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PROCEEDI NGS

(8:05 a.m)

DR. OSTROFF: Let me start by, as

al ways, welcom ng everybody and thanking our
gracious host for being willing to accommopdate
us. We'll start out by introducing M. Ellen

Enbrey, who is the Deputy Assistant Secretary of

Def ense for Heal t h Force Pr ot ecti on and
Readi ness, and I'Il let her call the neeting to
or der .

MS. EMBREY: Thank you, Dr. Ostroff.
As the Designated Federal official for the Arned
Forces Epidem ol ogi cal Board, a Federal Advisory
Commttee to the Secretary of Defense, which
serves as a continuing scientific advisory body
to the Assistant Secretary of Defense for Health
Affairs, ny boss, and the Surgeons CGeneral of the
Mlitary Departnent, | hereby call the Fall 2003
nmeeting to order.

Capt. Higgins, thank you very nuch for
your gracious "hostness" for this nmeeting and for
t he support you've given us to allow this neeting
to occur here. Thank you. Dr. Ostroff?

DR. OSTROFF: Thanks very nmuch. VW\hy

don't we start by going around the table and
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around the room and having everyone introduce
t hensel ves. Once again, we are, for the second
time this year, meteorologically chall enged.

(Laughter.)

For those of you who recall the
nmeeting in Al buquerque, that one was due to snow,
and this one looks like it's going to be due
possibly to rain and wind, and so there are
several Board nenbers who are supposed to be
attending this nmeeting that at the last mnute
weren't able to cone. But | would like to start
by going around the table and having everyone
i ntroduce thensel ves. Wy don't we start over
here on the right.

CDR. McM LLAN: Davi d McM | | an,
Preventive Medicine O ficer, Headquarters, Marine
Cor ps.

Lt COL. JONES: Dave Jones, Preventive
Medi cine Staff Officer at the Joint Staff.

CAPT. KI LBANE: Ed Kil bane, Director
of Preventive Medicine and Occupational Health at
BUNMED.

CDR. LUDW G Shar on Ludwi g,
Preventive Medi ci ne St af f O ficer at

Headquarters, Coast Guard.
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6
DR. BROVWN: I'"'m Mark Brown. I''m

representing Department of Veterans Affairs here
t oday.

DR. LAUDER: Tamara Lauder, Physi cal
Medi ci ne Rehabilitation.

DR. GRAY: Greg Gray, Epidem ol ogy at
Uni versity of | owa.

DR. LEMASTERS: Grace Lemasters,
Epi dem ol ogi st, University of Cincinnati.

DR. POLAND: Greg Pol and, Mayo Clinic,
Rochester, M nnesot a.

DR. ATKI NS: Davi d Atkins, Agency for
Health Care Research and Quality, Rockville,
Mar yl and.

CDR. HORN: Wayne Horn, head of
Submari ne Survival Systens, Submarine Medica
Research Lab.

CAPT. HI GGl NS: G A Hi ggi ns,
Commandi ng O ficer of Naval Submarine Medical
Research Laboratory, Groton, Connecti cut.

MS. EMBREY: El l en Enbrey, you heard
bef ore.

DR. OSTROFF: I'm Steve Ostroff, 1I'm
the Deputy Director of the National Center for

| nfecti ous Di seases at the CDC.
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COL. RI DDLE: Rick Ri ddle, Executive

Secretary for the Armed Forces Epidem ol ogical
Boar d.

DR. MALMUD: Leon Mal nud, a nuclear
physician and Dean Enmeritus, Tenple University
School of Medi cine.

DR. CAMPBELL.: Ted Canpbell, North
Carolina Division of Public Health.

DR. CATTANI : Jackie Cattani, College
of Public Health at the University of South
Fl ori da.

DR. CLI NE: Barney Cline, Professor
Enmeritus, Tulane University.

DR. FORSTER: Jean Forster, School of
Public Health, University of M nnesot a.

DR. HAYWOOD: Juli an Haywood,
cardi ol ogist, University of Southern California.

Lt COL. PHI LLI PS: Steve Phillips,
Depl oynent Medicine Staff Officer, Force Health
Protection and Readi ness at Health Affairs.

DR. ZAMORSKI : Mar k Zanor ski
representing the Deploynment Health O fice of the
Canadi an For ces.

COL. WOODWARD: Kelly Woodward, Chief

of Oper ati onal Prevention, Air Force
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COL. UNDERWOOD: Paul a Underwood,
Preventive Medicine Staff Officer, Arny Surgeon
General's O fice.

DR. OSTROFF: Why don't we go around
t he back as well.

CAPT. EMERSON: Maura Enerson, Force
Medi cal Officer, Mlitary Sealift Command.

COL. BRADSHAW  Dana Bradshaw, General
Preventive Medicine Residence Program at the
Uni formed Services University.

COL. W THERS: Ben Wthers, fornmer
menmber of the Board, now with the Arny Inspector
General's O fice.

COL. KRAUSS: Mar got Krauss, Acting
Director of the Division of Preventive Medicine.

COL. HOFFMAN: Ken Hoffman, Medical
Di rector, MHS Popul ati on Health Prograns at TNA.

COL. GARDNER: John Gar dner,
Popul ation Medicine at Deploynent Health Support
Di vi si on.

Lt COL. HARTZELL: M ke Hartzell, TMA
Staff Officer, Health Programs Analysis and
Eval uati on.

COL. COX: Kenneth Cox, Air Force
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Epi dem ol ogy Services at the Air Force Institute
for Operational Health.

CDR. CULPEPPER: Randy Cul pepper
Director of Overseas Operations at GODGElS,
Silver Spring.

DR. OSTROFF: Thanks very nmnuch. Let
me start by welcomng Dr. Mark Brown. This is
the first tinme that we've had a formal liaison
representative from the VA system and the
President's Task Force to Inprove Health Care
Delivery for the veterans of our nation's
recommended in its 2003 report that the DOD and
the Veterans Affairs expand their collaboration,
which | think makes a | ot of sense. One of the
specific recommendati ons was that the Departnment
should add an Ex Officio nenber from the VA to
the Board, and Dr. Brown has been asked to fill
this role, and we certainly welcone you and | ook
forward to your i nput and also to your
participation.

DR. BROWN:. Thanks, | appreciate that.
l'm glad to be here. Col. Riddle promsed nme a
submarine ride as the inducenent.

DR. OSTROFF: Vell, we my have to

hi ghjack that submarine and ride it back to
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Washi ngton, sone people mght not get there
ot herw se.

(Laughter.)

I'"d also like to thank Capt. Higgins
and Cdr. Horn of the Naval Subnmarine Medical
Research Laboratory, and also in anticipation of
t onor r ow, Capt . Korale of the Coast Guard
Acadeny, for hosting us. | think we've talked
about this before. The Board has never actually
visited or nmet at a Coast CGuard facility, so this
will be another first for the Board, and we're
very appreciative of their wllingness to host
the AFEB and the folks here at the Submarine
Force Miuseum for allowing us to wuse their
facilities. It |l ooks like it's really a
beautiful facility.

And, with that, I'll turn it over to
Col. Riddle to give the particulars. The only
thing that |'ve been asked to nention before we
get started is that over the course of the day as
you make comments, that everyone needs to speak
into the m crophone because the neeting is being
recorded, and before you nmke a statenent please
add your nanme so that the transcriber wll be

able to properly be able to attribute your
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coment s.

COL. RI DDLE: Well, good norning and
wel cone. I, too, want to echo those words of
appreciation for Cdr. Wayne Horn and Capt. M ke
Korale who will be here later on this afternoon
and we'll see tonorrow when we go over to the
Coast Guard Acadeny.

The arrangenents for this nmeeting have
been the easiest, | believe, that |'ve made. The
staff here of NSMRL have been unbelievably
supportive and helpful in pulling this neeting
of f. I"'ve got to get in better wth the
weat herman, that's the only thing | can say.

So, for February, the Air Force is
going to host us, and |'ve sent a few preparatory
e-mai |l s out. It looks like we're going to be 17
and 18 February down at Hurlburt Field with Air
Force Special Operations Command, and Col. Tim
Woodruff is going to take care of us down there
and it |ooks like we're already working on a very
good program and a tour of the AFSOC weapons
systenms and capabilities at Hurlburt Field, and
that's at Fort Walton Beach, Florida. More to
cone on that, and we'll get our information out

for everybody.
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Refreshnents available this norning
wll refresh. We're going to have a catered
|l unch here this afternoon for all the Board
menmbers, speakers, Preventive Medicine Oficers.

And then this afternoon we will do a subnmarine
tour for the Board nenbers and then we'll take a
break, and the other folks that are here, they
have the Nautilus outside and the nuseum which
Is just a superb facility and will give a good
overview of submarine nmedicine for those folks
And then this evening we'll be back here for the
Executive Session

For telephone, copies, fax, nmessages,
pl ease see Ms. Severine Bennett or M. Karen
Bralley at each of the doors here, for anything
that you nmay need, or any help or assistance
whil e you are here at New London.

Most of the slides are up on the
Website now, the transcripts will be up in a
coupl e of weeks for anybody to refer back to in
your notes as we work through the issues before
t he Board.

Again, thanks for the hard work of
Karen and Severine and support of the Unifornmed

Services University of the Health Sciences, we
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are able to offer 10.25 CME credits for this

meeti ng. To receive the credits, you'll need to
sign the attendance roster out on the table where
t he handouts are. Severine has got it over there
at the door. And then there's an evaluation form
I n your notebooks or out on the table, and when
you conplete that evaluation form and turn it in
tomorrow, they will have the certificate for you
for the CVE credits.

Toni ght we've got dinner at the S&P
Oyster House, and we scoped it out yesterday
afternoon and it |ooked like a great place to
eat. We've made reservations tentatively for 20,
but we need to have an accurate count to them as
early as we can. It's open to everybody here in
attendance -- the Board nenbers, Preventive
Medicine Officers and attendees. So, if we could
this norning just get a hand count of those who
are going to be attending dinner with us tonight.

(Show of hands.)

