Admiral Robinson mentioned the other day that Patient-Centered Medical Home, his family practitioner was saying, well this has been the family practice model all along. My folks are kind of sick of hear me say that also. 

Because I keep going this just sounds like a lot of what I learned about a quarter century ago as a family practice model brought into the 21st century. And this is what the 21st century gives us to overlay the principle of the whole patient in their entire biocycle, social strata-- where they live, where they work. That context. Because certainly, you can't take care of a diabetic patient, a male diabetic patient, if you never talk to his wife and she does the shopping and cooking at home. If she doesn't understand what his diet's supposed to be, you'll never get his diet where you want it to be. So you have to go further than just the patient and the disease state. 

I'm not telling you anything new. It's what we spent the whole week talking about is how we get at that. But information, where we go in the future, this whole process gets at all four parts of the Quad Aim. And we had a unique opportunity to-- a year and a half ago we're on CHCS, the Legacy system that many of you used if you're old enough, be pre-Alta. And we were looking to operate to Alta about a year and a half ago, and one of my staff members said you know, there's some other opportunities we might want to look at. 

So we held off, we gave it a year, and on the 30th of September, as we looked at all the opportunities in front of us and what we could do, we led a contract to acquire Epic as an electronic health record, as the centerpiece for our whole health information technology suite. And you've heard about that a couple of times from Dr. [? Roo ?] with Kaiser, and Dr. Philips from Cleveland Clinic about how that's helping them get at some of these things also. 

We could spend time talking about a variety of things of how it'll help population health, how will help our per capita cost, because overall it's a cheaper system to run for us than it would have been to upgrade to Alta and what that would have meant for us infrastructure-wise and support personnel-wise. But I'm just going to spend a few slides on looking at it from the readiness dimension because that's my topic for today. 

So the next few slides, it's just, again, to give you a quick glimpse of what things are. There's a lot of detail on some of these slides. That's not really the point. It's just to give me a speaking point to talk to you. But every patient will have their own chart-- this is Joe Guardian's chart-- to do a variety of things. But their health information will all be there for them. 

And as you see highlighted, we're looking at the readiness and preventive care. So Joe Guardian will know exactly when he logs on what readiness dimensions he is out-of-date on. So we can get the member involved directly. And they may call us and say but I had my tetanus shot, and it says I didn't. Well that's our fault then for not getting it in the system properly. 

But again, we can close the loop on things and we can empower the patient. Because again, this gets at that experience of care. They have their own information that they can have as actionable, which assists us in getting at the readiness mission. 

And this is a dashboard shot of a doc up in our Kodiak clinic and what it will be like for him some day. As he clicks down, and this is the lower part of the same page. If you look in the middle of the screen at the bottom, that shows his four deployable units. It shows how many Yellow Fever vaccines you're missing from each. It shows how many dental exams are missing from each of those deployable units. So that doc knows I need to order 73 doses or eight vials of Yellow Fever, and these are the units that need them. So again, that helps us with cost containment, too. We know what we need to order to get at the readiness feature. 

This slide, the next few slides, as I finish up today, this is a sector commander looking at three of his units and their readiness. And what's in green at the bottom is a month-by-month snapshot, and then above it, the red and purple lines are the district and the overall Pacific area. So that CO knows how he or she is doing across his or her units, as well as across his or her part of the Coast Guard. 

And again, looking at it know it's driven down to the base. Now the basic Kodiak that's part of that sector can look at his or her units and see where they are. And then he can drill down, and this shows him exactly, in the color coding on the top half of this, shows him exactly what the needs are for those units in terms of medical readiness. 

So this gives us a way of really getting the individual and our command cadre fully invested, giving them the tools they need. Because we keep saying it's their responsibility not ours. We assist them being medically ready. This gives them the tools they need to be able to do that. 

So as we look ahead, the two things I've tasked to my folks and that we're really going to look at in the next years, how do we maintain and improve that operational readiness without losing anything we already have? Because in a constrained resource environment-- you know, if we let one thing go to do this, then we've failed I think. We need to hold what we got. 

And I'd also really like to be able to determine what is, as we do all these things for operational support, how can we measure that in terms of health care dollars? It's something we really don't have a way of doing very well right now. 

We've gone through a lot of things, and again, it's my contention readiness is at the core. It's what we do, it's what we bring as opposed to a civilian Triple Aim, it's what we center our whole focus around, because our mission is, first and foremost, to make sure the military member can execute their mission. And we're a big part of being behind that. 

