

Welcome back for day two of the 2011 Military Health System Conference. I am Commander Erica Shwartz, a preventive medicine officer for the US Coast Guard. I am pleased today to be the MC for this session. 

Before we get started there are some announcements and reminders that I would like to share with you. As a courtesy to others, please place your cellphones on vibrate. All plenary sessions will be live stream webcast on the conference website. So if you must leave the room, please do so quietly. Remember you need to display your name badge for access to sessions and the exhibit hall. You have to scan your badge upon entry to sessions, and submit the required evaluation online to receive continuing education credits. You can do this at the CE computer kiosk located just past the registration counters. Or online at the health.mil website. Completed online continuing education forms must be completed by February 28th, 2011. Last but not least, the Navy Nurse Corps Town Hall Meeting, hosted by Admiral Niemyer will take place in Annapolis three and four from 11:30 to 13:00. 

Doctor Woodson will now be joined by the surgeon generals for the Army, Navy, and Air Force as we present the 2010 Healthcare Innovations Program awards. Award winners are recognized in each of the following categories. Per capita cost. Population health. Experience of care. And readiness. 

The Healthcare Innovations Program Per Capita Cost award is presented to the 319th medical group at Grand Forks Air Force Base, for their elimination of paper prescriptions in a military treatment facility. This innovation increased the accuracy rate 94 percent, and decreased pharmacy processing time and waste. Captain Kendall Vermillion is accepting the award today. 

[APPLAUSE] 

The Healthcare Innovations Program Population Health award is presented to Brooke Army Medical Center for development of a preventive cardiology clinic. This clinic's existence resulted in early identification and screening of at risk cardiovascular patients. The Preventive Cardiology Clinic increased preventive therapies 100 percent. Achieved tobacco cessation rates of 46 percent abstinence at six months. And improved quality of life for this high risk population. Doctor Ronnie Scott Holuby is accepting the award today. 

[APPLAUSE] 

Our final two Healthcare Innovations Awards will be presented in the experience of care category. The first experience of care award is presented to Tripler Army Medical Center, for their significant reduction of ventilator associated pneumonia, through the implementation of On The CUSP. CUSP stands for Comprehensive Unit-based Safety Program, and was developed by the Johns Hopkins University Quality and Safety Research Group. Tripler implemented the CUSP five steps in its ICU. And compliance increased to 88 percent. These strategies helped Tripler achieve zero VATs in over 364 ventilator days. Mr. Stephen Yamada is accepting the award today. 

[APPLAUSE] 

The second Experience of Care Award is presented to the Naval Medical Center San Diego for implementation of a centralized patient transfer center. Streamlining a decentralized and cumbersome process increased the number of transfers back from civilian facilities by 34 percent. Thus recapturing TRICARE beneficiaries and improving military treatment facility utilization and fiscal responsibility. Commander Sarah Shea is accepting the award today. 

[APPLAUSE] 

The Healthcare Innovations Program Readiness Award is presented to the 88th Medical Group at Wright-Patterson Air Force Base, for their innovation and implementation of robotic remote presence readiness training. In a joint collaboration with the Army Institute of Surgical Research, remote present burn training is conducted using a laptop, specially designed software, and a remote presence robot with visual and auditory transmission capability. The training provides the 88th Medical Group staff with exposure to burn care supplemented by hands on practice in a simulation center. Utilizing the principles of telemedicine provides an opportunity for staff to increase their knowledge of burn care. Approximately 250 staff members have participated and earned continuing education credits for this training. Colonel Thomas Langston is accepting the award today. 

[APPLAUSE] 

Our final awards this morning will be presented my Doctor Charles Rice and several special guests. I would like to welcome Doctor Charles Rice to the stage to present the 2010 Uniform Services University Excellence in Teaching Awards. He will be joined by John Lowe, president of the Henry M Jackson Foundation for the advancement of military medicine. And Uniform Services University Deans Larry Loughlin and Ada Sue Hinshaw. 

Good morning. It is my pleasure to present the 2010 USU Excellence in Teaching awards. These awards, one for a large hospital or medical center, and one for a smaller facility, are presented in recognition of the overall support given by the command staff and faculty for the university's teaching programs. Previous recipients of these awards include the National Naval Medical Center, Walter Reed Army Medical Center, Madigan Army Medical Center, DeWitt Army Community Hospital, Eglin Air Force Base, and Wright-Patterson Air Force Base. The awards are accompanied by a 5000 dollar check from the Henry M. Jackson foundation for the advancement of military medicine. The foundation president, John Lowe is here with me, along with the university's Deans, Larry Loughlin and Ada Sue Hinshaw. We are very pleased to present the 2010 awards to the Navy Medical Center Portsmouth. And the Kimbrough Ambulatory Care Center. Here to accept the awards on behalf of their commands are Rear Admiral Alton Stocks, Commander Naval Medical Center Portsmouth. And Colonel Leon Morse, Commander Kimbrough Ambulatory Care Center and USU class of 1990. Congratulations on these awards. 

[APPLAUSE] 

Congratulations to all of our award recipients on their success in improving our military health system. 

Well it's my distinct privilege as the ranking soldier in the meeting here today, to introduce our next speaker, the 32nd Vice Chief of Staff of the Army, General Pete Chiarelli. General Chiarelli, who has served in his current position since August of 2008 was commissioned in the Army out of Seattle University with a degree in political science in 1972. And he has commanded in the Army at every level from the smallest unit, to commanding the first cavalry division in Iraq, and serving as [? MN of C ?] Iraq Commander. Prior to assuming his duties as the Vice Chief of Staff in the Army, he served as a senior military assistant to the Secretary of Defense from March of '07 to August of '08. And obviously served as the secretary's major interface between the secretary and the military force, with an enormous experience to draw from. But not able to be captured in any bio as in your folders, is my privilege of working with this Vice over the tenure that I've served as a senior medic in the Army. 

You know, we spoke the other day, a number of us to a forum of young women leaders in the MHS about what their role of leadership is, as contrasted with managers and executive directors. And leaders are about vision. And leaders are about courage. And I will tell you that there are few, if any, soldiers. Sailors, air men, marine coast guards. Any of us who possess the passion for the warrior and the family as our Vice Chief of Staff does. And there are very few who can give direction as clearly and as firmly as our Vice can. And there are even fewer that can give people like me the current and steel in the spine to go after problems facing our soldiers and their families as our Vice can. To watch him become a student of traumatic brain injury and post traumatic stress and stress disorder. To understand the complex nexus that makes up suicidal behavior, has been an absolute awesome experience. And one that nobody who has been close to him could have walked away without some life changing lessons. And so it's a great privilege today to present our Vice Chief of Staff of the Army, Pete Chiarelli. 

[APPLAUSE] 

No, no, no, no. Please sit down. Please, please. I apologize, I wasn't here yesterday. I was doing what any good deputy does. I was doing something the Chief could not do. But I understand Mrs. Mullen and I were in good order, because she spoke here, and we met at the White House for yesterday's announcement. Very well timed by this conference. But good morning, and thank you to my good friend Doc Schumacher for that introduction. And thanks to the great work you're doing on behalf of our army as a Surgeon General during a critical period in our nation's history. Let's give the Doc a round of applause. 

[APPLAUSE] 

Alright, like normal, the Doc said I had an appointment at 8:10. It's 8:25. And my 40 minutes has turned into 20 minutes. It's normally my experience when I go to the doctor's office. I appreciate it. I also appreciate the fact that some of you are getting a continuing education credit for listening to me. My mother is so proud right now, that I am in this room providing you continuing education credits. I only have a short amount of time, so I'll get started. I spent the last couple of the years studying traumatic brain injury, and post traumatic stress. 

And there are a couple of areas I'm particularly concerned with, that I'd like to discuss today. As you're aware, TBI is the result of external mechanical force applied to the cranium and the intra-crania contents leading to temporary or permanent impairments, functional disability and psycho-social maladjustment. 