And what we'll do is we'll leave from
t he Susse Chalet, which is the sane thing as the
Groton Chalet, around 7:00 o'clock tonight. Once
we get done with the Executive Session, we'l]l

ease back over there, try to neet down in the
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| obby at 7:00, and our reservations are for 7:45.
And back over to you, sir.

DR. OSTROFF: G eat . As is tradition
with the Board, we give out the plaques and the
recognitions at the beginning of the neeting in
anticipation of having a great neeting, and |
guess Chief Sering is not here right now but,
Cdr. Horn, if you wouldn't mnd acconpanying me
to the podi um

W really would like to express our
appreciation for your wllingness to be able to
host this neeting of the AFEB. For all of the
Board nenbers, those of us that are civilians and
those of us that are sem-civilians, | guess you
woul d say, it is really inportant for us to visit
a variety of different mlitary settings, and |
t hi nk speaking for all of the Board nenbers, many
of us have been very eager to visit a submarine
facility. As | nmentioned earlier, it's one of
the areas that | think that we know very little
about and are very anxious to hear about.

So, for your wllingness to host wus
and accommpdate us and educate us, we certainly
would like to express our appreciation, and we

have a plaque for you and a certificate -- and it
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says from ny notes that we also have a coin from
Dr. Wnkenwerder's office --

CDR.  HORN: You have to buy the
drinks, though.

(Laughter.)

(Wher eupon, the plaque and certificate
were presented to Cdr. Horn.)

DR. OSTROFF: Thank you so nuch.

(Appl ause.)

COL. RIDDLE: We've got the Senior
Chi ef .

DR. OSTROFF: Chief? And we'd like to
very nmuch thank you for the excellent support
t hat you've given us here, and you wll give us
here, I'm sure, and for that we would like to
present you with a certificate.

COL. RI DDLE: Senior was here |[ast
time until 5:00 o' clock and all day yesterday --
9: 00 o' clock, so he made an effort for us.

DR. OSTROFF: Great.

(Appl ause.)

And | think our first presentation of
the morning will be from Capt. Higgins.

CAPT. HI GG NS: Thank you very nuch

Good  norni ng, Honor able M. Enbr ey, Deputy
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Assi stant Secretary of Defense for Force Health
Pr ot ecti on and Readi ness; to Adm Ostroff,

President, Armed Forces Epidem ological Board,;

Col . Ri ddl e, United States Air For ce, t he
Executive Secretary of t he Ar med For ces
Epi dem ol ogi cal Boar d, di sti ngui shed Board

menbers and representatives, and esteenmed guests
of the Arned Forces and academ a. Welconme to the
Naval Submarine Base, New London, Connecticut,
and the Arnmed Forces Epidem ol ogical Board
nmeeting, Fall 2003.

My name is Capt. Gary Higgins, and |'m
the Commanding Officer, Naval Subnmarine Medical
Research Laboratory in Gr ot on, Connecti cut.
Wel cone to the cal mbefore the storm

To give you an update, as of 7:10 this
norning, Hurricane Isabel is expected to nake
| andfall on Thursday, and it is currently 660
mles south by southeast of Cape Hatteras, North
Carolina, and has been downgraded to Category 3.

Landfall is projected to be over North Carolina,
Del aware, Maryl and Peni nsula and New Jersey.

As menmbers of the Arned Forces, we are

always in a state of a calm before the storm

Qur forces engage globally, deployed into harnis
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way, working to restore peace to nati ons
shattered by terrorism and torn by political
i njustices.

As menbers of the Armed Forces nedica
profession, we constantly seek to prepare our
forces to neet those gl obal chall enges wth
healthy and fit warriors, preparing and training
those who will render treatnent and care in the
field of battl e, and to provi de rapid
stabilization and evacuation for treatnent.

The Navy Submarine Forces are no
different. Qur battle space is three-di nensiona
i quid. Qur mssions are to provide forward
depl oyed focused support to engage the eneny
directly wth subsurface and surface weapons
delivery, to conduct covert surveillance, to
di screetly deploy special operations forces and
recover them at sea, and support the third triad
of the seal/air/land nuclear deterrents. In each
of these m ssion areas, we operate in near or
t ot al sil ence, hence the term "the silent
service".

Qur ability for sustained operations
in secrecy is a function of two elenents,

equi pnent and crew. It is inmpossible to perform
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our mssion without the seam ess integration of
these two el enents, t he man and machi ne
i nterface. It is the responsibility of the Nava

Submari ne Medical Research Laboratory to ensure
our sailors are prepared.

Agai n, welcome to Groton, Connecticut,
and to the calm before the storm  Thank you for
your attendance at this neeting and your visit to
t he Naval Submari ne Base, New London,
Connecti cut. It is home to three submarine

squadrons and the Commander, Northeast Region.

So, on behalf of Adm Walsh, | too welconme you to
Groton, Connecticut. Thank you very much.
(Appl ause.)

DR. OSTROFF: Capt. Higgins, we also
have a comenorative plaque for you, and as
opposed to going up to the other side of the
room |'Il present it here.

CAPT. HI GGl NS: Thank you very nuch
Admral, | appreciate it.

DR. OSTROFF: Qur first speaker of the
nmorning is Cdr. Wayne Horn, who is going to
provide an overview of the Submarine Medical
Research Program and Health Surveillance anong

submari ners. Cdr. Horn's slides are in Tab 2 of
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t he not ebooks. Take it away, Conmander.

CDR. HORN: Good nor ni ng. As Capt.
Hi ggi ns ment i oned, t he Submari ne Force is
commonly referred to as the "Silent Service". A
|l ot of the work we do is classified, and we have
a general attitude of not attracting attention to
the work and the m ssions that we perform

(Slide)

What |'d like to do is cover in the
next few slides the U S. Navy Submarine Force,
the history and devel opnent of the nodern
submarine, talk a little bit about submarine
operations and the unique submarine environment,
di scuss how we deliver nedical care onboard
submari nes and sone of the problens the submarine
envi ronnent gener at es, talk about submari ne
medi ci ne R&D, and also discuss a little bit about
our health surveillance issues.

(Slide)

For those of you who are unfamliar
with the submarine service, submarines in the
U.S. Navy have an illustrious history. The first
u. S. Navy submarine -- actually the first
operational submarine in the history of the

world's navies, was the VI boat built by John
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Hol | and. Hol | and was an Irishman whose initial
efforts for submarine devel opnment were actually
funded by the Irish Finnians who wanted a boat
that woul d sneak up on the British Navy ships and
sink them But out of that, wth advances, he
built a submarine that actually could |aunch
t or pedoes and sink ships. This was in 1900.

There is a crew of six and three torpedoes in the

boat. It could dive to 75 feet.

(Slide)

Over t he years, t here was a
significant advance in t echnol ogy, t he

i ntroduction of diesel engines in submarines, and
by World War 11 the U S. Navy fielded a capable
submarine and that played a huge role in victory
in the Pacific. This is one of the World War 11
fleet boats. You can see in the design, it
| ooked very much like a surface ship and, in
fact, for practical pur poses, Wwrld Wwar |1
submarines were really surface ships that could
subnerge for a day or two.

(Slide)

After World War 11, however, there
were a nunmber of advances which ended up

culmnating in the first true submarine, a boat
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t hat could subnerge and stay under the water for
days and weeks on end. This was the USS
Nautilus, which not only had nuclear power but
I ncorporated atmospheric control that nmade life
and service underwater a practical capability.

(Slide)

Since that time, submarines have
continued to incorporate advances that inprove
capability. Currently, the Intercontinental

Ballistic Mssiles are on the SSBNs. These boats

really perform probably -- and I'll say this with
Air Force officers present -- the key in the
strategic nuclear triad. These submarines are

actually quite big, they are about the size of
cruisers. They have a crew of about 155 and are
actually staffed by two crews, a blue and a gold.
These alternate service on the boats four nonths
at a tine. Their |ongest m ssions are 74 days.
These are quite big, actually quite confortable.
The attack submarines are actually quite a bit
smal l er. They have smaller crews, about 135. W
have 56 in our inventory in the U S. Navy. These
boats deploy for a few weeks to a few nonths, up
to six months at a time, fairly constantly on a

15- to 18-nmonth cycle. And, by the way, these
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boats are actually limted in terns of their
underway tinme only by the amount of food that can
be packed onboard. If the equiprment is working,
these boats can stay wunderway indefinitely,
limted only by the food.

(Slide)

These are weapons delivery systens,
and submarines field a nunmber of weapons. You
can see the Mark 46 torpedo. This is a very
capable weapon that pr obably ever ybody i's
famliar wth. Qur submarines are currently
| aunchi ng Tri dent Il D5 m ssi |l es,
intercontinental ballistic mssiles and, again,
part of the strategic deterrence triad.

One-third of the mssiles launched in

Operation Iraqi Freedom were |aunched from
submari nes. Cruise mssiles is a growng
capability in the Submarine Force. They were

also launch vehicles during the operations in
Af ghani st an. And in addition, besides mssiles
and other traditional ordnance, submarines |aunch
Speci al Operations Forces. You can see one of
the SEALs here fixing the SEAL delivery vehicle.

This is a mni-submarine that can get SEALs to

t he beach for special operations. So, as you can
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see, quite a capability, anong others.

(Slide)

This is a cross-section of a typical
submarine, attack submarine. You can see the
engi neering room back aft. The propul sion
equi pnment, a lot of the auxiliary equipnment is
back here. It's separated from the forward
conpartnment by the reactor conpartment, which is
not occupi ed underway. The forward conpartnent
houses all of the weapons, weapon systenms, weapon
| aunch systems, the crews' |living space, and
essentially where the ship is controll ed.

This is quite a small area. \What you
have in a typical submarine is a situation where
you' ve got 130 or so nmen living in the equival ent
of a three-bedroom house. So submariners
actually live in a space that doesn't neet
federal prison standards. Quite chall enging.

(Slide)

The wunique thing about submarines is
that they are truly a closed atnosphere. When
men started working in nuclear subnmarines, this
was the first time that human  beings in
significant nunbers started living and working in

a closed environnent. Men are continually
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rebreathing the sanme atnosphere. Oxygen 1is
generated by the electrolysis of seawater, carbon
di oxide is scrubbed. But by and l|arge, the nen
are constantly breathing the same atnosphere for
weeks or nonths on end. So, certainly things
like OSHA eight-hour Ilimts, those sorts of
things, really go out the wi ndow on submari nes.