So with that, I thank you for your time today. I thank you for what you we do for the Coast Guard that allows us to meet our mission and be Sempera Paratus. I thank you what you do for our military members and our nation each and every day. 

Thank you and God bless you. 

Thank you, Rear Admiral Tedesco for your remarks. It is my pleasure now to introduce Steven Spear, senior lecturer, M I T Sloan School of Management and senior fellow at the Institute for Healthcare Improvement. With expertise in operational excellence and innovation, he is a well-recognized expert on how sweat companies generate unmatchable performance by converting improvement and innovation into repeatable broad-based skill-based disciplines. A five-time Shingo Prize and McKinsey Award winner, his Decoding the D N A of the Toyota Production System and Learning to Lead at Toyota are part of the lean manufacturing cannon. His Fixing Healthcare From the Inside Today and other clinical journal articles have been on the forefront in healthcare improvement. Please join me in welcoming Mr. Steven Spear. [APPLAUSE] 

Good morning, everybody. So I have a brief period but a very simple message; greatness is possible. And to paraphrase Admiral Hunter, greatness, impeccable quality, tremendous access, and tremendous affordability. Let me just anchor that for a second. When we talk about healthcare, whether it's reform at the national level, the state level like in Massachusetts, or within an institution, we typically think it's quality or access and availability or a affordability. Those trade-offs are a construct of the mind, not borne out by evidence of practice. The point of my presentation today will try and share with you how we achieve all three together. 

Before I get started in the heart of the presentation, let me just share with you what I think has been your experience either here at the conference or more generally. So first people say what you all do in the military health services is just fantastic, very important. Nine million people depend on you. As we heard from the admiral just before me, that not only those nine million people depend on you, but the readiness of the uniformed military, they depend on you because they can't leave home without knowing that you have their back; very important work you do. But then someone says, but oh by the way, what you have to do is a little more today than what you had to do yesterday and tomorrow even more so. Then someone else will tell you, well, actually that's something else to that, too. Not only do you have to do more, there are some constraints going on whether they're budgetary or workforce. Whatever it happens to be, you're going to have to do more with less. But then you'll have people line up to get in the room and say don't worry; I've good news for you. And the good news goes something like this. I've got bundles. I've got the ventilator bundle you should and the catheter bundle you should use and the central line infection bundle you should use and this bundle and the discharge bundle, the admissions bundle and one bundle after another. And then after they start piling the blocks on, someone else walks in and says ah, in addition to bundles, I've got lean manufacturing. So I'm going to add some value stream map onto that, some standard work. And then the Six Sigma people walk in and say well, you know, after all you need a DMAIC process here. You absolutely have to have it. If you don't have it forget about, right? So then heavier load, working with some constraints, and people, they're walking in saying I'm going to be helpful by giving you all these things. But in the back of your mind you're saying well, just make up your mind; it's one of the other. Because you know where this story ends, it's tough to juggle. 

Now let me offer that the obstacle to what is a very few achievable goal, that achievable goal being quality impeccable, availability plentiful, affordability tremendous. The obstacle is the complexity of the care you deliver. Now, complexity actually has -- and I'll explain. It has a very, very positive flipside. But the challenge is managing very, very complex systems for delivering care. But there is good news, that there's a methodical way in which you can design, operate, and improve complex systems, which has been proven out. And if you learn, adopt, apply that systematic methodology, you can get to very good results, in fact great results. Greatness is possible. Let me just share with you, walk through the storyline why is complexity the challenge, how is a systematic approach to design operation improvement the answer to that challenge. So let me tell you two stories, both coincidentally set in Philadelphia. 