Doctor Segun Dawodu states in his journal paper on TBI, subarachnoid hemorrhage may occur in cases of TBI in a manner other than secondary to ruptured aneurysms. Being caused, it's said, by lacerations of the superficial microvessels in the subarachnoid space. If not associated with another brain pathology, this type of hemorrhage can be benign. Traumatic subarachnoid hemorrhage may lead to communicating hydrocephalus if blood products obstruct the arachnoid villi. Or in the event of non-communicating hydrocephalus secondary to a blood clot obstructing the third or fourth ventricle. 

Meanwhile inter-cerebral hemorrhages occur within the cerebral parenchyma, secondary to lacerations or contusions to the brain with injury, to a larger, deeper cerebral vessels occurring with extensive cortical contusion. 

Man, I've always wanted to do that. I really have at a medical conference. You know that bucket list thing? Well I just had one. And I feel so good about it. But the very first time I asked somebody what it was, I got an explanation kind of like that. And they said, now go explain that to your soldiers. Needless to say, I've learned a lot. And although I still can't read their handwriting. Doctors' handwriting is like an indecipherable foreign language, I've learned a lot from my doctor friends. 

All joking aside, Eric I know talked to you in depth about the Army's efforts to improve soldiers' strength and resiliency. We now have empirical data to support our belief in increased resiliency. Helps individuals to deal more effectively with stressed. Couple that with the fact that you can teach resiliency. And you've got in ourselves some very exciting news in my opinion. And it truly is exciting. I'm extremely encouraged to see the efforts underway to help improve soldiers' resiliency across our force, the United States Army. Most notable among them, being comprehensive soldier fitness. And I know Eric talked about this phenomenal program yesterday. What I'd like to do briefly is expand upon his remarks, and talk about some of the specific challenges we're phasing as an army. And how you, as members of the military healthcare community, can help us to address it. 

As I said, our soldiers and their families are under a tremendous amount of stress and strain. Physically an emotional. Two, three, four, five deployments. 10 years of combat operations. The reality is we continue to draw down operations in Iraq and eventually in Afghanistan. We're going to see more and more soldiers return home, many of them dealing with physical and behavioral health injuries. Including depression, anxiety, traumatic brain injury and post traumatic stress. I'm certain that many of you have heard me talk at length about the complexity of these issues and how absolutely important it is that we do everything we possibly can do to assist soldiers and their families dealing with them now and into the future. The fact remains: these wounds are not well understood. Yet they affect a significant portion of the army's wounded warrior population. 63 percent as of January 1st, 2011. And that's of a population that's in my AW2 Program of over 9000 soldiers. 62 percent have post-traumatic stress or traumatic brain injury. 

Although the Army is taking a holistic approach to dealing with these injuries, the reality is the study of the brain is incredibly complex and rather immature. Most efforts aimed at diagnosing and treating these conditions are in their infancy. And you know, I take exception when people compare these wounds to what I call the mechanical injuries of war. We just don't know that much about the brain. And you know, one of the most frustrating things for me is to get 13 or 14 psychiatrists and psychologists in same room, pose a problem, and get 14 and finally a 15th answer when one contradicts himself a second time around. 

And the challenge is further complicated by the comorbidity and in many incidents the latency of the symptoms. Many of you are doing critical work in these important areas in terms of research and diagnosis and treatment. Please don't stop. Our soldiers need your help. We also need your expertise to aid us as we develop new and improved protocols the better identifying and diagnose injuries, as well as treatment options that will further enhance and expand upon our ability to provide much needed support to soldiers and their family members. Unfortunately in recent years we've also seen the stress and strain on our force manifested in an increased number of high risk deaths, suicide attempts, and suicides. 

Last week, I hosted a media roundtable together with Lieutenant General Jack Stultz , Chief of the Army Reserve and Major General Ray Carpenter, Acting Director of the Army National Guard, to announce the United States Army suicide numbers for 2010. As you've probably seen reported in the news, we've achieved modest success in reducing the number of suicides of soldiers serving on active duty. However we saw a significant increase in the number of suicides of soldiers not serving on active duty, to include a doubling in the Army National Guard. And that's from last year. And those numbers were pretty consistent prior to this year for the previous three years. We attributed the modest decrease in suicide by soldiers serving on active duty last year to the programs and policy changes that have been implemented since the establishment of our Health Promotion Risk Reduction Task Force in Counsel in March of 2009. 

In addition to comprehensive soldier fitness, we've established a pain management task force to appropriately manage the use of pain medications and adopt best practices army-wide. We've implemented programs such as a Confidential Alcohol Treatment in Education Pilot, or CATEP program. We've expanded authorizations for healthcare providers, and we've also initiated face to face post deployment behavioral help screenings. For all returning brigades, in order to better identify at risk soldiers and ensure they receive appropriate treatment. And I just saw a draft off order yesterday, that will go out and affect the guard in the reserves, ensuring that we have got the amount of time we need in demobilization stations, to do the necessary treatment and tests we need to do on them. And evaluations prior to releasing them back to their civilian communities. 

Looking ahead, we believe these and other efforts will take us from a leveling off of active duty suicides to a reduction of suicide, suicide attempts, and other high risk behaviors. The reality is, we are able to more effectively influence those soldiers serving on active duty, and help mitigate the stressors affecting them. Conversely it as much more difficult to do so in the case of individuals not serving on active duty, because they were often geographically removed from the support network provided by military institutions and installations. They lack the ready camaraderie of fellow soldiers and the daily oversight of hands on assistance from members of the chain of command experienced while they were serving on active duty. In many cases, these soldiers have limited or reduced access to care and services. Meanwhile, they are more vulnerable to the challenges of an adverse economy and a troubled labor market, especially for our young people. The truth is, we've come a long way in the past two years in our efforts to better understand the issue of suicide. And although there's much work to be done, particularly in that case of soldiers not serving on active duty. Department of the Army civilians and family members. I am encouraged by the modest progress to date, and the great work being conducted in this seminal area. 

When we started looking at this two years ago, one of the most important things that we discovered early on is that it's not just about suicide. It's about the overall health and well being of our force. I have no doubt you as medical healthcare professionals dealing with these issues every single day, understand this better than anyone. This chart, good cue, shows a series of spheres representing the various populations studied in the Army's Health Promotion Risk Reduction and Suicide Prevention Report. The large blue sphere on the left represents the total active duty population of about 700,000 plus. Those of you who don't understand how we calculate that, we calculate the 569,000 that are active duty soldiers, so categorized as Title 10 soldiers. Plus all the soldiers in a year that we mobilize and put on Title 10 orders. And that number is anywhere from 700 to 750,000 soldiers a year. 

Now, take a look at the far right side. The two dots. And we had to shadow them, or you wouldn't have been able to see them at all. They represent the high risk deaths in suicides. These deaths albeit tragic, represent the most extreme outcome, and as such, the smallest segment of our overall population. That's not to say we should or can disregard them in order to focus on the larger affected segments of our population. The reality is, the symptoms and stress our soldiers are dealing with, all along the spectrum, are the same. They may just be experiencing varying degrees of severity or have more or less resiliency in dealing with them. 

As General Schumacher stated in his remarks, any individual, if you put more and more and more stressors on them, they will eventually reached the brink. Our goal, the objective of the Army's efforts to increase soldiers' and individuals' resiliency is to help move them as far to the left as possible away from that edge. Many of our nation's best and brightest men and women from academia, industry, the medical community, DOD and government as a whole, are working tirelessly in this important area. And that includes many in this room. And all of you play an absolutely critical role in this endeavor. I'm truly excited to see the continued progress and breakthroughs sure to come from all the remarkable research and study that's being done in different areas to include depression, anxiety, other behavioral health issues, suicides, traumatic brain injury, and post traumatic stress. 

One study I am particularly excited about is the Army's STARRS, a 50 million dollar, five year study to assess risk and resilience in service members. I really believe that this is going to have an unprecedented impact in this area. And when it's all said and done, much like the Framingham Study did for heart disease. Meanwhile, what we need you to continue to do, especially those of you who are medical or healthcare professionals dealing directly with patients and family members, is to help mitigate the effects of the stressors. And you can do that in a variety of ways, ranging from medical treatment to counseling services, or even by simply looking out for the signs or symptoms that a patient maybe struggling and in need of help. 