In addition, submariners |ose the
t ypi cal day/night cues from the rising and
setting of the sun and nighttine. The only way
t hat people keep track of the day/night is really
what neals are being served. So it's quite
disorienting, and it certainly takes some getting
used to, if you are able to.

There is also, in addition, a good bit

of noise on a <constant basis -- 60-80 db
frequently underway. There's also Ilimted
conmuni cati ons. There's really no access as

there is on surface ships to emils from hone,
comruni cati ons. There is also the issue of
fam |y separation. So it's certainly, for the
typi cal submariner, a chall enging environnment.
What you are looking at in the photo
there is actually the largest space in the boat

which, if the boats don't get underway for the

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

25

hurri cane avoi dance today, many of you will get a
chance to see.

(Slide)

Submari ners make up a small portion of
t he Navy, about 4 percent of the nunmber of ships.

There are about 40,000 submariners on active
duty, about 14,000 are actually assigned to
submarines at any one tine, with the balance on
t he beach in training and other billets.

The average of our submariners is 27
for the enlisted community, and 30 for the
officers. |It's an all-volunteer force, all male.

(Slide)

Submarines operate quite often as
i ndi vidual units. They frequently do not steam
with the fleet, so they don't get the traditional
support services as you m ght expect from | arger
shi ps. They can be anywhere on the gl obe. They
can be wunder the ice. They certainly forward
depl oy to very hard-to-reach areas.

This nmakes nedical care a challenge.
| think you can appreciate in this shot here that
there is no way for the helicopter to land. This
helicopter is dropping a small package, but

there's really no easy to perform a nedica
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evacuation from a submarine. Quite a frightening
experience when it has to be perforned.

(Slide)

This makes medical care on submarines
chal | engi ng. Submari ne medical care is provided
for by an independent duty corpsnman. These are
corpsman volunteers who go to the Undersea
Medi cal Institute, get a year of training which
essentially transforns them into sort of mni-
physician's assistants. They are supported on
the beach by wundersea nedical of ficers who
occasionally get wunderway, and by the support

staff of +the <clinics and hospitals the Navy

oper at es.

The corpsman has a very |limted anmount
of space. He has essentially no diagnostic
equi pnment . There's no x-rays, not a whole |ot of

medi cations and supplies, but he does have good
conmuni cations ability to the beach. There's
message traffic, sometinmes voice traffic, wth
the beach in case there is a serious injury or
I 1l ness. The bottom line is, though, that the
corpsman is really isolated.

(Slide)

So that makes screening of submariners
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essential. W can avoid a |ot of problens, a |ot
of medical evacuations and troubles underway by
carefully screening our group. Besi des the
typical screening that we get with the average
sailor, we demand that submariners not (get
onboard wth asthma, significant G problens,
m gr ai ne, ki dney stones are waiverable, but
certainly they have to be controlled with diet,
psychol ogical problems -- and 1'Il talk about
screening in a mnute -- issues such as rashes
t hat may get worse underway. All of these things
are submarine disqualifying.

You can see just from a claustrophobia
vi ewpoi nt, anyone getting into a submarine has
got to go down this hatch on the | adder there, so
it's atight fit on the attack boats.

(Slide)

Tal ki ng about R&D  for submari ne
medicine, the bulk of that 1is done at the
Submari ne Medical Research Lab just up the hill
her e. Submari ne Medical Research Lab has an
Il lustrious history. It began in World War ||
when it began training |ookouts wth vision
research results. It trained corpsmen, nedical

officers, and continued to make <contributions
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over the years to submarine and diving nedical

research

(Slide)

Saturation diving started off at the
Submarine Medical Research Lab. The Genesis

project culmnated in the Sea Lab, which really
put nmen under the water. The Farnsworth Lantern
for color vision was devel oped at the Lab, as was
the International Orange, air/sea Rescue Red
Color was identified by the Vision Departnent.

And since then we have made mmjor contributions

to submarine escape and rescue, as well as
submarine atnosphere control, and an ongoing
eval uati on of medi cal qualifications for

submari ne duty.

(Slide)

Assets at the Lab include 14 Ph.D.s,
three MD.s, and a well-qualified staff of
support personnel. We have unique facilities.
We have three reconpression chanbers, one of
which is a saturation dive conplex where we can
put up to eight people in a saturation dive
environment for several weeks on end. We al so
have anechoic and reverberant chanmbers for

acoustic research, a number of audio testing
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booths, vision research suite, and a closed
at nosphere test room

(Slide)

What 1'd like to do is just cover the
Laboratory m ssion just very briefly. W get our
direction from the Chief of Naval Operations,
BUVED, and the Submarine Force, [|ooking at sea
strikes, sea shield and sea basing. We support
the projecting of power, defensive assurance and
joint operational independence.

(Slide)

We get our core research direction
from BUVED and ONR, |ooking for a healthy and fit
force, <casualty prevention, casualty care and
managemnent .

(Slide)

So the bottomline is we have a focus
on operational health and fitness, the fit force.

W look to mnimze casualties and do research

on casual ty car e, as wel | as maxi m zi ng
r eadi ness.

(Slide)

What are t he psychol ogi cal

qualifications for submarine service? This is a

uni que chall enge. What we do in submarine
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screening, which we've been doing for 60 years
is ook at individuals to make sure that they can
adapt to the submarine environnent. We want to
elimnate the bizarre personality types, obvious

personal ity disorders, people that we have found

t hrough experience are not going to fit in.
Submarine crews are small, they are very close-
knit, and every person is a key ©player.

Virtually everyone on the boat is doing inportant
work and very serious work that if a m stake was
made coul d have disastrous consequences. So this

Is an inportant project, and one that we are

continually inmproving wth new products and
pr oj ects.

(Slide)

We're al so | ooki ng at I nprovi ng

performance underway. One of the characteristics
of submarine duty now is that submari nes operate
on a watch-standing schedule of 6 hours on watch
and 12 hours off. This pretty nuch defies
circadian rhythm effects.

We're looking at transitioning to a
different watch-standing schedule which we are
going to be testing later this year on a boat out

of Bremerton. A different wat ch- st andi ng
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schedule that is nmre in sync wth circadian
rhythm effects and provides I|onger sleep tinme
breaks to catch up on lost sleep. This has a |ot
of fleet interest and one we're |ooking forward
to.

We've already wused research done
earlier on this project to change the hours of
boot canp, to great success. By nodifying the
hours and novi ng back reveille, we are inproving
performance in boot canp.

(Slide)

One of the big projects we've had for
the last decade has been inproving subnmarine
di saster preparedness. W're doing a lot of work
in submarine survivability. Work at NSMRL has
essentially doubled the survival tinme in a sunken
submari ne. This can allow rescue forces to get
to the scene, pick up survivors, or permt them
to escape on a nore tinely basis.

What we did in one project was take an
i dea of the French, inprove that, tested that at
t he Lab, devel oped a product that is going to the
fleet that can scrub carbon dioxide. This has
al ready been tested on a Norwegi an boat earlier

| ast year, and culmnated in the U S. Navy's
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first submarine survival exercise this past Mrch

on USS Dall as. We had a lot of |essons |earned
information that can help wus live until --
submariners live wuntil rescue forces reach the
scene.

I'd also point out we are heavily
involved with our international partners. e
meet with NATO, we neet and discuss nutua
humani tarian issues regarding submarine escape
and rescue.

(Slide)

We've also been involved in submarine
escape. Submari ne escape on many of the boats
has been done with a stinky hood. I think you
can see these hanging on the bul khead here. This
is essentially a life vest with a hood. | f
you've seen the Titanic, you realize that
hypotherma is a trenmendous risk in cold water,
and that's the case where nost submari nes
oper at e. We've introduced, starting a year ago
the British-developed suit called the SI suit,
submari ne I er si on equi pnent . Thi s suit
provi des 24-hour protection in cold water from
freezing, if not longer; has its own one-man life

raft. We've also participated in the design of
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the new Escape Training Facility, and we've also
provi ded technique and guidance information for
submari ne escape itself.

(Slide)

I think you can appreciate the
difficulty here. Here is a submariner going
t hrough the hatch. He's popping through, com ng
out through his bubble colum there and going to
the surface from as deep as 600 feet, at a rate
of 400 feet per m nute. And we're starting that

training on everyone here in Groton in about a

year.
(Slide)

We' ve al so supported submari ne rescue.

Escape may be nore likely, but rescue is

preferred. We can rescue submariners from a

downed submarine at depths as |low as 2,000 feet
with our current system a submarine rescue
chamber, as well as the mni-submarine DSRV
Mysti c. If you' ve seen Hunt For Red October,
you' ve seen the Mysti c.

We're transitioning to a new rescue
nodul e. We've also been in the design phase of
t hat asset.

(Slide)
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W also do other work. The Marines
are currently testing our noi se reducti on
st et hoscope. This is a device that allows
personnel in the field, FMF corpsnen, to hear
heart and lung sounds w thout getting as nuch
pi ckup from surrounding noise. We're hopeful
that this unit can be transitioned here over the
next couple of vyears, but there's a lot of
interest in this in the Marine Corps.

(Slide)

We have also devel oped an underwater
sound |evel neter. One of the problens Navy
divers have is that they are exposed to the noise
froma | ot of underwater equi pnent.

(Slide)

How rmuch noi se, what kind of exposure
they're getting can be neasured with this device
here. It's essentially a dosineter for sound
under the water, a unique tool.

(Slide)

One  of the projects that we're
particularly interested in is the Subnmarine
At nosphere and Health Assessment Program SAHAP

One of the problems we have in the Submarine

Force -- and this is the concern of nbst of us in
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the community -- is that we don't have sufficient
knowl edge regarding the submarine atnosphere,
what conmpounds are in the atnosphere, and given
the state of nodern toxicology what the effects
of these conpounds are on a | ong-term basis.