The first story starts off with a family friend, a college roommate of my mother who in the early 1970s was diagnosed with breast cancer in Philadelphia. Now, when that diagnosis came through, immediately people started saying oh my gosh. Poor Marty, he's going to be a widow. Those poor kids, they're going to grow up without a mother. Poor Phyllis will be subjected to this terribly, terribly painful treatment with limited chance of actually being cured because back in the early 1970s, the treatment for breast cancer was surgery followed by some post-surgical nursing care and discharge. Now, some 30 years later, I'm on the phone my friend, Owen. And Owen -- I say Owen, how are things going. He says, well I've got some bad and some good news. I said Owen, tell me the bad news. He says well, we just found out my mother has breast cancer. I said Owen, here's the thing. How in the same breath can you say there's good news? He says, well, Steve, you gotta understand. She's going to get better. I said get better? Now, I didn't want to bring up the whole Phyllis story and cloud this whole conversation. But I'm thinking to myself poor Phyllis. She was the one out of two back in 1972-73. He said no, no, Steve. You don't understand. She's going to get better. I said well how can she possibly get better? He said well, let me tell you what they're going to do to her. See, you have to understand my mom actually doesn't really have breast cancer. I said Owen, what are you talking about? You just said she did. He said, oh, no, no. Steve, what you don't understand is breast cancer is this umbrella term for dozens of different diseases. And in fact, cancer is an umbrella term for hundreds if not thousands of different diseases. I said Owen, well, how does that help your mother? He said well, here's the thing you don't understand. With all this different diagnostic technology, they can figure out which one of the several she has, what you genetic mutation, what presentation, what environmental trigger, what hereditary predisposition. They can figure out what she has. So I say Owen, I still don't get it. How does knowing which one of these dozens of diseases is afflicting your mother, how does that help her get better? He said Steve, you don't understand. What you don't understand is that there's all this different stuff they can do to my mom. And I'm still thinking Phyllis here. I said, well, that's not such good news. I said when does she go in for surgery? He said she doesn't at first. She gets chemotherapy. I said chemotherapy? Yeah, he says yeah they give her the -- I said what drug? He said, well, what you don't understand -- what you don't understand, Steve, is that it's not a drug. It's a cocktail because based on the mutation, the hereditary predisposition, the environmental trigger, they're going to give her this cocktail, different dosages, time, and concentration to shrink the tumor. I said but Owen, you said they're going to cure her. What does shrinking the tumor have to do with cure, because I'm thinking, you know, cure is the tumor's gone. So, Owen, of course, says, Steve, you don't understand. They shrink the tumor so it's much easier to cut out. And I'm thinking to myself oh that's a horrible surgery. Maybe I thought out loud. He said no, don't worry. Because the tumor's small, it's a much a less invasive surgery than you might be thinking. I said Owen, that's pretty good. I'm getting pumped into this thing now. I'm saying Owen, is she cured then? No, no, no. I said, well -- He said Steve, you don't understand. He says after the surgery, they put this little radioactive pellet inside the would to clean up the edges just in case -- just in case some cancer cells didn't gets scooped out by the surgeon. I said Owen, this is really quite fantastic. 

He said yeah, yeah. You know, in fact, you know, there's all different types radiation. She's getting one of the radioactive pellet, but they can use beams and sorts of other things, real Star Trek stuff. I said so she done then? No, no, no. You don't understand, another round of chemotherapy. I said more chemotherapy? What happened to the first one? Did it fail? he said no, you don't understand. That one was to shrink the tumor. This is to get any cells that ran away from the tumor itself. I said then she's cured? No, no, no. You don't understand. There's reconstructive surgery. There's rehabilitative therapy. There might be hormonal treatment, changes in nutrition, all sorts of -- psychological counseling. I said Owen, and what happens after that? He said no, you don't understand. Then she's done. Then she's done. 

Now, thing is that whole convoluted process for Owen's mother puts her survival chance well above 90 percent. For Phyllis, back in 1972, 1973 her survival chances less than 50. Now with that sorry I just told you, that seems like an evulent, buoyant, happy story. But there's some bad news in there. And here's where the bad news comes in. See, the thing is if you were managing, not providing, not receiving, managing the delivery of care in 1972, you had arguably one of the easiest job because treatment was surgery and nursing. And every patient got the same surgery. And after surgery, every patient needed more or less -- again, this is within some boundaries here, but more or less the same nursing treatment. So if you were responsible for delivery of care, your job was to count the number of patience at the door every day, figure out how long, based on past experience, how long surgery took on average, figure out how many surgical teams you needed on a given day to deal with those patients lined up. That told you how many nursing teams you needed. Your day was done. Number of patients told you, number surgical teams told you, number of nursing teams, your work is done. But here's the thing. knowing how many surgeons, how many nurses today is of no help, well not complete help anyway, to Mrs. King, to Owen's mom. And the reason is you have to worry about the people who do the biopsy, and the M R I screening and the C T screening and the mammography and the blood work. This is all on the diagnostic side. Then you have to have all the people who are the experts in oncology and radiation oncology and chemotherapy oncology and doctors and nurses and technicians. You've got a lot of people to worry about. The room is much more crowded when it comes to providing care to the patient. 

Now, there's another element here. See, the thing is adding people to the room is not the problem. Looks like the problem. It's not the problem. See, here's the thing. Back in 1972, the decisions you had to make as a manager responsible for the delivery of care were simple. What I mean by this is one decision led to the next one, to the next one, to the next one. It's like dominoes. If you line up dominoes, you know you knock down the first one, they all go down because the number of patient tells you the number surgeons, number nurses, number of rooms. Today, today it's a much more complex situation. And I'll just say this whole thing about adding more elements, more specialties, more disciplines to the delivery of care, that's not just the problem. 