I'll give you a couple examples. A soldier may check into the hospital for a routine knee surgery. The truth is there's nothing routine about it. It can be very traumatic and stressful. An experience for a soldier who is worried depending on the outcome of the surgery that he may end up ineligible for promotion, be unable to feed his family or he'll miss the unit's upcoming deployment. Meanwhile, a soldier may be in a delivery room with his wife for the birth of their first child. We have a tendency to assume this is a very happy occasion. But the young couple is likely nervous about impending parenthood, they may be struggling financially or nervous about impending deployment. Or as sometimes is the case, the husband might not even be there and be deployed himself. We need your help to mitigate the effects of various stressors affecting these individuals and others you come in contact with at work and in your daily lives. Look out for the warning signs and make sure individuals who need help get that help as soon as possible. And follow up to make sure they do. 

Finally, I challenge you to continue to look for opportunities to improve or expand your efforts especially in the areas specific to soldier and family care such as medical treatment and rehabilitation, reintegration, and behavioral health. 

Now, there's one thing, and I'll speak off script for a second, I'd ask your all to do. I hold what's called an SRG every single month. And we have briefed to me anywhere between 25 and 35 suicide cases that have been confirmed suicide from the previous 30 days. And I make commanders brief me so that we have a sharing of lessons learned. And believe me, they're up from all over the world. Korea, Iraq, Afghanistan. Anywhere soldiers are stationed. Anywhere we have a suicide. And the number one issue from a commander's standpoint is understanding when his soldiers are having a rough time. 

And I understand HIPAA. I have dissected, cross dissected, studied it and looked at it every way I possibly can. But there's a few best practices that I've seen used in posts, camps, and stations to try to get at the problem of when do you let a commander know that a soldier could be high risk? And if you go by the strict definition that the soldier says that they're going to hurt themselves for somebody else, there are a lot of folks that are slipping through the cracks. That had the chain of command been notified, if we had a better relationship between our providers and our chain of command, I really believe we could have done better. 

Now, what I've seen work is when the two groups get together. They recently did that down in Fort Stewart. What I understand is that the first hour turned into almost a brawl as commanders were pointing their fingers at docs, and docs were saying, you don't understand it's my license that's at stake here. But before too long, they were able to work out between them procedures that they both felt comfortable with. They would go further than what we see it other posts, camps, and stations. I really believe this is something we've got to get a handle on. These are unprecedented times. And we've got to find a way, given the fact that commanders in the chain of command can play such an important role here to get them involved. 

The reality is, we will need the same or an even greater level of support in the years ahead as our leaders tackle the many challenges facing the force, focused on restoring balance and reintegrating soldiers back into their units, their families, and their communities after a decade at war. Look for any and every opportunity to connect and collaborate with government agencies and other organizations to share lessons learned and help develop solutions and methods to better identify and treat those conditions. Most importantly, I strongly urge you to continue to actively pursue opportunities to collaborate with experts, physicians, researchers other professionals within the civilian medical community. They too are studying and attacking these issues very, very hard at highly respected hospitals, research laboratories and medical facilities around the world. And they represent an added wealth of knowledge, expertise, and resources. 

It would be foolish in my opinion to not join forces and cooperate with each other in this incredibly important shared endeavor. I cannot say it more simply. And I would make a similar pitch to them on behalf of the military health system community. Ultimately what we achieve together will be better. We will realize it sooner and our soldiers and families will benefit. In the meantime, I want you to know we're doing everything we possibly can to increase the time our soldiers spend back at home. The fact is, they need this time at home to rest and recover. The truth is a lot of the issues we're seeing with behavior health and physical injuries are the result of people not having enough time between deployments to reintegrate with their families and communities and to recover from wounds and injuries, boat visible and invisible. 

Ultimately we want to get to 1:3 BOG:Dwell 12 months deployed, three years at home for our active component force. And one to five for our reserve component. We're making progress but we still have a long way to go. There's much work still be done. This war, as we often hear it described, is a marathon not a sprint. Looking ahead, I challenge all of you to continue the outstanding work you're doing on behalf of our army in all the services represented in this room. Again look for opportunities to improve and expand upon your current efforts. And do what you can do to mitigate stressors in the lives of our soldiers and family members. 

Also make sure to look out for one another. That includes coworkers, neighbors, friends, associates. I've learned a lot about provider fatigue. If they appear, if you appear to be struggling and in need of help, make sure you or they get that help as soon as possible. I appreciate the opportunity to join you. Now I have five minutes for questions. Thank you. Army strong. 

[APPLAUSE] 

We have a question over here. 

Yes, good morning sir. Sergeant Hamilton of the 121 Combat Support Hospital in Seoul, South Korea. Sir, first I'd like to thank you for your passionate work in advancing the medical treatment of our wounded warriors. My question, sir, is there a program in place to ensure that we will have continued funding for the research, treatment and rehabilitation of these hallmark injuries of TBI and PTSD in this war for the decades to come? 

I can only speak for the Army because that's what I study. And it's been high on my list. As far as research goes, I feel fairly confident that the research funds are going to continue to flow. And that they will be available. I think we've got to find a better way to get research, particularly important research, out to the field. I've gotta tell you, I get frustrated at times on how long it takes to get this stuff out. To an outsider from the outside looking in, sometimes it seems totally tied to a publisher's schedule and when it can get into a journal. And that frustrates me. It frustrates me that we don't have a way to get the promising research out to the force much quicker, to make sure that it's being utilized in the programs that we're putting together. 

I am very, very pleased when I look, particularly at post traumatic stress and traumatic brain injury at the research that's going on at MRFC. I mean, there is some groundbreaking stuff going on there that I think is going to really, really make a difference here in the short term. 

Now, when it comes to the Army Medical Corps, we've made some mistakes. We decided to grow the Army from 480 to 569 and not add a single doctor. We've added I think about 563 or somewhere around that number, if I'm right Eric, and I'm sure there's a whole bunch of folks that patted themselves on the back prior to 911 and said, see I told you we didn't need all those doctors. But then when I take a look at where my over hires are, where we've had to go out and hire additional folks, civilian doctors, in order to make up for the deficit I had. That when I grew the army to 569, I didn't grow anybody in uniform. And I think that's a huge mistake. One that we should never repeat again, and one that we have to correct as fast as we possibly can. 

I think we've been slow to come to the realization that we need more medics on non-linear battlefield than we need on a linear battlefield. We took too long as we saw commanders struggling in reporting and writing these reports, that they didn't have enough medics, to realize that we had a structural problem. In that on a non-linear battlefield, formations that never needed medics in the past, now needed medics. And we've taken action. And I think all the work that's been done by Medcom to surge our medics and get them down range. I think we took too long to get protocols down range for traumatic brain injury. I am very pleased with what I've seen so far. But I think we should look back and say, why did it take eight years? 

Worse to understand that some of the basics that I really believe many of you knew in here, could be applied and lessen the chance for a second concussion before a first one has had an opportunity to heal. And I think what's interesting to me is how those protocols have been accepted down range. 

If you go into Iraq or Afghanistan today, particularly Afghanistan. And if you see the number of resiliency centers that are springing up, if you run into one of those command sergeant majors in the 101st. And this is a guy that impressed me. You look at him before he opens his mouth, and just looks like he wants to rip your lips off. I mean, he just does not like anybody. And then let him talk about what the institution of the protocols have meant to his division. The number of soldiers that have not had to be redeployed out of their formations. The mere fact that they're getting better down range with their buddies. I mean, it's absolutely phenomenal. 