We' ve devel oped new passive technol ogy
with an outside vendor, but the bottomline is we
are trying to enphasize this program to nake sure
that with time we don't uncover snoking guns that
present a significant health risk for our force.

(Slide)

And in the process of |ooking at the
force, we're developing a Submarine Health
Surveill ance Program an ongoi ng program We' ve
had progranms and projects in fits and starts, but
nothing like the program that we want to see on
an ongoi ng basi s.

I'"m preaching to the choir here, but
basically we want to |ook at the distribution of
I 1l nesses and injuries. W want to wuse that

information to develop prevention and control

prograns.
(Slide)
Qur health studies done in submarines
I nclude a couple of nortality studies. One t hat
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canme out in '93 perfornmed by Yale, looking at a
cohort of 63,000 submariners from '69 to '82, no
snmoki ng guns in that. Basically no trends that
woul d indicate any serious problens. This also
seens to be the case in the ongoing NYU study
that's probably going to conme out later this
year. That's |l ooking at nortality.

We had a nunmber of studies |ooking at
norbidity in the '60s and early '70s, no real
I ssues there. Since that tinme, though, we've had
very little |look at submariner norbidity.

NASA provided some funding for a study
by USUHS | ooking at our SAMS data, Submarine
Automated System data, in the late '90s, but
that's really about it.

(Slide)

W have a |lot of data. We've got

MEDEVAC data, we've got SAMS data, the nedical

record reports. We've got waivered information
on disqualifications waivers. Certainly we have
Saf ety Cent er dat a, acci dent reports and

at nosphere logs fromthe boats and, of course, we
have the nortality data | nentioned. But the
bottom line is we've got a |ot of data. We are

going to put it together and generate sone really
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useful reports.

(Slide)

This is going to be valuable because
it's going to tell us where we need to direct our
research to. The fleet operational commanders
and BUMED c;an use this for planning purposes.
The training staff can use this to focus their
training effort on our corpsmen. Naval Sea
Systens Command is interested in this data for
their engineering and life support. And,
finally, there's other interested custoners.
NASA uses submariner information for planning
| ong-term space flight.

(Slide)

Any questions?

DR. OSTROFF: Thanks very nuch. | t
was a terrific presentation. Let me open it up
to the Boar d and ot her partici pants for
guestions. | always start with asking a coupl e.

["m curious -- you know, again, this
is an area that nost of us probably don't know
much nore than what we saw on Hunt For Red
Oct ober, but can you give us a sense of how often
things |ike nmedical enmergencies cone up in a crew

of this size, and how often you have to do things
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i ke think about MEDEVAC? And then, also, given

the cl oseness of the crew, how often do you run
into problens |ike somebody catching a cold and
you turn around and all 138 of the crew al so have
a cold, and what do you do about that?

CDR. HORN: Well, fortunately, nost of
the time illnesses are mld. VWhat typically
happens in submarines is that when a boat gets
underway  for a lengthy m ssi on, virtually
everyone gets t he col d, upper respiratory
i nfection, that one or two people bring onboard
i nvariably. So everybody has sniffles and coughs
for about a week or two. Once it's made its
rounds through the boat, that's generally the end
of nmobst of the respiratory infections. A lot of
people wll have a little bit of a sniffle
t hroughout the length of a mssion, and that's
one thing we're currently | ooking at. But the

bottom line is, fortunately, nobst infections are

mld.

One  of the unique things about
submarine environment is that small mnor cuts
and injuries, they don't heal. A scratch
underway will pretty much be a problem until the

boat gets back to port, the hatch is popped,
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peopl e get out on the beach. W think that's due
to the rather |ow oxygen |evels and the high CO,
|l evels interfering with wound heal i ng. But those
are sone of the problens that we see.

Medi cal evacuations for the serious
probl enms occur in a boat maybe once or twce a
year on a busy boat, sonetines nore often if
there are a nunber of port calls. The serious
infjuries and illnesses are fortunately very few.
They do happen, but not often. These are quite
di sruptive because many tines the boat wll
literally have to go off-mssion, break off its
m ssion and steam to the nearest available port
to get the individual off.

DR. OSTROFF: Julian

DR.  HAYWOOD: You gave us the average
age. What is the age range on a submarine?

CDR. HORN: Nearly everyone is below
the age of 40. COccasionally, there will be a few
people older than 40, but by and large you're
| ooking at essentially 19 years old up to 40 in
both the officer and enlisted ranks, of course
of ficer being sonmewhat ol der. And this is good
because we wusually don't see cardiac problens.

We have an occasi onal M, and t hese are
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I nvariably in snokers, as you m ght expect, but
these are -- infarcts, coronary insufficiency is
fairly unusual

DR. OSTROFF: G eg.

DR. POLAND: Your comrent about wound
heal i ng caught ny attention. Did you have any
i ssues or any data on healing of smallpox
i mmuni zations in sailors underway?

CDR. HORN: No, currently have none.

DR. CLI NE: What percent of all
m ssions over the last sonme period of tine have
had to be broken off for any reason? \hat sort
of m ssions get conpleted on schedul e?

CDR. HORN: Nearly all of them

During the Cold War, a lot of times the m ssion

was pursued. I f an individual got severely ill,
he was kept onboard, but that's unusual. By and
| arge, any serious illness or injury or risk of
disability will pronpt the boat to pull into port
and get the individual off. But it's a very
smal | per cent age. Agai n, it goes down to
screeni ng safe oper ati ons. I njuries in
submarines are alnost invariably of a mnor
nat ure. Because it is a conpact, well-designed

ship, there are generally very few injuries, and
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what injuries there are, usually it's in the food
preparation area where the ness cooks end up
m shandl ing a knife or something.

DR. CATTANI : Jackie Cattani. You
mentioned respiratory illnesses, but | would
I magi ne one of the worst things that could happen
would be an epidemc of something |ike neuro-
virus which has been very common on cruise ships
and seenms to be comng nore and nore conmon.
Have you had any experience of gastrointestinal
epidemcs, and if you did or didn't, what do you
do to protect yourself against those?

CDR. HORN: There really hasn't been
any serious outbreak of disabling diarrhea or
other G problens that really affected the boats
in terms of epidemc. The Navy has rigorous food
handl i ng gui delines. The corpsnmen inspect the
food preparation areas and are responsible for
assuring that the mess cooks run everything on a
sanitary basis. So food-borne illness outbreaks
are really practically wunheard of. But, no,
we' ve successfully avoided npbst of the problens,
and | think that's due to hygiene practices and
ri gorous adherence to guidelines.

DR. OSTROFF: MarKk.
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DR. BROWN: | have two questions.

First of all, you nentioned that there are a
number of nortality and norbidity studies of
t hese crewnren that are encouraging and seemto be
reassuring that there aren't any health problens
anong this class of service. But |I'm wondering
how you wuld do a study Ilike that? I'm
wondering who you would wuse as a conparison
group? | nmean, this is a very, very select group
of individuals, and it would be hard -- if there
were sonething going on, it's for ne to inagine
how you would design a study that would have a
control group where you would be able to pick it
up.

My second question is, it you'l
pardon nme, is a little bit nmore naive, but why do
you make these subs so small, why not just make
t hem bi gger ?

(Laughter.)

CDR. HORN: Well, actually, to address

the first question, we do get the healthy worker

effect. I nmean, we clearly have a screened
popul ati on. But, yes, it does. It is alnpst an
appl es- and- or anges. About the only thing we can

do is conpare this group with healthy adult males
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who are ot her popul ations.

The NYU study should be out by the end
of the year and 1is going to provide sone
conpari son nunbers, but the bottomline is -- the
only conparable analog population is essentially
space flight, and they have very few nunbers.
They are comng to us for our nunbers. So it is
difficult.

And to answer your questi on,
submari nes have gotten bigger. If you notice the
Hol I and, the progression of the fleet boats, and
now we've got submarines the size of cruisers
that are going down. So they have gotten bigger.

And the crew sizes have stayed fairly nmuch the

sane, but we are -- they are bigger. But ,
obvi ousl vy, bi gger submari nes pr esent bi gger
engi neering chall enges. They certainly require
nore fuel. Many times, because you're packing

nore ordnance in, nore equipnent, you' ve got nore
mai nt enance issues. So, it all really boils down
to mssion, what you're designing the subnmarine
to do. Humans are sort of an afterthought. You
pack in the weapons systens, the ordnance, the
engi neering and, oh, by the way, geez, we're

going to have to put sone racks in sonmeplace. So
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that's pretty much the way submarine design has

gone.

DR. OSTROFF: Dr. Canpbell.

DR. CAMPBELL: Doug Canpbel . 11
make anot her follow-up on these | ong-term
st udi es. Are you |ooking at these studies to
follow up people over tinme, like for years, or is
it more just while they are -- the imediate

after-effect of being in a submarine? And, also,
what are sone of the atnospheric constituents
that you're looking at for toxic effects?

CDR.  HORN: To answer the first
question first, the nortality studies are pretty
much -- we do have a cohort from the early days,
the '60, '70, to '80 tinme range. And we're
adding to that cohort, and we're following it
over tinme. We're periodically goi ng to
i nvestigate this group.

The NYU study, from what | understand,
has identified 4 percent of this group as being
deceased. So that's a rather low figure. So
we're going to be reinvestigating this over tine.

That group, too, got a little bit nore exposure
to radiation and nore exposure to a sonewhat

dirtier atnosphere, we think, in the earlier days
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of the Submarine Force. Ri ght now, subnariners
get less radiation wunderway than they do --
subnerged, than they do when they're on the
surface, on land, due to the effect water
occlusional cosmc rays and the shielding from
the reactor. So radiation isn't nuch of an
| ssue. Those of wus in the business are nore
concerned about atnospheric constituents, things
li ke formal dehyde, ozone, a nunber of t he
hydr ocar bons, breakdown products of freon, those
sorts of things.

Just to give you an exanple, in the
early days of atnospheric control, there was a
burner put on the boat to burn the hydrogen that
occasionally canme off from the oxygen generator,
and other conpounds. When there was a freon
| eak, the freon would go through the burner.
Hydrogen chloride would come out and, in sone
cases, bad enough to where everyone, when they
got back from an underway m ssion, had to have
their fillings replaced. Their fillings had been
eaten up by the acid so nuch.