So I'll give you an example. My son, Jesse, he's eight years old. He loves dominoes. He's loved them since he was about three or four. When he was three or four he could line up five, six dominoes. Then they'd fall down. He wasn't very dexterous. But he knew that if you line them up and knock down the first one, the second, the third, then the fourth fall down. Well, now he's got a little more coordination, fine motor skills, he can line up like 200 dominoes. But he hasn't learned anything about dominoes. He still knows knock down the first one, it'll go to the second, the third, the 33rd, the 300th to not fall down. The basic skills and managing dominoes hasn't changed for Jesse. Now, his sisters, they have a much bigger problem. See, in the morning, they'll get up. And now in Boston it's cold. They'll take a sweater out. And they'll notice there's a thread hanging out. They'll look at the thread and say I don't want to go to school with a thread hanging off my sweater. It looks kind of funny. But they don't know what to do. And this isn't because my kids aren't clever. I mean like everybody else, my kids are above average, right? The problem is when you look at a sweater and you see a thread hanging out, you know many different things can happen. The thread could pull out. The thread could pull and bunch up. The thread could pull out and unravel the sweater. You don't know. 

And that's the problem with managing care today, that's for Owen's mother you had all these specialties. But how you designed the chemotherapy depended on her and the surgery, which was available, which had to be planned based on the radiation which is available after and the chemo which came before and the chemo which came after. Everything connected to everything else. Now there's a basic problem we have as human beings. We're not very good at looking at complex things and understanding the structure. We're very bad at looking at complex things and figuring out the dynamics, how they will behave. And that is the kick in the pants because all of you -- I so I admiral Hunter, she did the poll here. Bunch of hands went up which, says I'm in charge of something very complex. Now here's the bad news. Anything complex cannot be design perfectly on the first try, cannot be designed perfectly on the first try. Well, that leads to that failure modes of anything complex. Is that what you try and do is manage just the pieces, manage just the pieces and hope they'll come together. 

Now, I don't know how it works in the hospitals you all run and subscribe to. But, I joke with my medical friends in Boston. I say let's say we're having a lot of snow. I'm out shoveling. I slip on some ice, bust up my knee. I come to your hospital. Who's going to be in charge of fixing my knee. And they'll do something like this. They'll say well after all, you have to realize we're a world class academic medical center with really superb orthopedic surgeons. I say well how do you know that? They say well after all, you know, we're either Harvard, a Tufts, or Boston University teaching hospital. And I'll say all right well, that's very good. But, you know, there's a lot more to surgery here. You know, I'm kind of a wimp, you know, this whole pain thing. World class anesthesiologists. I say well, how do I know that? They say because they trained at our medical school. I say all right, all right, all right. I say well, you know, how about the nursing care, you know, both before and after? Trained at the same school. I say well, you know, before you even cut me open don't you want to know what's wrong with the knee? Our radiologist, world class. How so? Trained at our medical school. And then I'll say, well, after the fact, now I understand with the orthopedic injuries the rehabilitation process is very critical. As good as a surgery goes, you have to do the rehab. They say we've got great news for you. I say what's the great news there? They'll say our sports medicine physical therapist, guess what? They're the official sports medicine physical therapist for the Boston Red Sox. The guy who touches your knee will have touched the same knee on Kevin Youkilis. I'm like all right. Well I hope he washes his hands first. 

My point is that at least in some segments of healthcare there's this vestige of managing the pieces sliver by sliver by sliver by sliver by sliver but without managing process. Now there's another piece here, and this gets back to my daughters and the problem with sweaters, is that if you try to build a complex system even if you have all the component parts and you line them up in ways you think are just about right, you get the architecture right. And you plug them together. You think the connections, the interfaces are right. There's a pretty darn good chance you're going to get it wrong on the first try. You've dealt with very complex things all the time. You know that's the case. Well, another failure mode is that you look at the system, which is creaking along and cranking along and generating all sorts of evidence that's something's amiss. And what you do is you say to your staff that's just the nature of the beast. This is very complex work we do. Things will go wrong. You're a clever person. Fight that fire. Cope. Work around. Make do. And you see this in practice. 