Now, I believe what we need to do is we need to take that same kind of focus to post traumatic stress. Understanding that everything I read about post traumatic stress says, the closer to the initiating event you can begin treatment the more likely you are to have success. We need to train medics and corpsmen and to understand the initial symptoms. Not put up with any guff. The soldier that says they're not going to get treatment. And then look at innovative ways to deliver that treatment, I think through telemedicine. I think the pipes that our docs have that allow them to do telemedicine should be as the important and as critical and put in at the same time the operational pipes are put in to command forces in the field. 

[APPLAUSE] 

I don't even know if I answered your question, but I tried. So longwinded, I guess I have time for one more. anybody? Yes sir, ma'am. The lights are bright. 

Hi General Chiarelli. Kristy Coughlin, Army wife. Thanks again for your passion and everything you're doing. You and I have discussed before the importance of treating soldiers' mental health holistically by also looking at what's going on with the families, in terms of the impact of their mental health. Both dealing with our own soldiers' issues with TBI PTSD. And then the stresses that we've dealt with over the past 10 years. I'm wondering strategically how we're approaching both building resiliency and dealing with those impacts that we're seeing within the spouse community and the military children. Miss Mullen talked very eloquently yesterday about the spouses that have killed themselves. And I've shared with you that I personally know three. So as we move forward in treating the mental health at the force, families included, who's the chief architect of that? And how do we really approach this holistically because you can't treat a soldier without treating the family member. Thanks. 

Well, one of the things I think we have to do is look at the second and third order effects of how would we are denying our family members access to some of the things that we're doing. You know, we talk eloquently about comprehensive soldier fitness, we know the value of the GAT. And then we feel good because we hang on AKO a GAT for family members of take, in hopes that they'll take it and then use the online modules. What we don't understand is no one uses AKO if you're a family member. Because you don't have a CAC card. If you don't have a CAC card, AKO requires a 13 character password to get on to AKO that has to be changed every 90 days. Not only does that have an impact on being able to deliver the benefits of comprehensive soldier fitness to the family. The other big issue is that if you're a mom and we want to move to be able to schedule appointments online, and put more of them online, so that we can get more efficient in our delivery of healthcare. You have to have a separate 13 character password that changes every 90 days for every one of your kids, last time I looked into it. I've challenge the G6 to come up with a form of CAC card to would allow easier access for family members to some of the services that can be offered online. That's one of the second and third order affects of some of the things that when you dig into it, you find out we're denying those. 

The other is that military organizations, it's kind of as you look at the active component versus the reserve component, liability to get at that population. I have a real issue trying to get at that population. Because I cannot order any family member to come to a briefing or to see them a master resiliency trainer or whatever. We have to use innovative ways to get them in, so we have the opportunity to help them understand some of the programs that we have out there. I think that as you go from posts, camps, and stations a couple of the programs that get the highest ratings from military family members are marriage and family life counselors, the MFLCs, The DOD funded program, I think one of the best things I've seen come out of DOD. And I think most of our families would agree. We've been able to pump those down to individual battalions where we don't have doctors in every instance. And even down at the schools and other locations. And they're proving to be just invaluable. 

The Chaplain Strong Bonds Program is a fantastic program for those who know about it, to get at some of these issues. But we need to do everything we possibly can to pull in the families. And one of the very first things I think we need to do is to look at those barriers that are out there to make it very, very difficult for families to take advantage of some of the things that we've got out there. 

OK, well listen. I have a blinking clock in front of me with a red light that shows I'm a minute and 29 seconds over. So with that, I will thank you. Thank you very much for the opportunity to speak to you today. I'm sorry that I had to mess with your schedule yesterday. It is a tremendous honor. Thanks for all you're doing, and please, continue. Thank you very much. 

[APPLAUSE] 

Yeah, I don't want interrupt that applause because it's well deserved. But I did want to rise particularly as the new ASD to recognize general Chiarelli's leadership in this area. And I want to point out a couple of things. As General Schumacher said the other day, we had an opportunity to meet with some emerging young leaders. And one of the things we tried to do for them was frame the concept of leadership as an individual or a leader as an individual, who establishes a vision. And sometimes that's an over the horizon vision. And then influences people and motivates people to work toward that common goal. General Chiarelli has done that magnificently. 

And I want to point out for us as an audience the power of what he's done. What he's done as a leader is challenge us as a medical community to think differently. To challenge our culture and the way we do business. And his point about the issue of research taking so long in order to be vetted and transferred to the field. We've got to work on that, so that we have more rapid cycle change. And we can make a difference in the lives of airmen, marines, soldiers, coast guards, and navy personnel as rapidly as possible when it's to their benefit. And it produces healthy populations. 

So I want to make this promise to you publicly. That I will join with you in these endeavors, and we will seek the solutions that are very important to the people we serve. Thank you so much for your leadership in this area, and I look forward to working with you in the days and weeks and months ahead. Thank you so much. 

[APPLAUSE] 

It is now my distinct pleasure to introduce our next guest speaker, Mr. Alan Webber. As one of the most widely respected and knowledgeable leaders in business journalism today, Alan Webber brings unusual depth of knowledge and insight into an economy fueled by information, change, and innovation. An award winning, nationally recognized editor, author, and columnist, Mr. Webber launched Fast Company, the fastest growing, most successful business magazine in history, and winner of two national magazine awards. One for excellence and one for design. 

Prior to his launching Fast Company Magazine, Mr. Webber was the managing editor, editorial director of the Harvard Business Review. Mr. Webber is a former of the US Japan Leadership Program and a John J. McCloy fellow. He has worked in the public sector as a special assistant to the US Secretary of Transportation, and in several capacities for the city of Portland, Oregon. Please join me in welcoming Alan Webber who will introduce our panelists and serve as moderator for a panel discussion. 

[APPLAUSE] 

Thank you very much. I'm Alan. But the real stars of our show this morning are two experienced hands in the world of medicine and health. To my left, Doctor Bridget Duffy who has spent 20 years trying to change the patient experience in the world of medicine. Most recently as the Chief Experience Officer at the Cleveland Clinic, and is currently CEO at Experia Health, an organization focused on catalyzing the transformation of the patient and employee experience in healthcare. And Bridget with tell you a little bit more about her own work and experience and relationship ship to the world of the military right. 

To my right, Michael Samuelson, who is a 40 year veteran of working in the field of healthcare, health promotion, disease prevention, and wellness. He's written five books on behavior change. He's the founder of the Health and Wellness Institute. And is an avid mountaineer, and understands teams, team building, leadership and survival issues. And also has personal experience in the world military that we can talk about in a minute. 

We're going to have a conversation up here about some of the themes that have already been to teed up for you yesterday and this morning. But before we get into that in some detail, I wanted to just use my experience a little bit in the world of business and the corporate world, which I've been looking at for about 40 years, to talk about the broader context of our specific discussion. One of the things that has moved from the world of the military into the world of business is a military acronym that you're probably more familiar with than the people who use it in business. The acronym is VUCA, Volatility, Uncertainty, Complexity, Ambiguity. That's a term the military coined to talk about the world of engagement that you all deal with. But it aptly describes the world of business as well. 

If you go out and talk to corporate leaders, people in nonprofits, people in the world of entrepreneurship. They all use that word to describe what they're dealing with in business and in corporate life. It is a world of VUCA, where volatility, uncertainty, complexity and ambiguity challenges them to come up with new answers to very difficult problems. In a nutshell, the problem is that if you do what you used to do, if you play the game of business by the old rules, you don't get the results you used to get. You don't get the predictable outcomes. And in fact you usually fail. And so the challenge for leaders in business as well as nonprofit and the world of academia, is it come up with a new set of practices that meet the challenges of today. And in particular I think, as I travel I hear the same three words described all over the world. 

The first is change. The world is changing. How do we adapt? How do we just describe the changes first, so we understand them more clearly. And then what do we do about it? 

Figuring out what to do about it is the second challenge. It's leadership. And you heard this morning about leadership. What do leaders do today? What's different about being a leader? What are leaders required to think about that's different, and then act in new and innovative ways. 