We're in a | ot better shape now. But
those are sone of the problenms in terns of

at nospheres we've seen in the past.
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COL. GARDNER: Is there a tobacco

policy that's screened?

CDR. HORN: W don't screen for
t obacco use. The Submarine Force has seen the
trend that the rest of the Navy has in terms of
| ess tobacco usage. It's probably less than 25
percent now. It really depends on the boat.
SEALs have the discretion to set up their own
t obacco use policy. It's fairly uniform across
the fleet, though, that snokers on subnmarines
will go to the fanroom so that the snpoke goes
directly into the filters. There's really no
smoking in other areas of the boat, by and | arge,
on a regul ar basis.

COL. GARDNER: What about snuff?

CDR. HORN: Snuff is used -- you know,
a lot of the guys I|ike the snokeless tobacco.
That again falls under the tobacco use policy.

DR. HAYWOOD: You ni ght have nentioned
this, but what is the average career tinme in the
envi ronment ?

CDR. HORN: The average career tine,
it sort of depends, but | would say that actually
under the water, 20-year career veterans may

spend a sixth or a fifth of his time, if not
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nore, actually subnmerged, but that's a rough
guess, and it's highly variable. It depends on
t he ship assi gnnent s, how many shi ps an
I ndi vi dual has been to, what their operational
tempo was |ike, that sort of thing.

DR. HAYWOOD: |Is that being considered
in all of the studies and what the effects are?

CDR. HORN: It's difficult to get that
data from the early boats. One of the things
that we're looking at in getting our health
surveill ance program going is segregating nedica
events and problens underway from those on the
beach, and al so how nmuch tine was spent underway.

DR. OSTROFF: Dr. Cline, and then
Pol and.

DR. CLI NE: When a boat is away from
Its home port, and particularly in foreign ports,
is there sonme policy about mnimzing contact
bet ween crew and the | ocal popul ation?

CDR. HORN: No, other than the
standard terrorism brief and the in-port warnings
and information that the crew gets. Every tinme a
crew pulls into a foreign port, they are given a
brief on the local situation, and this cones from

information from the Naval Attaches at t he
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Enbassy, the fleet conmanders who have got |oca
i nformati on. So they get a good bit of
information fromthere.

DR. CLI NE: ['"'m thinking particularly
about the risk of acquiring pathogens in that
environnent, and then bringing it back to the
cl osed environnent.

CDR. HORN: Well, that is a risk and,
in fact, in our comunity, we feel actually the
bi ggest bi ol ogi cal exposure that the boat has is
fromport calls.

DR. OSTROFF: G eg.

DR. POLAND: You mentioned screening,
and |'d be interested to sort of hear what is the
classical profile of a successful submariner, and
what are some of the psychological issues you

face with them

CDR. HORN: wel I, the submarine
adaptability, i f you | ook at t he dat a,
submariners -- and divers are sort of in the sane
personality types. Successful ones have |just

enough antisocial traits to be independent and
active and aggressive and attack problens. They
certainly don't have any claustrophobia or

cl austr ophobi a tendenci es.
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You'll find submariners tend to -- |
don't want to say be nore introverted -- but they
internalize nmore than your t ypi cal surface
sailor. You know, aberrant behavior in a surface

sail or m ght be someone who decides to paint his

hair silver with fire retardant paint. You don't
see that in a Submarine Force, generally. And
it's a bri ghter group intelligence-w se.

Submariners are significantly brighter than their
cohorts and col | eagues in other comunities.

DR. POLAND: What sort of problens do
you tend to see particularly in |long deploynments?

Is it depression? 1Is it fatigue?

CDR.  HORN: The long-term m ssion
generally will -- [I'Il just give you the data in
one study that | did on one boat when | gave a

psychol ogi cal screening test to a group of 122
sail ors. VWhat we saw was in the mddle of the
90-day test period, higher scores on depression
and irritability and anger, but that was really
it, and those were within normal ranges. At the
end of the study period when the sailors were
getting ready to pull into port, they had
recover ed. But significant wunderway tine is

fairly debilitating, and it's really a problem
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that the w ves conplain about because many tines
they haven't seen their husbands in two or three
nont hs, or even |onger, and when Daddy cones in,
Mom and the kids are all ready to have fun, go to
Di sneyl and. And by the time he gets back, he's
worn out, he's exhausted, he wants to do nothing
but sleep and cook barbecue for two weeks. And
that creates a little bit of problem | t
definitely takes sonme on-shore recovery tine from
a m ssion.

DR. POLAND: VWhat's the maxi mum tine
you can sort of safely, from the human factor

vi ewpoi nt, be out?

CDR.  HORN: I alnpst want to say
indefinitely. Realistically, in the four-nonth
mssion that | did, 113 days subnerged, | was

convinced that these guys could have stayed out a
month or two |onger wthout any problem at all.
Once they had a routine going, it was just "do
the work, keep plugging, keep charging". I mean,
it could have been nonths.

DR. CLI NE: You nentioned isolation
from famly and comruni cati ons, but do
submariners have information from the outside

world? Can they listen to the radio? Is there
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any access to what's happening in the world?

CDR. HORN: Yes, there is, in two
respects. The families will occasionally -- wll
periodically send, roughly every week, a

"fam |l ygram', very |low frequency so they are slow
transm ssion rate. They are |limted as to the
number of words, but this keeps the sailor
informed as to what's going on. And there has
been the recent introduction of emil, at |east
one-way e-mail, if not two-way. So that's been a
big inprovenment. But that definitely is a
chal | enge. VWen the submarine goes to the
surface, even though it may be subnerged, many
times the radioman will string a wire -- and |I've
been in the mddle of the Pacific and listened to
a radio station in Sacranmento. So there is a way
to get news and there is a newsgram but it's --
again, it's fairly limted.

CcaL. W THERS: Vhat factors do

submariners identify as to why they go into that?

CDR. HORN: Well, | think it has an
appeal . Part of it it's a volunteer force,
special pay sonebody nentioned. Submari ne pay
can be up to $600 a nonth -- well earned, | m ght
add -- but I think it's the challenge of being in

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

52

a cl ose-knit group doing inportant work.

One of the big things that career
submariners nention is that they are working on
uni que equi pnent, doing unique things. For
I nst ance, radioman has got access to radio
comruni cati ons equi pnment that the |ikes of which
he is not going to be able to see or work on in
the civilian world. ['"'m an amateur radio
operator and only recently have | seen receivers
in the commercial market that the mlitary has
been using for a decade or two. So, it's the
chance to work on unique equipnent, do unique
things, and just going to sea. | think that's
it, the uniqueness of it nore than anything, and
the esprit de corps that you have.

DR. OSTROFF: Dr. Brown.

DR. BROWN: | have a question fromthe
VA perspective. Of course, when the Departnent
of Veterans Affairs would see one of these
I ndi viduals, it would be after he had separated
frommlitary service. And | was thinking as you
were speaking, |'ve actually seen -- part of ny
job is -- professionally |I'm a toxicologist, and
occasionally I would get claim from veterans who

were asking for disability conpensation for an
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injury that they sustained while they were in
mlitary service, and if it has anything to do
with environmental exposure, chenical exposure or
sonet hi ng duri ng their mlitary servi ce,
sonetimes it will come across ny desk. And 1've
actually seen clainms comng in from submariners
where their issue is they were exposed to sone
chem cal, and they know -- some of them know or
have information about the kinds of chemcals
that they mght have been inhaling in the air
t hat they were breathing while they were onboard.
And ny guesti on IS, S there

i nformati on about these? Soneti nes these clains

are a l|little odd, sonetinmes they don't nmake
sense. If they are wusing sonething ethylom ne
(phonetic) as a scrubber, | believe that, that

makes sense, that would be a good scrubbing

agent, but sometines it can get a little bit nore

el abor at e. Do we have information available
about the kinds of chemcals -- you nentioned
formal dehyde, for exanple -- is there data about

where people have gone out and neasured what
ki nds of essentially occupational air exposures?
CDR.  HORN: W do have lists of

chemcals that we know subnmariners are exposed
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to, and these were obtained from nmaking surveys
on the boats, actually sanpling. So we know in
the submarine environnents, | ooking at al
submarines, we've got a fairly good feel on
potential cheni cals. Ri ght now we've got a |ist
of over 200 chem cals of concern, chemcals that
we know have the potential for effects that we
are fairly certain that are at |low |levels, that
present mnimal risk, otherw se we wouldn't put
them on the boats. But, yes, we do have a
survey.

VWhat we don't have is an individual's
exposure on a boat, and that's one of the things
that we're really trying hard to get noney to
support, is a program of sanpling, essentially
putting dosineters in boats that will tell us the
exact exposure an individual has if he's assigned
to that boat for that particular tine. But
that's one of the issues that we're trying to
support the government wth, specifically your
agency. W would like to be able to tell our
custoners, the Submarine Force, the VA "This
I ndi vi dual was exposed to these chem cals during
his service", but we're a long way from being

t here yet. Carbon-tetracarbide was a
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big issue in Wrld War Il, they used it to clean
el ectrical contacts on equipnent. There were a
number of exposures to that, and that turned out
| ater to have -- later to be an issue. But it's
a serious problem and we could certainly help --
and we have in the past -- but we would certainly
support whatever clains your agency has in terns
of conpounds and trying to identify in submarine
service what an individual m ght have seen.

DR. OSTROFF: Grace, and then G eg.

DR. LEMASTERS: Grace Lemasters. The
conmbination of chronic noise and exposure to
solvents |ike Toluene has been associated wth
| ong-term hearing | oss. I was wondering if in
your health surveillance program you've tracked
heari ng capabilities over | ong-term and
particularly with the New York study. | don't
know if they |ooked at those type of norbidity
pr obl ens.

And then the other quick question was
do you provi de vitamn D and cal ci um
suppl enentation to the ship's crew?