So, for example, I took my daughter to the hospital. She had a fairly routine playground injury. And we're sitting in the triage area waiting for the triage nurse. And being kind of sensitive to how healthcare operates, I go out looking for the triage nurse after five minutes, 10 minutes, 15 minutes. We wait for 30 minutes for her. Now, again, I'm a lay person on all this. And there are a lot of doctors and nurses in the room. But I always thought triage was suppose to happen quickly just in case there's something really wrong with the patient. But anyway 30 minutes. And where's the triage nurse? And bearing in mind that if you're the triage nurse in an emergency department, the odds are pretty good that your education was fantastic, your experience is impeccable. Your performance on the job over many years if not decades is top rate, top notch. And what is that triage nurse doing? Looking for specimen tubes. What is that triage nurse doing? Telling people where to hunt down and track down lab results. And what is that nurse doing? Telling an orderly which room he has to go to transport a patient because that information didn't arrive to him in a reliable fashion. What is that triage nursed doing? Work I could do, but not diagnosing my daughter. 

Now, I've spent a lot of time and factories. Now, all these things about where do you actually put stuff, that's a solvable problem. How do you communicate information? Solvable problem. But in this hospital, the attitude was you show your heroism by seeing problems and working around and fire-fighting problems. So that, when you have a complex system, really boils down to two basic failure modes; manage the pieces without creating a system. And when the system doesn't operate well, ask people embedded in the system, responsible for the system, depending on the system to make do rather than making the system better. So that takes us to the next part of the story, the good news here. So how do you solve for that? Well, there's a structural and a dynamic response to this challenge of complexity. See, these you can't get rid of the complexity because without the complexity you don't have the chemotherapy which shrinks the tumor. Without the complexity, you don't have the M R I and the biopsy and the blood work and the genetic screening, which tells Owen's mother what type of disease she has. You have to have the complexity. You can't give it up. But to work, you can solve for the complexity. Why? You actually design systems. You don't hope the work will come together. You start start to finish, deference to the Navy, stem to stern. What is the experience of the patient going to be? Who has to do what work in what order and actually build a service line around that? 

So back to this example of knee injury, if my friends worked in hospitals which really had solid, sound systems thinking, when I said who's responsible for my knee, they'd say ah, let me introduce you to Joe. Joe is in charge of the service line, which includes the radiological elements, the nursing element, the surgery element, the rehabilitative element, the pharmaceutical element, is responsible for the service line, stem to stern, start to finish to get your knee back to health. And that's Joe. Josephine over here, she's got the shoulder service line, which is separate from this medical service line, which is separate from this other one. You actually built process with structure. But, again, we all know that when fallible people try to design infallible, complex things they'll get it wrong. So the next start part of the story line has to be that when you build something, you have to build it in such a way that you can see what you built wrong. You can see abnormality. 

And let me just offer this is an observation. In the healthcare professions, you do this all the time. Someone walks up to anyone in this room and says I took my temperature this morning. It was 103. Every single person in this room would say you have a fever. Why do we all know that? Because we've defined normal as 98.6. We've invented thermometers to help us see abnormality. And we see abnormality we know we have to treat the situation. Now, the people who've actually gone to healthcare professional school of one type or another, they can run out a whole list, dozens and dozens of different things where normal has been defined, abnormality can be detected, and there's follow up quickly when abnormality can be seen. So how does that convey over to complex work from complex biological systems? Same thing, if you design something knowing somehow somewhere it will go wrong, you have to design it -- you have to imbed in it the ability to see problems. And when you see problems you have to solve them, not all it at once, but as they come up, say ah, you know why that problem is there? We didn't understand how to do that perfectly. But now at least we know where to look That problem over there, why is that there? Because we designed something. We designed it wrong, but now we know. We can fix that. So the key to getting great is not only build systems, but make part of everyday work getting them better and better and better. 

Now I'll just run through a few examples. Because as I said, my message is really quite simple. Greatness as possible. The challenge is the complexity of the systems we support it and on which we depend. The antidote to complexity is building process and improving it every day. And I also had said when I started that this is not just hypothetical. It's not just theoretical. But it's proven. So I'll give you a couple of quick -- rattle out some examples. 

So in primary care, we've worked with primary care physicians and nurses and M A's against the system and doubled capacity in some primary care practices, reduced the overburden on the primary care physicians so when they finish their session, they go home without charting to do. People who call up for a medication refill get it on the first try 98 percent of the time rather than two percent of the time. This approach of build a system with an eye towards making it better every day has had enormous impact on the primary care practices who have tried it. It's also had tremendous impact on the emergency care units that have tried it. So one example, we were doing work in Pittsburgh. This is back when Paul O'Neil, who you met earlier in the week was getting this Pittsburgh Regional Healthcare Initiative up and running. The average wait time in a particular emergency department until you saw a physician was two hours, two hours. Now, here's the problem in Pittsburgh with a two hour wait. they're very macho in Pittsburgh. Those people for generations have worked in mills. So they have to be in intense, intense pain to wait around for two hours to get care. See, we don't have that problem in Boston. it's got a lot of academics. So, like, paper cut. It's like oh, my God, 9 1 1. But in Pittsburgh, it's like that Monty Python movie, oh, just a flesh wound. 