And innovation is the third word that you hear everywhere. That innovation is how you compete. Innovation is how you improve your offerings. Innovation is how you get ahead of the curve of change. So that you're not simply responding to problems. You're anticipating them, and coming up with cutting edge answers. Now that's true in business. It's true in government. It's true in nonprofits. It's true in the world of medicine and healthcare, writ large. 

And now I'd like to turn to you guys and get your take on some of those themes. And the first one I thought you could perhaps describe, though this is a gathering that is focused on the military health system, we just heard the general talk about the symbiotic relationship between the outside world and the inside world. What is your take, each of you very briefly, on the state of the larger healthcare system, as you diagnose it? Where are we there? 

I think, very simply, I'll just share my experience. I'll first tell you that my title was not initially the Chief Experience Officer at the Cleveland Clinic. But I was calling by the newly appointed CEO to address three things happening in healthcare. That I think are common to the military health system, and very common in the private sector. When he took on this new role, three things happened. They measured the employee engagement, employee satisfaction. And the vendor told them it was some of the lowest scores that they had seen in the nation, for the frontline staff. And some of the highest scores they had seen for the docs. 

The second thing that had happened was some of the quality and safety issues had come to the surface. And the third thing that happened is the patient satisfaction scores were just measured. And although they rated the organization high overall, the day to day things like did we listen to you, treat it with respect, were quite low. And the final blow, and the reason he called me, was he went to Harvard Business School. And they did a case study on the Cleveland Clinic on how great and progressive it was. What an innovator. And at the end, he fielded questions from the 250 students, and one raised her hand. And she said to him, my father needed a mitral valve replaced, so I went online and I looked up your data. You have the best in the nation. But we took my father to the Mayo Clinic. He said to her, why in the world would you do that? She said, well I went online and I looked up your patient satisfaction scores, and they weren't so good. 

And first and foremost, my father is not a defective mitral valve. He's a human being. He's the husband to my mother, he's the father of six kids. And we wanted to be in a place that treated him as a whole human being, especially if things didn't go well. So I think to your question, these are common themes. I think there's such pressure to push down costs and to focus on quality and safety. But we've sort of forgotten why we show up to work every day. And we aren't addressing those issues. One quick thing: the last question she said to him was, do you teach empathy at the Cleveland Clinic? And he said no. Obviously I need to look into it. So my title was originally the Chief Empathy Officer. But because I'm from a third generation military family. I have five brothers. My father served as a dentist. And my two brothers got together with my husband and sent me an email that suggested I create a bumper sticker that said empathy begins at home. So I quickly changed my title to the Chief Experience Officer. So that's what's not in my bio that you should know. 

Excellent. Michael? 

First of all, thank you. This is an honor. It's a privilege for me to be here. Yesterday when I was looking in the closet to grab a suit to come here. I grab the suit. And right next to it actually was my dress blues from the Air Force that were issued to me 45 years ago. Now here's the great part of it. The jacket actually fit! Now I couldn't breathe. But it was kind of cool to stand there and take a look 45 years later. 

I had such a fabulous experience being in the military, being part of the forces, and as each progressive year goes by, I'm find more lessons keep coming to me. So for that, I thank you. I got deeply involved in the field right after I left the Air Force. I was motivated to get into school, finish using GI Bill, took me right through my masters. In fact, I got all my coursework done on the doctorate. I didn't finish that. I went off to write a bunch of books and climb some mountains and build companies in the area of prevention. 

As a mountaineer, I did climb mountains from Everest to Kilimanjaro. I'm now training to go down to the Andes. By the way, all after being diagnosed with cancer 13 years ago. So this whole issue of prevention became very core to me. Why is it that we've got to 2.8 trillion dollars going into a treatment. And we've got two percent of those being deferred into primary prevention, early detection, early intervention? It's because that's the way the system is set up. So the idea is, get you back to zero. But don't prevent you from slipping. And don't assist you in moving forward. It doesn't make sense from a business model. It doesn't make sense from a human perspective. 

The other piece is that my trainers, my real education, came from the mountains. It came when I was shipped off to Alaska. And I was on the Koyukuk River sitting on an extinct volcano with a bunch of other guys, wondering why we were there. Then realizing the importance of esprit de corps. The value of having people around you be able to talk. The most important person on that mountain with a guy called Doc. And he was a PA. And he was everything to us, because he was responsible for our health. So the idea became, how is it not just the PAs of the world, but all of us sharing equally in this thing called health. So that we can all advance. 

So my background is multiple, as a cancer patient, as a proud former Air Force, as a business person, as a father, as a husband and a grandfather to be. So I appreciate being here. I'm also going to tell you right off the bat, I'm going to apologize. It is arrogant and presumptuous to suggest in a short period of time, we can give you a lot of substance. If you pick up one thread that has you seeing things differently. It's kind of Lau-tso from the sixth century BC is the whole idea that there's nothing that Bridget and I can tell you. But perhaps we can stir some new emotions. Maybe we can show you to think about something a little differently. Perhaps even give you some hope in terms of moving things forward. So again, thank you for the opportunity. 

Super. Let's talk about two themes that I think are at the core of why you guys are here this morning. And that is, recruiting and retention. The challenge for the military health system is to get great people and then keep them. If you were in charge of recruiting, to bring in the talent that the organization needs, what would you say? How would you frame it? 

I'm going to answer the question, but I have to tell you something before that. And it goes with kind of what Bridget said. Over the course of years I had everything from Airman to you name it. The CEO, and executives, and the Chairman and all that. So now I don't have any of those titles. The only title that I have is CI. And that's my title, and it's Chief Irritant. So that's my new role in life. To be the Chief Irritant. Interestingly enough, that title was suggested to me by my wife. So take that for what it is. 

But the idea behind that is, when I answer questions like this, understand that I'm doing this with acceptance, respect, and the security in terms of my respect for what you do. My first comment with regard to recruitment, in anything but in particularly the military is don't lie to people. Don't lie to people. There are tremendous opportunities for individuals to grow inside the Armed Forces. Tremendous opportunities that don't exist any place else. There are places where you have a nine to five community. You have a 24 hour community. These are wonderful, wonderful opportunities for people to grow. To use it not as a stepping stone. Somebody made reference to that earlier, and oh no, no, no, no. If you think of life as a stepping stone, you're never going to live your life. It is a way of living. And that's what I see with the military opportunity. A way of living. To prepare you for the next minute, the next hour, the next day, the next week, the next month. Not as something you can use as a way to leverage whatever comes after the military. 

Think in terms of your community on a day to day basis, and all the opportunities you have. Sell me that, and you've got my attention. 

Bridget? 

I think you would recruit and retain the superstars if you did a couple of things. I think you have to proactively map the gaps in the human experience of delivering healthcare. You have to walk in the shoes. And the first thing that I did at the Cleveland Clinic, and I do with other organizations, is I throw on my scrubs, and I round with the housekeeper, the techs, the docs, the nurses. After a month of doing that, I walk back into the board room at the Cleveland Clinic. And I said to the board, I cannot focus on the patient experience. The reason you brought me here to improve the scores. Until you first focus on the employee experience. And identify the three to five things that will get people wanting to spend the rest of their career here. 

And they're common themes both here, in military, and in the private sector. The grass is not greener necessarily on the other side. We docs are pretty simple. It's just get rid of the bureaucratic and administrative hassles that get in the way of me doing my job of delivering great patient care. And bring me technology and tools that allow me to deliver great outcomes and get me back at the bedside, delivering great care. So I said, we need to define the optimal employee and physician experience here. And focus on the employee well being. And one gentleman heading up a department at the table looked at me and he said, Doctor Duffy, you need to understand we are a data driven, results oriented organization. We don't use words here like optimal employee experience or well being. 

And I looked at him and I said, I know that. That's why I'm here. You don't use those words yet. So I think you have to map what matters most to docs and the nurses. And when you find what's missing. I mean, we're bringing in process improvement engineers in healthcare all over the country to map and strip out waste. And just making us work faster, smarter with less, and then be nice to the patients, doesn't cut it. It's not going to be what keeps people in the organization. And when you ask docs what matters, it's about helping to restore their patients to full life. It's not just saving a life. It's give me the tools to support the family. The woman who just spoke. To help restore them to full life. Not just save a life. 