CDR. HORN: To answer those questions,
no, there was no look in the nortality studies at

any norbidity. Hearing loss is sonething we
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check for on a regular basis. Every few years
submariners are required to get audionetry. So
we | ook fairly closely at hearing loss. And this
has been a big problem -- well, not a truly big
problem but it's been one of concern and one
that we see. There are a nunber of clains, and
it does cost the governnent a considerable amunt
of nmoney to pay for the hearing |oss that sailors
get, and that's just in the Submarine Force.
But, yes, we |ook at that.

Now, | would say that Tol uene exposure
and other hydrocarbons is actually fairly |ow
because we have an active program of avoiding
sol vent exposures. For instance, there's no
pai nting underway. Anything that's going to
release a |lot of hydrocarbons or other chem cals
I's forbidden underway, w thout ventil ation.

And in terms of vitamn D, that is a
uni que i ssue. Submariners don't get sunlight.
We've shown that vitamin D levels fall after a
couple of weeks. The only vitamin D they get in
the diet is from mlk, dairy products that are
gone after a week or two. We have shown sone
bone turnover indicators. But a recent study we

did showed that really we didn't have a
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significant problem and certainly it's readily
reversi bl e.

We've continued to | ook at this. NASA
has | ooked at the sanme issue, and we have been
col | aborating on this. But right now we don't
feel vitam n D supplenents are needed.

One of the confounding issues there is
that if we give vitamn D, we're going to
I ncrease urinary calcium excretion, and that my
i ncrease our likelihood of Kkidney stones. So if
we knew that the crew needed vitamn D, we'd give
It to t hem but t hat certainly i's a
consi derati on.

DR. OSTROFF: G eg.

DR. POLAND: Can you exercise aboard a
submarine, and do people tend to gain or |ose
wei ght with the | onger deploynents?

CDR. HORN: The exercisers |ose

wei ght, an average of 3 pounds over a 90-day

period. The ones that don't exercise wll gain a
little bit of weight. But there is exercise
equi pnment onboard, sever al machi nes, stair-
stepper, treadmll. So the individuals who want

to stay in shape have the opportunity, by and

| arge, but it's tough. | mean, given the work
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schedul es, the anount of time, the |lack of sleep,
it takes real dedication to keep a fitness
program going, but it certainly is possible. It
IS possible to do that.

DR. OSTROFF: Dr. Cline.

DR. CLINE: Barney Cline. That raises
anot her sort of rel ated question of how
submariners use their leisure time, particularly
when submerged, and what other |eisure activities
are available in terms of reading at the library,
or are there videos? And have there been studies
to see how these resources mght affect overall
fitness and behavi or?

CDR. HORN: Well, recreation onboard
the boat | was on for four nmonths was -- by the
end of the mi ssion, was |ooking at Shania Twain
videos, but there is a large novie -- there is a
| arge library of DVDs now. There's generally a
novi e every night that a number of the crew wll
have a chance to attend. A lot of guys just
won't have the tinme to do that.

There is a paperback |ibrary onboard,
it's usually fairly small, and a |lot of guys wll
bring their own books. One of the popul ar

things now for the younger guys is the video
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ganes. That is a big recreation for the younger

guys, Ganeboys and conputer ganes.

DR. OSTROFF: I have a couple of
guesti ons. I'"'m intrigued by a couple of the
things that you nentioned. One of them is the
busi ness about the sunlight. Have there been any
studies or any work done to try to -- | nean,
again, it's hard for nme to imgine what this
environnment is I|ike. I 1mgine nost of the

lighting is florescent on a subnmarine.

CDR. HORN: Yes, it is.

DR. OSTROFF: Has there been any
attenpt to try to replicate natural sunlight in a
submarine environnent? And the second is in
terms of this sleep/wake cycle. It seens to ne
to be a relatively no-brainer to try to reproduce
a natural 24-hour cycle. Why has it not sort of
happened bef ore?

CDR. HORN: In the late '70s the Naval
Sea Systenms Command put some full-spectrum
lighting in the mess decks and, unfortunately,
these were essentially the gro-bulb lights from
the nurseries. Because they were dim the crew
obj ect ed. They wanted brighter |ight. So t hat

was the end of full-spectrum lighting at that

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

60
point in tine.

We are |ooking at that. There are
vendors who nmke those 1ights. There's sonme
interest in the Submarine Force in |ooking at
this issue. Certainly we'd like to | ook harder.

There was a look in the early '90s, a
study | ooking at the lighting, a brighter 1light,
and sone visual <cues to sinmulate a day/night
environment on the nmess decks, but that was not
very successful.

One of the problens we're |ooking at,
do we have in the Submarine Force the equival ent
of a seasonal effect or disorder? Are we putting
in rather dim environnents and creating sort of a
depressive effect? W don't know that. But we
have | ooked at high-intensity lighting to see if
that's an issue.

One British submarine tried that, and
apparently that was popular on that boat, but
that's -- again, that's work we have yet to do.

One of the problens in the high-
intensity lighting is that there are so few areas
that -- | nean, it would really -- to get the
| umens required, at |east from what we've seen in

nost of the studies, that would be a real
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chal | enge.

And, of <course, the other issue is
that dimlighting is highly desirable to see all
the displays. |If the ship is surfaced and you've
got topside watch-standers, we've got to have
| ow-1evel lighting to maintain night vision. So,
it's a real challenge, but one we' ve |ooked at
and one we really would Ilike to do nore
I nvestigation on.

DR. OSTROFF: And the circadian
rhyt hns?

CDR. HORN: Circadian rhythms we want
to try to establish wth our watch-standing
schedule. We'd like to get that going first, and
then go from there. But, normally, at any one
time on a submarine, the berthing areas are
al ways dark, and the ness decks are always
bright, and the work stations are bright in the
engi neering spaces for safety, and they are dim
in the control room areas with all the displays
and lighting and so forth. So it really is a
controlled lighting situation.

DR. OSTROFF: And is there a
Submari ner Reserve Force, or are they all active

duty full-time personnel?
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CDR. HORN: There are Submari ner

Reservi sts, but nost of their augnmentation jobs
are -- actually, I'm a Reservist on a recall to
active duty. I'd been in 13 years, but the
bottom line is nost Reservists do support work,
support jobs. It takes a trenmendous anpunt of
effort to get on a submarine, get qualified in
t hat particul ar submari ne, due to all t he
conplexity of the issues, and get integrated into
the crew. A Reservist would face a real pipeline
problem of getting directly to a boat with the
training needed and the qualifications to serve
on that particular unit.

DR. OSTROFF: Mark.

DR. BROWN: |'"ve got one nore
guesti on. This is probably percolating in ny
m nd because of the discussion at Ilunch and
di nner | ast night. You nentioned these m ssions
m ght go on typically as long as four nonths, |
t hi nk you nenti oned.

CDR. HORN: That's not typical, but
sonme do.

DR. BROWN: Well, ny question is, what
are people eating at, say, like the end of the

third nmonth or sonething? Wat would they eat?
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CDR. HORN: Canned and frozen food.

DR. BROWN: Do you have nutritionists
that try to figure out -- obviously there's an
attempt to make sure that there are --

CDR. HORN: Right. Al the diets are

developed by nutritionists, nutrition experts.

They are all reviewed by the ness cooks. The
Commandi ng Officer will approve all the menus on
the menu plan. Sonme COs don't like broccoli, so

there won't be any broccoli onboard.

(Laughter.)

But, yes -- | nean, as inportant as
neals are, as eating is to submariners, yes, it's
wel | | ooked at. The problem with submariners is
-- or, rather, neals is -- the nutrition is good,
it's just the problem is portion control. But
it's certainly nutritious food. It may get a
little bit dull -- may get a little bit dull --
but it is good food and it is well prepared.

DR. OSTROFF: Dana.

COL. BRADSHAW Dana Bradshaw. Ki nd
of two short questions, | guess. One is with the
circadian rhythmns, have you guys | ooked at
Mel atonin to establish the <circadian rhythns?

And, secondarily, | saw sone studies on urinary
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cotarnine as a marker, and the nonsnoking people
on the subs, in order to even up the policy of
having the snokers sit in the fanroom if that's
still showed that the elevated |evels were there?

CDR. HORN: There is one study that
was done several years ago, ‘there was sone
i ndication of -- and | forget the levels -- but
secondhand snoke was not a big problemin the one
study that was done. So, we don't see a problem
t here.

And your first question was?

COL. BRADSHAW  Mel at oni n.

CDR. HORN: Melatonin. No, we are not
telling the troops to use Mlatonin to help
maintain a rhythm Now, having said that,
submariners are free to t ake their own

suppl enments, pills, and a |ot of them do. A | ot

of them wll take Creatine, they' || t ake
vi tam ns, any nunmber of other preparations,
that's not uncommon. And | have no doubt

probably sonme of them have taken Mel atonin, but
we don't have it as a policy. For sl eep
deprivation, our recomendation is caffeine-- you
know, drink coffee. We really don't push a |ot

of drugs to maintain readiness or I nprove
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per f or mance.

COL. UNDERWOOD: Paul a Underwood. How
do you deal with wastewater and human waste, tell
us that?

CDR. HORN: The head facilities are
the sane as you would see on other surface ships.

Sanitary waste goes into holding tanks, and then
periodically enptied. Wast ewat er, again, just
| eaves, it goes into tanks and then is |ater
flushed out of the boat.

If you ever ride a submarine underway,
there is a large valve that needs to be closed
after you finish using the head. If you enpty
the head after you finish wusing it and the
sanitary tank is pressurized, the contents of the
tank will not go into the ocean, they will cone
out into your face. So that's one of the things
you have to renmenber when you ride a submarine.

(Si mul t aneous di scussi on.)

DR. OSTROFF: Are there other coments

or questions? Yes.

CAPT. EMERSON: Maura Enerson. [''m
from the Mlitary Sealift Command, and so
although I'm in uniform a mjority of ny
constituents are civilians, contractors. My
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question is, my understanding is that aboard your
vessels, that you have a nunber of civilian tech
reps, contractors, civilian scientists, who ride
sonetimes for the duration of a m ssion. Do you
do nedi cal screening for those fol ks?

And then ny second question is, do you
track medical events or Medevacs that my occur
because of nmedical conditions that befall that
popul ati on?