So, this actually happened in Pittsburgh. Guy comes in, big, huge, hulking macho guy with his petite wife dragging him in saying come on, Bill. Come on, Bill. You've been complaining all morning. No, no. I'm fine. I'm fine. He looks at the waiting line. He waits 30, 35, 40, 45, an hour. He says I'm getting out of here. And he collapses going out the door on the curb with a heart attack. 

So what they did in Pittsburgh in this one particular emergency department, they said son of a gun, what's the average waiting time? They said well, these people will go Steelers games and wait a quarter. So if they can sit in the cold for a quarter, they can sit in our emergency department for 15 minutes. So what do they do? They build process. Where everyone used to think every patient is different, and every care gets provided idiosyncratically, they build process. They take the time from when you sign in to when you see a doctor from an hour or two hours to eighteen minutes, free up enormous capacity, and provide much better care. It works in primary care. It works in emergency care. In intensive care, ventilator pneumonia, gone, surgical site infection, gone, central line infections, complications of one type or another, gone. When people build process and every day improve upon the system they created the day before. Transfer of care, a patient is leaving an acute settings going to an extended care setting. We hear this is the news all the time. The problems of patients ping ponging, rebounding, being readmitted. And it's funny because when systems fail -- I'm sure you've had this experience at one point in your career or another. Systems fail and we blame an individual. The patient's been readmitted. Clearly some doctor or some nurse at the discharging hospital did something wrong. Those individuals say well, what the heck did I do wrong? So we'll say ah, you know. We'll put the finger of blame over here on the nurses and the skilled nursing facility. Clearly they didn't provide the standard of care this patient deserved. So we're going to send the bill to someone, one person or the other. But when we took a good, close locked at this problem of readmissions mission we realized that something went wrong, but no one individually was the cause. It was a system problem. The patients would leave the hospital, and they would arrive before the information about their care reached the skilled nursing facility. It was a system problem. Technical term, it was an interface problem, a hand off problem. But it was a solvable problem. And the reason it was solvable is when a nurse got a patient and was confused about what exactly was required, she learned to raise her hand and say I've got a problem. We need to solve this. We have to work on how information arrives with the patient. Readmission from a real plague on the system to zero. 

My point is that greatness is possible. It really is possible. Quality, availability, affordability, it's all possible together. That's one thing. The challenge is the complexity of the systems we would support, which we manage. The treatment is build process, build systems, connect the pieces in some coherent architecture and fix it every day. It works. So to just sum up, greatness is possible by these examples I tried to allude to. Greatness is achievable. It has been achieved. 

Let me just add one more thing. We have some one and a half uniformed service people in the regular services, another, what, 800,000 in the reserves, nearly over two million people plus their families. Every single one of those people are taking risks on behalf of and at the behest of the American people. Sometimes when they take those risks, they pay a very high price. And by God we owe them greatness. It's not just possible. It's not just achievable. It's an obligation we have to meet. Thank you for your time. Thank you for your attention. Thank you for your service in trying to make this better for everybody else. [APPLAUSE] 

Thank you, Mr. Spear, for those insightful remarks. I'm pleased to welcome back our final speaker of the morning, Dr. Jonathan Woodson, Assistant Secretary of Defense for Health Affairs. 

You don't understand. Greatness is an obligation. It really is very important. And I want to start by saying I couldn't think of a more great way to start my tenure as Assistant Secretary of Defense for Health Affairs. This has been an incredible week. I began my comments by saying best wishes for an energizing week. And, boy, that's what it's been. I have had a great time listening to all of the speakers, interacting with many of you in the audience. And if you are like me, boy, there were a lot of great lessons to take away from this week. So it was just an incredible and wonderful week. I think we all we're energized. We shared information about how to improve what we do and the kind of work we do. And we remain focused on our quadruple aim of readiness, enhancing the patient care experience, improving the health of the population we serve, and, of course, good financial stewardship. So it's been a very, very good week. Importantly, what we've seen is a spectrum of presentations that have shown us what we can do and given us takeaway lessons that go all the way from the bench to the bedside. And as our last speaker has shown us, has given us a lot of information about how to think about our system, the components, and how to improve it. So it's just been a tremendous week. 