The only thing I want to add about that is, the word well being is used a lot. The word wellness is used a lot. If I said, give me a definition, I'd probably get 4000 different definitions about what that means. In essence there's an opportunity from preconception to the last breath that we take to have incremental continuous improvement with regards to how we view the world. Now keep in mind that as the soldier, the sailors, the airmen, go through the doors every morning, their primary objective at a deep level is their subjective of well being. That's what it is. Yours in command is you have a fiduciary responsibility to mission. Understand that the two are absolutely not incompatible. They are symbiotic. They go hand in glove. So the idea of this fluffy thing called well being, well I can give you the data and the studies that show you that it correlates highly with mission accomplished. It's something that we all need to be engaged in, while understanding that for me example, going off and eating dried yak and not breathing at altitudes of 20,000 or more is fun. My wife chooses to go to the seashore because she'd rather not interfere or interact with yaks in any way. It's subjective well being. So find a way to satisfy that for the individuals. 

In the field of medicine, what we have done is we have nailed this issue in terms of the science of life. We have the colored templates. I can show you diagrams. What we have not nailed, in fact we've just done a cursory scratch is the art of living piece of it. That is a real challenge. Once you start working with the troops in terms of the art of living piece, and you blend it with the science of life, you'll have retention. Because you'll have optimal well being on the part of the individuals, and you'll have fiduciary responsibility in terms of mission. 

I spent yesterday talking to people about something that's analogous. And that is the reinvention of work. It's pretty clear that when we come out of the recession we're in, the economy won't look anything like it looked before we went into it. So people are asking not just how do you reinvent healthcare, but what's the fundamental premise about how work works? When you look at the data, something like 80 percent of the people in the United States get up every morning go do a job that they hate. They literally hate it. And the reason they hate it is but it lacks meaning. They're going through the motions, but they don't have any passion for what they're doing. Because there's no sense of purpose. There's no sense of engagement. There's no sense of coming into the work place and gaining mastery of skills that make you proud of what you're able to do. 

When I think about the military, I think about a huge opportunity to address all those issues. And particularly the healthcare piece. And this is something we talked about a little bit earlier on the phone and then here in DC. What is it that the military offers that addresses what people are most thirsty for? And that is some sense of purpose, mission, engagement and a method for making a difference, rather than just making a living? 

I can't imagine a career more compelling than to serve in the military as a provider or a doctor or nurse. And serve those who serve the country. So you have that down in spades. I mean, there's mission and core purpose and core values. But I guarantee you there's fatigue amongst the providers in this room. When I ask providers, in six words, describe what your experience is like? They'll say things like, doing God's work on a dime. Exhausted, rethinking my core purpose and professional goals. So I think there's no more compelling mission. but I think we need to look at the infrastructure. And not just the culture, but the climates. How can we make it easier for these individuals to do their job? And give them tools that help restore their patients to full life? 

My only comment about that is the fact that when you have creative and innovative people such as yourselves, there is this constant creative angst, because you want things better. And so you're not satisfied with status quo. If you have an environment that kind of squelches that disruptive innovation. And by the way, all innovation is destructive, it becomes very, very, very frustrating. Because the goal is always to grow. It's a continuous issue. So you have to make sure you've got an environment, where I can open my mouth. I can say something where I can fail. Because without failure, I'm not going to be able to succeed. So it's all those simple kinds of formula, but there's so critically important. And you do have the opportunity to provide that for your people. Then you'll hold on to your people. Because if I don't feel connected in terms of what I'm doing. If I don't feel like I have a voice in terms of the way things are done in the future, pretty soon I'm going to get pretty tired of banging my head against the wall, because I'm driven by passion. And I'm going to have to find another outlet for my passion. 

So there's your opportunity. But it takes this whole issue of accept, respect and secure. If I feel accepted, I feel respected, and I feel that I can say things without fear of losing my job or not getting a promotion, then you're going to have open communication, and you're going to grow. But it's up to you in command to create that kind of environment, and then you'll see the growth. 

Well I think let's call out the white elephant in the room. There's a perception that you're weak if you talk about needing or wanting work life balance. You're supposed to be tough. You're supposed to do that on your own time. Check your soul at the door. Show up, work 20 hours, and then go home and be whole for your family. So I think we need to change the stigma around terms like "well being", "work life balance" and "resilience" and give people the tools to do that in the workplace. 

Again in my mountain climbing, one of the big things people ask me is that you summit something, which is actually a foolish question, because it really truly is a journey. And I said well yes, I did summit. But the more important part of that is that I came down again. I mean, that's way more important than summitting. Summitting is like half of the battle. You want to get to the summit. You don't want to get up there retching and barfing and crying and say, why did I do this? You want to get up and do the 360 and enjoy it. You want to come down, you want to get back to base camp, you want to get resilient and go back out again and do it one more time. And that's the opportunity. Yeah this word happiness, when did it become a four letter word? It's like well, yeah we don't do happiness here. What? I'm sorry? You'll be happy on your own time. We've got work to do here. It doesn't work that way. Because no matter what you say, there's a little boy or a little girl inside me that says, yeah but I really want to be happy, and if you can't provide that for me. 

And again, now we know in neuroscience that it correlates with your success. So providing opportunities, you may not want to call it your Happy Officer. But it's the same idea in terms of productivity. So we come up with these interesting oblique words to say exactly that. You've got somebody who's content, if they feel challenged, if they see opportunities, if they can open their mouth without getting slapped, then you can have an opportunity for a very successful organization. And you have all the makings for that to occur. 

But we do what we're incented to do and what we're measured on. Because we're all results driven. And a heart surgeon friend of mine from one of the top heart centers in the country called me about a month ago. And he said, Bridget this is what you need to fix. He said, I'm judged on an ideal hospital stay. Length of stay, morbidity, mortality, quality and safety. He said, I'm not measured on what matters most to the patient. He said, I'm going to send you an email with an attachment, one page from a patient survey. And he said, most distressing to me it that she was on my service. So I clicked open the attachment and it was fill in the blank, 47 year old woman had just had an open heart surgery. And it gave her a space to write and describe her experience at this world renowned center. And she said, if you had only gone on to Google or Amazon you would have found that there are 29 books on depression and suicide attempt after open heart surgery. She goes, you saved my life, but for six months all I wanted to do was die. Is that a great outcome? What are you guys? Just mechanics? Question mark. 

I've got a quick piece on that, because that is such a profound part of this. When I had my cancer surgery, and I had breast cancer. So that was an unusual situation to begin with, because guys, we don't like to think we have breasts, right? We have pecs, we don't have breasts. So it was a shock when it occurred. It occurred in a very interesting way. But I remember the surgery itself. And I had a mastectomy. And they found it, just a kind of grade three tumor. And I remember going through all the processing of that. And I was in with the doc. When I went in to have to tumor removed, I was met by a nurse. How many nurses here? Show of hands, nurses. God bless you. 

So I met with this traditional nurse, probably in her mid 60s, dressed in white. Very nice. Did all the vitals and everything. She set it aside. I saw the doc. The doc pulled out this 40 foot barb tube from my chest. I'm not feeling so good. I go back. I'm reaching for my shirt. She helps me with my shirt. And then all of a sudden she just touches my hand. And she says, you're going to be OK. I can tell you something. There may have been this old white haired guy talking to docs about probabilities and all the clinicals, there was a frightened eight year old kid hiding behind a bush in my head some place. And this stranger, she reached out and she just touched me. And maybe in the first time in months or years, that little boy felt comfortable enough to come out, and felt very nurtured for that moment. And then she bent down and she kissed me on the cheek. She walked to the door, she turned around and she said, I probably shouldn't have done, should I? 

And I said, more! More! So science may have saved my life, but she touched my soul, she lifted my spirits. So don't forget that opportunity. We have high tech. We have high touch. Make sure you have the high touch. That's why you guys got in this business to begin with. 