CDR. HORN: These individuals are
screened, very rigorously if they are going to be
on the boat for |onger than one day. Most of the
rides that the contractors and civilians will go
on submarines for are very short duration, a
matter of a few days, a week or two, and they are
usually on the coast here in the U S. They are
not depl oyed overseas or anything.

So, basically, if they are going to be
on for a week or two, they do get a rather
ri gorous screening that also includes information
from their regular physician and, if we have to,
we'll do a physical on them if their work
requires them to do that. But the bottom |ine
is, yes, they are screened. And if they do have

conditions that are prohibitive, then they get a

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

67

really hard |ook at how essential iIs their
getting underway? And we've had to tell
civilians that their nedical problems are such
that they can't get underway, and a lot of tinmes
that has career inplications -- you know, things
like the ice pilots who go in the subnmarines
under the ice, those sorts of things, have to
meet rigorous qualifications.

DR. OSTROFF: One | ast question and
then we'll -- well, two questions, and then we'l]|
go to our break.

DR. CAMPBELL: The way | see a
submarine dive is it's basically a saturation
dive, you're down there for weeks on end. How do
you deal with problenms of the bends and
decompression problenms in things |like a rescue
where you have to be punped out of the submarine
and, when you surface, how do you deal wth
deconmpressi on i ssues?

CDR.  HORN: Well, for submarines,
normally they operate at one atnosphere plus-or-
m nus -- you know, a few mllibars one way or the
other of a standard one atnosphere pressure.
Over time, you don't i ncur a saturation

deconpr essi on obl i gati on unl ess you' ve been
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pressurized to a depth equivalent of greater than
23 feet of seawater. So it's not an issue
ordinarily for submariners.

Now, in a trapped submarine, there is
i nvariably sone degree of pressurization in the
boat . That's been true of every subnmarine
sinking that's ever been investigated. And those
i ndi vi dual s do require a saturation
decompression, and that's been a significant
probl em t hat we've worked on over the years.

| didn't cover that on the slides, but
a submarine rescue is going to require alnost
i nvariably, we feel, a deconpression of the
people who were rescued. They may cone out
| ooking fine and then we've got to put themin a
chanmber to keep them fromdying fromthe bends.

DR. OSTROFF.: One | ast question.

DR. LAUDER: | just had a question,
i nterest question, going along with the human
wast e. VWhat about water wuse for hygiene and
bat hi ng and what are the regulations for that? |
woul d assune that would play into how nmuch you
exerci se.

CDR. HORN: That is an issue, and the

bi ggest issue is how do you deal with the dirty
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linen. That's a challenge to the crew to keep --
the nost inportant piece of equipnment is the
washi ng machine and the dryer. But water is
generally -- potable water is not a problem The
boats make enough water that there is anple
enough. Now, the sailors do use Navy showers,
which is a greta way to save on your hone heating
bill, by the way -- you know, just a little

squirt of water, clean with soap, wash, and a

little rinse-off later. But there's anple water
onboard for washing three tines a day, if you
have to. But certainly, yes, sanitation is an
I ssue.

DR. OSTROFF: Cdr. Horn, thank you so

much. It's very interesting. ['"m sure the Board
members will be quite interested and curious to
actually get onboard, and I'm sure we'll have a

|l ot nmore questions after we've actually seen
t hi ngs.

What we'll do now is we'll go to our
br eak. The break will be 15 m nutes. | have a
feeling that in the subsequent sessions we'l
probably get a little bit behind because there's
a lot of things to cover. So, why don't we take

our break a little bit early and try to conme back
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at a quarter to 10:00. Before we break, let ne
turn it over to Rick to see if he has any
| ogi stical comrents to nake.

COL. RI DDLE: | forgot to tell you
where the restroons are, but they are right
out si de the door.

CDR. HORN: One thing I would nention
for the presenters, you nay want to conme by and
|l ook and famliarize yourself wth the renote
her e. Advancing the slides is the left click
button marked "Menu" on top. If you need to go
back a slide, hit the right click button "Enter",
and then maneuver the pointer to the previous
slide in the text box. There's a |aser pointer
here marked "Laser", and you maneuver the pointer
with the little keypad here.

DR. OSTROFF: Thanks again.

(Appl ause.)

(Wher eupon, a short recess was taken.)

DR. OSTROFF: Wy don't we go ahead
and get started. We have one question that's
before the Board, and we do have M. Lynn
Pahl and, who managed to make it up here. I was
told earlier this norning that you didn't think

that you were going to be able to nake it because
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of the inpending hurricane, but it's good to see
you.

She is from the Ofice of t he
Secretary of Defense for Health Affairs, and she
is going to present the Question to the Board on
Popul ation Health |Inprovenent Metrics, and the
slides that she will be using are in Tab No. 3.

Before you get started, let ne just
poi nt out sonmeone m ght want to try to get a copy
of today's New York Times because there's a |ong
story in there by Larry Altman on the Malaria in
the Marines. So we may want to try to get a copy

of that to see what he had to say.

MS. PAHLAND: Nice to see you al
again. It was an interesting trip up here -- 11
and a half hours. Can't wait to go back in the
hurri cane. | also have a house that used to be

right in the eye of the storm The eye of the
storm is going to go right over ny supposed
retirement honme in Dare County in North Carolina.
(Slide)
|'"ve been at Health Affairs for seven
years, and | know a mllion years before that the
mai n focus of what we've been trying to do is to

identify nethodologies to ensure that the Arnmed
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Forces are as healthy and as fit as possible at
all tines. And then we have other beneficiary
groups for whom we're responsi bl e.

It's been a challenge to put the
appropriate policies and procedures into place
somewhat because of the fact that we have three,
four, five, six different mlitary health systens

or services, and then also we have to | ook at the

Departnment of Defense, especially -- across-the-
board -- especially in this era of joint types of
oper ati ons. So | think we're noving nore and

nore toward trying to |ook at health status and
i nterventions and assessnments from a DOD
perspective, notwithstanding that the services
have every responsibility to look at their
popul ations the way they see fit. But this
question is nmore from the perspective of the
Departnment of Defense and how we can assess,
intervene and inprove the health status of our
popul ati ons.

Qur populations, as | nmentioned, are
very much, and nost inportant, the Armed Forces,
and then we have other beneficiary groups for
whom we are responsi bl e. We have a health care

system and t hen we have ot her civilian

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

73

enpl oyees, but primarily right now we're | ooking
at our Arnmed Forces, a big focus on population
health but, again, we're also interested in the

I dentification of procedures and nethodol ogies to

assist individuals in inproving their health
st at us, and then mmintaining a good health
st at us.

(Slide)

The question is in the book. What we
are looking for fromthe O fice of the Assistant
Secretary of Defense for Health Affairs -- mainly
Dr. Tornberg -- in the area of clinical and
program policy is for the Board' s assistance to
help us to identify and inplenent appropriate
performance neasurenments and netrics for the
Mlitary Health System to assess and quantify
I mprovenment of individual and population health
st at us.

One of the things that we're all aware
of, who work for the services or who work in
Health Affairs, is that we've got many, nany,
many systens and metrics and perf or mance
standards that we're using, but it is difficult
for us to get our hands w apped around that and

get usef ul I nformati on, especially from the
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perspective of the Departnent of Defense.

W also wuld I|ike to have your
recommendations on how we can best engage
I ndividuals for the shared responsibility for
their health. That's a pretty global question,
and to narrow it down a little bit, one of the
things that the Health Affairs Ofice is |ooking
at is the instrunent such as the Health
Enrol I ment Assessnment Review System a health
risk appraisal, the assessment sheets that are
used in the Air Force when you cone in for your
annual review. We're trying to identify or
| ooking for your recomendations to help us
identify if there is a nmethodology that we can
use where you have that individual relationship
with soneone and you can identify their risks or
you can identify intervention points. They are
t he questi ons.

DR. OSTROFF: Thanks very nmuch. Let
me ask if there are any questions before we turn
it over to Col. Wodward.

(No response.)

Kel | y?

COL. WOODWARD: Good nor ni ng,

everyone. l'"'m Col. Kelly Wodward, from the Air
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Force Surgeon Ceneral's Ofice, and |I'm going to
just talk a little bit about population health
i mprovenment in the Mlitary Health System and a
little bit on some concepts as | see them
regardi ng measuring health.

(Slide)

I would like to suggest early on that
it is wvery inmportant that population health
| nprovenment be viewed as a purposeful endeavor
and that it has to be neasured or it won't get
done, and that it has to be delivered, and we
have to step out with a planned way to do it and
have a systematic use of neasures or we'll never
get there.

(Slide)

The MIlitary Health System has been on
a long journey over the last 50 years, and how
we're organized and what we do to inpact the
heal th of our popul ati ons. | woul d suggest that
prior to the md 1990s, the prior 50 years for
DOD health care was really building a casualty
t r eat nent capacity that had the focus on
operational forces and ensuring that they were
fit, but really was really standing by waiting

for them to be sick or injured before we would
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intervene on their health because we had this
presunption of fitness and, in fact, for our
ot her beneficiary populations, famly nmenbers and
retirees, we were not at all organized to
actually inprove their health.

We, in fact, had a very supply-sided
system wherein literally it was space-avail able
care and the whole managenent structure was how
to efficiently utilize the space you had
avail able, which is far different, in my opinion
t han where we are now, which is wanting to focus
on how do we actually inprove the health of our
communities both for the sake of supporting the
mlitary mssion as well as inmproving the health
of our other beneficiary populations, and | think
it's a fundanentally very different thing and
It's a very difficult journey.

We are under a |lot of pressure to
maxi m ze efficiencies and have a |ot of budget
pressures, like every health plan, and so a |ot
of enphasis is on how to save doll ars. well, |1

woul d suggest t hat t hat doesn't necessarily

equate to how to inprove health and, in fact,
they are, of cour se, clearly sonmetines in
conflict. And so we need to take on very much a
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popul ation health inprovenent strategy that | ooks
at probably acknow edging the fact that we have
to be efficient, but if we focus on value where
the nunmerator is health or health outcones as a
nmeasure, and the denom nator m ght be dollars or
what ever, then we mght be nore successful, but
popul ation health inprovenent is really about
measur abl e i nprovenents in health status.