But, you know, a conference like this and a week like this and the information that we've been able to share doesn't happen without the dedication of people to put this kind of conference together. And so it's very important for me at this time to acknowledge a few people. Now, I understand that it took hundreds of people to put this effort together. And so let's begin by recognizing the hundreds of people I can't present to you by name for their in and putting this conference together. Let's give them a round of applause. [APPLAUSE] I do want to call to the podium, though, a few individuals that had a particular effort in putting this conference together and went above and beyond what anybody could expect to produce the quality of the program that we have witness. I'd like for Dr. Michael Deneen to come up, Ms. Diane [? Lawton ?] to come up, and Rear Admiral Hunter to come up. And let's give them a rousing round of applause. [APPLAUSE] Yeah. let's give it to them. 

Dr. Deneen was responsible for the content and bringing a lot of people together and some of our speakers to make this program gel. Ms. Lawton was responsible for a lot of the logistical issues that go on. And if you've ever planned a conference like this or been involved with a conference like, there are innumerable details so that no matter how good the speakers are in the program, how good the program is, if the logistics aren't worked out it's fails. And Admiral Hunter, what can we say about her? Her heart, her soul, her brain really wrapped around all of these other issues and made this conference come together. So while I don't have a lot of visible images of gratitude for them, I do have these newly minted assistant secretary of defense coins. And I want to present each of them with the first coins that I'm able to present as assistant secretary of defense for helping me. Let's give them another round of applause as they exit the stage. [APPLAUSE] 

I want to also make mention of and recognize the superb jobs that the surgeon generals did in each of their presentations outlining their initiatives, showing their leadership, and acknowledging the work of all of the components services and trying to meet the initiatives and responsibilities and the missions of not only their services, but of the military health system. I want to thank you so much for your leadership and your presentations at this program. Let's give them a round of a applause. 

The program has presented us with, of course, unique opportunities and challenges. And Admiral Hunter has outlined three initiatives that we need to take away from this program that I think are very, very important. I have also seen that there are some imperatives that we need to focus on as we leave this auditorium as we go off to do our jobs and start next week as well. It's very clear that one of the things we need to continue to do is to focus on the issue of what our values are because as we go ahead we know that in fact we've got a lot of tough decisions to make. And unless we are clear about our values and our priorities we won't be able to make those tough decisions and appropriate resources to the right priorities. So we know everything we do. And in order to do it right it, grows from our central moral, ethical, and value framework. It will tell us how to improve the way we care for patients and their experience, how to responsibility manager finite finances, and how to prioritize their research and development programs. So the M H S has got to remain a values-based organization as that key focus as we go out into the real world to do our work. And you know as Don [? Barwick ?] said very accurately, that when values as strong, rules are unnecessary. And when values are weak, rules are insufficient, or they don't even matter. So we've got to focus on who we are and what we represent in terms of morals and values. And we've got to continue to encourage those that work for us and work for the M H S to reflect those values every day because it will have a trickle down effect. And at the front lines, people we serve will recognize who we are and what we stand for, and they would receive better care. 

The M H S, also the take away message from the conference is a place where the models for improvement in care and society in general, it's a place where the models can come from. Many of the speakers who were outside of the military system both publicly and privately were amazed at the good work that we do. And we need to recognize also the good work that we do and look at the opportunity to improve what we do but also share what we do. So I think we're at this important point in time where we no longer necessarily need to look outwardly for people to show us what to do, but we need to begin developing and generate our own models for improvement in care and then export that. And I think that's an important message that we have learned this week. 

A second theme that comes out of the conference is making sure that whatever we do, we examine it through the eyes of the patient, through the eyes of the individual that, in fact, we serve. And as our last speaker has tried to show us, when we do that, in fact, we'll see opportunities for improvement in the care that we deliver. But if we become and stay insular in the way we approach our work, in fact, we will limit the opportunities to make our system even greater. 

And I want to reflect for a second on what two of our speakers had to say to us because they were reflecting this issue of what we need to see from the eyes of the patient. The first was Ms. Mullen, who came and talked about the issue of the 15 and one appointment process, where an individual comes to see perhaps their primary care provider. They have 15 minutes in which to be seen, and they are allowed to talk about only one of their issues. We need to improve that process and give our patients an opportunity to actually design how we deliver care. This speaks to Admiral Hunter's issue of going out and identifying a new model or a new technique to activate our patients and make sure our patients are participants in helping us solve the issues that we have in delivering care for them. It'll make us great. 