It's the empathy. Department of empathy. But you talked about high tech for a minute. Technology is one of the huge drivers for change. It changes companies. It changes how organizations perform. How they works. How efficient they can be. It's taken for granted I think that technology and medicine are a great partnership. What's your take, each of you, on technology in medicine as you see it, affecting the larger set of issues that you're both describing. The outcomes you think really matter. 

Well, two comments on that. I have two measures in my life. One is my father, trained in the military and practiced. Who I remember getting up from the table every night and calling patients he'd done surgery on that day to check on them and their family. And second is Earl Bakken who invented the pacemaker 55 years ago, and formed a little company called Medtronic. And I met him 20 years ago. And he said to me, he said, Bridget only 20 percent of healing is linked to the technology I invented. 80 percent is something else. And we do a very poor job of addressing the other 80 percent. He said, which is the human to human interaction, the physical environment, and spirituality. And I think the technology has been phenomenal the last 20 years. And we need it in medicine. It's great. But there's a new DRG called the Valley of Despair, with occurs six months after the adoption of the EMR. 

There are technologies that take people away from the bedside. You all know what that experience is like. And I have a nurse friend who said to me, Bridget give me technology that puts patients back at the bedside. And when you look at complaints from patients. One organization I looked at, in a year, they had 15,000 complaints in 100 buckets. And when you narrowed them down, the number one bucket for complaints was around communication. Never knew who my doctor was, never knew what my plan of care was for the day. Couldn't get my biopsy result. And so I think any technology that can restore the human to human connection, get doctors and nurses talking to each other again, doctors talking to consultants versus just entering the order into the computer. There's something missing when you lose the narrative between two healers or people caring for a patient. So I think there are technology solutions that you will come up with that will transform the way we deliver care in three areas. 

I think connecting to people before they come into the system. Helping coordinate when they are there. And connecting with them after they've left. 

Many patients feel like there's no connection once they've left your center. And I believe the true innovation for communication technologies will come from this group. 

Well again I've got to apologize, because there's so much to say on this. So you're getting sound bites from Doctor Duffy and I on this. But this is a critical issue. Obviously technology is fabulous. Telemedicine is spectacular to be able to diagnose and be able to initiate treatments from long distance. It's wonderful. But how are you going to kiss me on the cheek from long distance? And I'm not being facetious in terms of that part of it. The other is a connective tissue that goes from prognosis, diagnosis, treatment and then where do I come in in terms of that picture? It's very important that we have some kind of connective tissue. The other piece in terms of well being a is got lots of opportunities through social networking to get information that is real for people. To have this esprit de corps that goes through all of the ranks in terms of what makes you feel good and how can you deal with things? It's very important to use that. 

If we take technology, new technology, to advance old content, we're just reinforcing Einstein's definition of insanity. So make sure that as you have new technology, that you're also taking a look at protocols. Are you using the same protocols that were used during my era? During the Vietnam era? And we were using protocols that came right after World War Two and Korea. Of course there's always tweaking. But make sure that you're constantly updating and you're keeping the human element engaged. 

I remember one of the people who wrote for Fast Company in the old days, and is now a celebrity on his own is Dan Pink, who's written about learning. The Whole New Mind is one of his books in which he talks about right brain, left brain and professionals. He talks about one of the new training programs in Med School which has nothing to do with technology. It has do taking would be doctors to art museums. And asking them to look at paintings. And observe very carefully what's going on in the painting. Because ultimately that is how you practice great medicine. By looking very carefully at what's presented in front of you. Not at the chart, and not at the technology. But at the person who is the patient. And practicing narrative medicine. Understanding the story. Taking the time to observe, listen, and at the end, kiss on the cheek if that's part of the treatment. It's not an either or choice. It's not technology versus being a human being. It's real, you talk about integrative medicine. That's part of integrative medicines, isn't it? 

Oh absolutely. I mean the secret in diagnosing the patient is listening to their story. I think that was Francis Peabody. So it's really how do you restore the art of medicine as we've gotten more high tech today? And I think to come up with ways to more effectively and proactively listen to the voice of the patient in their family. We're very reactive in healthcare. We send out surveys six weeks after they've left. And I think there's ways to proactively ask them what matters most to them. And integrate that into the day to day practices. There's a way to map the gaps of human experience. We have engineers removing all the waste, but we're not putting back the things that matter. 

A couple organizations have established voice of the patient counsels. And one gentleman Jerry said, he said, Bridget I come here from my high tech procedures, but I go to your competition across the street in between. And I said, why you do that? He said, because here you've never once asked me what my greatest fear was. Or my concern living with this diagnosis. And I said, Jerry if I'd asked you that, what would you have told me? He was a car salesman. And said well, after my heart surgery I had a seizure. He said, you took my driver's license away for six months. My greatest fear was you would take it away for life. Cars are my identity, my legacy, my livelihood, my independence. You never once asked that question. So overnight, I went to the IT guys who had built it into the ERM. The first question asked coming into an outpatient or clinic, what are you most concerned about today that you would like your caretaker to address? 

I'm sure it's the same with you. You may stop the hemorrhage but the questions your patients may have are how will I play baseball with my son without my right arm? How will I walk my daughter down the aisle? And yet you have little tools, service, support, or time to even address those things even if you ask the question. So we actually even started to ask about depression in one area, the quit asking it because we didn't have the tools to do something about it. But those are the things that matter most. 

The thing that that keys for me is the whole issue of survivorship. And I spend a lot of time with that because I'm asked to address the issue a lot. And I liken it to the terms of moving beyond survivorship and into thrivership. So the issue isn't about survival. The issue is about thrival. So if traditional medicine's idea is to make sure that you survive, then the question becomes then what? OK, so I survived, but so what that I survived. The issue is getting beyond survival and into thrival. That becomes critically important to me, in terms of taking the next step, moving forward. It's also that issue in terms of I don't want you to treat my breast, I don't want you to treat my bones, I don't want to treat my wounds. My father was a double amputee. All of the issues that he went through after the fact. I want you to treat me. 

And by the way, I look forward to one day when behavior health is not set up as a separate institution someplace else. Where there is the whole health approach to it. Where it is all part of it, so there's no stigma associated with it. I'm going to have my toenails checked, I'm going to have my ears checked, and by the way I'm going to have my mental health checked. And it's all the same. There's no stigma. The beauty of that is once you do that here, you're going to create a model for the rest of the world in terms of doing it. And you've got a lot of guys out there, a lot of women. But men in particular, for whom the stigma of even using the term behavioral health. They know what that means. Creates all kinds of difficulty. Before going back to Ann Arbor I built an institute in Rhode Island. So I spent the last seven years in Rhode Island which by the way is about the size of this room. For those of you from Rhode Island. It's the only place I know where you can wake up late, not know where you're going, and arrive 20 minutes early. 

But there were some advantages. And of course Patrick Kennedy the Congressman who now is leaving congress. But Patrick, for all of his interesting characteristics. His passion around this issue is just huge. And I look forward to the day when we have this kind of blended approach. So we don't have to talk about the patient as a separate from his or her well being. And it's all one. 

So can I just build on what Michael said? 

Yes, then we're going to get into the bonus round. 

Well this maybe leads right into that. What would you do Monday, is what I was going to say. On Monday I would create and build a center for peak performance. That is the place that houses behavior health psychiatry. Helps servicemen and women return to full health, to their peak performance. And I have to admit some of the best medicine comes from palliative care, hospice care, integrated medicine. But I was late to ever order that console. Because in the eyes of the patient and the family, that equals a death sentence. And if you order integrated medicine consult, surgeons eyes start to roll back and they seizure like activity, because they think you're into frou frou medicine. 

So I think to create a center where you actually deal with all of the needs of the service person, and appoint a Chief Wellness Officer for the military health service that does what you just said. 