The second issue had to do with General Chiarelli really challenging us, in fact, to look at who we are and what our culture is like and what our systems are like. And I think he challenged us, in fact, to make sure that we don't get the so bogged down in the details of how we normally do business, but we think about how we accelerate the process of identifying new ways of doing business and getting it out to the field because the population that we serve is really dependent upon it. Their lives are depending upon it. And this morning we talked about the operational end of research and then the more theoretical end of research. When you get it to the operational end of research, of which delivery of care and treatment of disease really is, people's lives depend on what I call rapids cycle improvement invention. So we need to leave here energized too not study something to death, not trying to get the 100 percent solution, but willing to take a well-analyzed risk and implement rapid cycles change and energize, again, our people, empower our people to think in that direction to make sure that they understand that it's OK not to get it right the first time as long as we constantly try to improve the system. 

This week, while we had been sitting in this conference, of course there have been some news events that maybe many of you have heard about. The first lady and the White House has kicked off a focus on military families. And we wholeheartedly endorse it, and we have a part to play in that. And more will come in the future about our direct connection with those initiatives. The second event that happened during the week here was, in fact, the State of the Union address. And if you talk about synergy, the president actually gave us a challenge during his State of the Union address. And maybe we can see what he had to say. 

Now, last month I was in Afghanistan to visit our troops and to thank them for their service, especially during the holidays. And I think as some of you are aware, fly in in the dark of night for security reasons unannounced. Folks, I'm sure, had to scramble on the other end to make sure that our visit works. And we had a wonderful crowd, a great rally. And then afterwards, I took the time not only to meet with General Petraeus and some of the other commanding officers, but I also mess with a group of our special ops forces. Now anybody who's met with SEALs and Deltas, you know these are some of the toughest, most battle-hardened troops in our military. They're involved in some of the most dangerous fighting that there is. These are tough guys. Looking at them you can tell they're tough. Some folks end up being tough. But you can just tell these guys are tough. And they embody the courage and character that makes our military the finest in the world. Just to give you some sense, these guys are going out on helicopter raids at night with very little support and carrying out extremely dangerous assignments each and every day. So I asked them. I said what do you need from me? What can I do to support you better. And without missing a beat, they looked me in the eye, and they gave me their answer. It wasn't about more equipment. It wasn't about more resources on the battlefield. In fact, it wasn't about them. They said, to a man, Sir, take care of our families. Take care of our families. If we know our families are all right back home, we can do our jobs. 

So we are here today because nearly a decade of war has been taking place, and our armed forces, you, and your families have done everything you've been asked to do. You've been everything we could ask you to be. You have done your duty. And as a grateful nation, we must do ours. We have to make sure that America is serving you as well as you have served us. 

Well there you have it. Take care of the families. And that's what we do. And we do a very good job at it. But we can do even a better job at it. We've been at war for ten years. And we know that it's taken a toll. It's taken a toll on the wounded warriors that have been returned, the wounded warriors that many of you have dedicated your lives and your careers to. But it's also taken a toll on those of us in the military health system and many of the people that work for you. So as an extension of what the president has charged to you, has charged to us, remember to take care of the people who work for you. We can't do this job without them. We need to acknowledge their contributions and what they do for the military health system. We need to understand that in this constant set of operations and wartime actions and crises that come up, it does have a fatiguing effect. And we must take care of those who we seek the serve. 

So on that note, I want to express my deep appreciation for what you do and who you are, for your lifetime commitment of service to the men and women of the armed forces and to the patients and families that you serve. It's an extraordinary privilege for me to have become the assistant secretary of defense. I wish you Godspeed and safe travel as you go on your way. I hope that you are armed and energized with new information to help you do your jobs. And I look forward to seeing you when I'm out and about in the field visiting many of your activities. So thank you so much again for who you are, what you've done, and your participation this week and this great conference. [APPLAUSE] 

Thank you, Dr. Woodson. And thank you all for attending the 2011 Military Health System Conference. We hope that the information shared over the past four days will provide you with a renewed sense of passion and better understanding of the strategic imperatives of the M H S quadruple aim. This concludes our plenary session. Service break outs are scheduled for this afternoon from 13 to 1500 in the following meeting rooms, and obviously up on the screen, for the Air Force, Marilyn C as in Charlie. Army, room Marilyn B as in bravo, room four two six, coast guard, Chesapeake rooms four through six, and navy Marilyn A as in alpha, rooms one through three. We wish you very safe travels and look forward to seeing you next year. Thank You.