Bridget, you're getting ahead of me here. Let me ask the question again. Then you can go even deeper. We're going to do this sort of like Jeopardy. Here's the answer, now comes the question. We've heard yesterday, we heard this morning, that the military is an opportunity to operate as a model. A place where innovation can occur, then spread system wide. We've talked a little bit in a compact way about recruiting, retention, whole health versus just physical well being. Patient relationship, employee relationship. Technology. So now we're into the last quarter of our conversation. It's time for remedies, recommendations, opportunities. 

Here's your chance. Just do a quick run down. Each of you. Take a few minutes and say OK, if you were writing the prescription about how to address this whole can of opportunity slash worms. Where are the places where you would devote three real serious attention focuses. Where would you go? Three recommendations, each of you. What do you do Monday morning? 

First thing on Monday morning is I would create an experience intelligence center. There is no shortage of Data There's just a shortage of meaningful actual data in the hands of the right people. And there's really only one scorecard that you need. On the y axis is your employee engagement. On the x is patient satisfaction. In the top right box is quality, safety and financial performance. It's that simple. On the first day of work in one organization, a surgeon said to me, Bridget, why in the world do I need to be nice to a patient? They should just be thankful I get them off the table alive. And one year later after me publishing the data internally, when he saw on his floor, in his unit, the lowest engagement scores for his nurses, the lowest patient satisfaction, and some quality and safety issues, he called me up and he said, OK I get it. How can you help me? 

He then became the greatest champion, carried the torch for this work. But it was creating an experience intelligence center that systematically, proactively mapped the gaps in the patient and employee and physician experience. Proactively identified the three to five things that should become the always event versus the never event, for the environment in which you want to work and keep servicemen here for the rest of their careers. And the second part of that is I would create an experience improvement team instead of just a process improvement team. And quit focusing on just reducing costs or removing waste. I'd start looking at what matters most to the families you serve, the patients and the docs. Put that back in. 

The second thing I would do is create a center for peak performance, and appoint a Chief Wellness Officer for the military. That focuses on defining the optimal employee experience, for the military for the families. 

And the third thing I would do on Monday is I would create a health navigation program and appoint a Director of Navigation. 24-7 where you can get a human being that guides you on your journey with illness. And I was struck by the Wall Street Journal years ago. With the TBI issues at Walter Reed, the government appointed 150 recovery guides. And the Wall Street Journal reporter said, to become the bureaucratic Sherpa to guide people on their journey. I believe a health navigator will be a new role in healthcare. I think nurses will flock to this job. I would create a 24 hour center where you have a clinical nurse navigator. You'd have a family navigator. Where the family members could call in 24-7 and have a human being that guides them on their journey of recovery. 

I think you can build a model. I think you can demonstrate the impact it will have on cost savings. And I think the rest of the nation will adopt it. I think it is the single area we fail patients today. And unless you know someone or are connected to somebody, you have little ability to navigate getting into the system, coordinating when you're there, when you leave. And I have a 50 year old brother who served and retired from the Army with prostate cancer. If he didn't know me, I'm not sure how he would do it. He gets a different urologist every year at Travis Air Force Base. Or my sister in law with breast cancer, who President Bush appointed to run HHS. 

You know, without him and without me, I don't know how a normal person does it. And that's not right. You shouldn't have to know somebody to do it. So I keep thinking about the vets and their families. And this navigation center I think overnight would become the model for the nation, and it would be a funded and reimbursable role in health care. 

Everything she said. There's another part of this too. And that's to go back and do a real assessment in terms of where you currently are. One of the opportunities you do have if you do control the culture. Now I understand in the war theater, it's a different world. And it has all my respect. You do still have opportunities to control your culture. And there is this assumption, which is a wrong assumption, that we are rational beings who emote. We're not. We're really, basically, emotional beings who have the capacity to think rationally. And so within your environment, you can control what kind of food is being provided. You can control the amount of PT that's allowed for individuals. You can do a lot in terms of controlling that. When we give up that, and we assume that individuals will select the right things, we're doing all of us a disservice. And we're also denying kind of evolutionary brain science. 

So pay attention to your existing environment. What are you currently doing? Do an assessment. Do the five W's. What's the current situation? The so what? And that's really important. So if you do nothing at all, pull that along. Just literally pull that along. What's it going to look like in three years, five years, 10 years? 

So you've got what's happening, so what. And then you have the triage piece. And that's what now? What now? Do I stop the literal, figurative bleeding now? Then you get into the what next? So the strategic plan part of this, that's step four. Then along the entire process, you do the, what difference did it and will it make? And that's your continuous evaluating as you move through this process. So set up measurable, but also set up the subjective in terms of what you're doing. 

The other piece is, I would really nurture the Sherpa program. Again, when I speak about Sherpas I'm speaking literally about Sherpas. I learned more from Amima Sherpa in the high Khumbu of Nepal on Mount Everest than any graduate schools. And I have to tell you a quick story because it illustrates this. 

So I'm climbing, and I'm this Western guy and I think I'm really strong. And I'm beginning to fade. And we're up about 20,000 feet. And Amima comes up to me and he said, Michael give me your pack. And I said no, no, no, no, no. I'm fine. He said, Michael give me your pack. He's an old Amima big strong guy from-- Michael give me your pack. Thank God he asked the third time. I was exhausted! So I took off my pack. I gave it to him. For four straight days, I went to get my pack. Amima had my pack. He carried my pack and his back for four days. Fifth day, all of a sudden outside my tent, there's my pack. So I went to the guys, because I always go with people out of Seattle International Mountain Guides. And I said, oh my God, what do I do for him? It was incredible. Another 100 dollars? 500 dollars? The look of horror on my guide from the States' face. He said, Michael he didn't pick up your pack for 100 bucks or 500 bucks. He picked up your pack because in his world you're the same. There's no difference. You didn't have the energy. He had the energy. So he gave it to you. That's why he did that. So I was like, wait a second, it's what mom told me? I mean, just be nice, because it's the right thing to do. Don't do it because you expect something in return? 

Those are the lessons that came. What was the most important thing that Amima did for me? He gave it back. It was my journey. He gave it back. So you all have this wonderful opportunity, in fact, you are to be the Amimas in your world. To provide the guides, provide the support, recognize that there's this collective, wonderful energy. And there are times when we all need to give and take within that. But recognize that they are all still individual journeys. And our role is as a catalyst, to provide assistance for it. So it's that, it's that. It's that. 

Then the last thing is just going back to this whole issue again about behavioral health. Is to look at me as a full individual. Understand that [? anomi ?], the sociologists' term for the desperation and desolation that the general was talking about earlier that leads to these horrific kinds of consequences. They end up usually because I feel so incredibly isolated. Remember people run from pain faster than they run toward pleasure. Even the act of suicide is an act designed to make the individual feel better. As irrational as that sounds. The pain from what they're experiencing is so great they're going to run from that pain right into oblivion, because that's a better solution. What a shame. Treat them as whole people. 

OK we have time for each of you to have one tweet. 144 characters each. It's five years from now. We look back on what happened here today. What's the definition of victory looking back on what needs to happen to get us to where we need to be five years from now? One tweet. 

One tweet? I guess I'm going to have to go with the whole integrated approach. That we're no longer segmenting individuals. That we have documented evidence that shows by your retention, by your acquisition, that you're holding on to people that you truly are acting as a community. I think that's the way you begin to evaluate it. Yes look at your community five years from now. Is that where you want it to be? 

I think you will be to most fit organization in the nation, and the most desirable place to spend the rest of your career as a doctor or nurse. And by fit, I mean you have the highest engaged employees, most satisfied patients and families, and intact families. Fewer divorces, fewer suicides, families that are whole. And the rest of the nation will be copying what you had built and demonstrated, because you can go faster, smarter, and you can make it happen. 

And that's my hope for this room. Is that healthcare is still so broken. And we need the minds and the bodies and the hearts in this room to just make it happen. 

Create the medical military model. Absolutely. 

We're out of time. We didn't take questions on purpose, but both of these folks will be here. We're going to go to a coffee break now I gather. But they're going to stay up here if you want to come chat. Please give them a huge round of applause to thank them for what they're doing. 

[APPLAUSE]