And | would also say that | don't
think a health system that focuses on clinical
services should necessarily expect to have
I mprovenments in health be a byproduct. It's not
a given that if you just deliver a lot of health
services, the health of vyour population gets
better.

(Slide)

And, in fact, | wuld say that vyou
have to be a believer to be in the population
health inprovenment business. You've got to
believe that we can actually inprove the health
of our populations. W can do it deliberately --
and this is what the question for the Board is
all about -- we can do it neasurably. And |
think if you don't believe that, we' ve got a

fundanment al probl em
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(Slide)

W have over the last few years
captured somewhat of a framework for population
health inprovenment in the MIlitary Health System
that includes, first and forenost, a systematic
approach to comunity health, nodeled a little
bit after the Healthy People 2010 Initiative, and
the systematic approach would include aligning
pl ans and prograns with the m ssion and goals of
the WMHS, including vision and goals for health
status, and then measuring that inprovenent.

W have in the mlitary a unique
conbi nati on, | think, of occupational heal t h
I ssues, of public health capacity, as well as
clinical capacity, and those things all need to
cone together in a systematic approach to inprove
health because, as we all know, it's not --
again, as | said earlier, | don't think it's just
the clinical services where population health
| nprovenent is going to be derived. A lot of it
IS from public heal t h activities, from
occupational and community-based progranms, and
they all need to be in an integrated way to
achi eve popul ation health inprovenent.

We al so need to build a capacity to do
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this. I think we have seen progranms cone and go
t hat address community-based issues, or worksite
i ssues, or occupational health issues, and at the
sane tinme, at the expense sonetinmes of our
conmunity  progranmns, we've bolstered clinical
prograns that nmay have different effects, so |
think there's a balance there of these various
prograns, and we need to build the right capacity
In a systematic way.

And then, finally, we're in the
process of organizing our health information not
around the health plan, not around the capacity
as much as ar ound t he i ndi vi dual s and
popul ati ons. In other words, what s the
information reflecting the health of t hose
popul ati ons, and how are we mnaging and
utilizing that information vice information for
how many providers we have, what's their average
time in the mlitary -- and those are inportant
under pi nni ngs, but those aren't measures of our
success in popul ati on heal th.

(Slide)

This is a schematic from Healthy
Peopl e 2010, understanding and inproving health.

That basically just shows the iterative process
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for health inprovement and for deliberately
i mprovi ng heal th. Certainly it's very inportant
to have goals and objectives. The goals and
obj ectives ought to sonehow reflect mmjor health
problens as identified by the organization, that
|l ead to goals and objectives, that then lead to
the interventions that are based on the
determ nants of health. What are the things that
| npact health status, and are we targeting those
things with our prograns?

So, comng down this side, we would
deli berately plan and program to inprove health
st at us. And coming up this side, we would
measure our health status and feedback into the
next iteration of our prograns to inprove health.

So this is from Heal thy People 2010.

(Slide)

It's nice to have goals. | think that
the Mlitary Health System needs to take the
nodel from |ike Healthy People 2010 where
certainly there's no short age of heal t h
objectives in Healthy People 2010, 460- sone
obj ectives, and no single plan or organization
would set out to address all of them but the

| dea of having objectives and goals that you can
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base our progranms on | think is very inportant,
and those ought to link up wth our health
measur es.

One of the goals for the mlitary, not
just to increase quality and years of healthy
life, but also to increase m ssion capability,
provide a nore fit and capable and healthy
fighting force.

(Slide)

There are sonme basic principles to
popul ation health inprovenent, and | think these
get to be very inportant when we start talking
about the question before the Board for what are
t he neasures that we need.

First and forenost, we have to
obviously explicitly identify the popul ations
t hat we're targeting, and in the mlitary
community we have many different popul ations. W
have subrmariners, as we just heard about, a very
uni que popul ati on. In the Ar Force, we have
fliers, an equally unique population. We have
other mlitary active duty, Guard, and Reserve,
but then we also have our beneficiary popul ation
and retirees, all different populations that in

di ff er ent situations f or di ff er ent heal t h
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problems may require different neasures. Sonme
may be able to utilize the same neasures, but |
think we have to define the popul ations clearly.

We have to use applied epidem ol ogy,
and by t hat I really mean descriptive
epi dem ol ogy, cause and distribution of disease,
not experinmental epidem ol ogy.

We have to use evi dence- based
I nterventions. What ever we're nmeasuring ought to
reflect what evidence suggests wll i nprove
heal t h out comes.

And then, finally, we have to neasure

it. Popul ation health is certainly sonething
that, if it's not being neasured, it may not get
done. But | would suggest maybe over the |ast 100
years we've nmde a |lot of inmprovenments in

popul ation health wthout nmeasuring a |ot of
different things we were doing, but | don't know
if we're at that stage anynore where we can
expect those good outcones w thout neasuring and
pur posefully setting out to achieve them

(Slide)

Again, as | nentioned earlier, just
think about the populations that we need to

measure very explicitly. If we're targeting
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Active Duty, Guard and Reserve, we need to define
t hose popul ations very clearly, measure the right
things in those popul ations relevant. Things in
t hose popul ations are prime enrollees are people
who have a contractual sort of obligation, if you
wll, to provide sone services for, and then the
| arger community on the installation and the
surroundi ng community | think we have an interest
i n the popul ati ons around there.

And then nost inportantly, 1 think,
when we define the popul ations, the popul ations
have to be able to -- we have to link those
popul ations to people who can inpact the health

of those populations. And that m ght seem |ike a

foregone conclusion, but | don't think it's the
case. We neasure lots of things and never ask
who could actually inpact that neasure. And if

we haven't kept that in mnd, the measure may be
very ineffective.

(Slide)

This schematic just describes the way
| think we ought to |ook at our health neasures,
| ooking at priority health problems in the
Mlitary Health System identifying risk factors

and factors that contribute to risk factors, and
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then lining those up with interventions -- and
"Il talk a little bit about how | would see that
we ought to measure sonme of these things, and

"Il start with the priority health problens in

the military. And, again, if you start wth
different populations, it's different things for
different popul ations. Active Duty mlitary

suicide is probably one of the |eading problens.
Deaths from notor vehicle accidents and other
injuries are very high.

Some chronic diseases are less of a
problemin that mlitary popul ation than in, say,
our retiree population, so we have to just
identify the health problens for the specific
popul ati ons and then work backwards to conme up
with the things we ought to be doing to inprove
heal t h.

(Slide)

It's extrenmely inportant, | think,
that as we think about neasures, that we think
about nmeasuring things that are associated wth
I nterventions that are proven to inpact outcones.

So, whether it's clinical preventive services,
conmunity preventive servi ces, practice

gui delines that have been shown to Ilead to
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desired outcones and inprovenents in health, we
need to focus on those, and that is what | would
call "doing the right thing" efficacy.

And then we have to have an eye to the
reality that |ike any organi zati on, we have to be
fiscally responsible and responsible wth our
resources, so we also have to look for
efficiencies, and there are right ways -- there
are sort of evidence-based efficiency nodels for
how to do things right.

(Slide)

Finally, and nost inportantly, the
|l ong pole in the tent in nmy mnd is how we use
the information to systematically and iteratively
feed back how we're doing on inproving health,
back to the people who are stakeholders in our
popul ation health inprovenent strategy.

We need to, agai n, start with
enterprise-level goals and objectives. They need
to cascade down all the way through the
enterprise. So we can't have goals in Washi ngton
and expect people in California to be doing what
we think is inportant, if we haven't cascaded
down to the people in California what the

Mlitary Health System thinks are the inportant
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priorities. So it has to cascade all the way

t hrough the system and then we have to plan our

resources accordingly, and then we have to
measure accordingly -- roll the nmeasures up from
t he | owest | evel s, aggregate them up to

systemm de neasures, and then feed back all the
way to the deck plate and, finally, periodically

reassess and reprioritize what we're doi ng.

(Slide)
Now |I'm going to talk specifically
about sone health neasures. | think there are a

coupl e of success factors for population health
measurenment. One is the portfolio of measures --
in other words, what is the collection of things
that we're measuring. And, again, as | said
earlier, they have to reflect the priorities of

the enterprise and, al so, they have to Dbe

acti onabl e. By actionable | nean sonebody out
there has to be able to say "I need to turn left
here to do better"”. |If that doesn't happen, then

it will be haphazard and it's a little bit |ike
"If we know not where we're going, it matters not
how we get there". So sonebody has to know how
to act to inmprove that neasure, and that's really

critical.
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Al so, then we have to systematically
utilize the nmeasures. So we have to collect the
i nformation, anal yze it, i nterpret it,
di ssemnate it, and discuss it in a performance
I mprovenment process. And those are the two what |
woul d cal | success factors for measuri ng
popul ati on heal t h.

(Slide)

There are many types of nmeasures, as
you all are aware, and this is one depiction of
what are considered outconme measures, process
measures, and structure measures.

Heal t h outcones woul d be, for exanple,
|l ung cancer nortality. I ntermedi ate outcones
woul d include things like risk factors and things
that contribute to the risk factor. And then
processes mght be things |ike what is actually
done, what kind of policies are in place, are we
actually providing nicotine replacenent, are we
provi di ng counsel i ng? Those are actually
processes of care that are some of the many --
for snmoking, for exanple, that would directly
relate to snoking rates. And | think if vyour
outconme is lung cancer deaths, you can start to

say "Well, where are the interventions", and you
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can back this up and decide what we ought to be
doing. And then you'd ask yourself "Do | want to
measure lung cancer deaths, or do | want to
measure what's actually being done that people
could actually take action on?" As a clinician,
| can probably intervene on someone who has |ung
cancer, and | can intervene one-on-one wth
patients to reduce their risk, but that's clear
back here.

There are other ways, | think, to
stratify this, and I don't know that this is the
only way to | ook at health nmeasures, but | think
of them as outcones, processes and structures.
And | think it's very inportant to clarify again
that risk factors are considered by many to be a

type of outcone measure, an internediate outcone.

(Slide)

Now this table is a little hard to
see, but in Tab 3 | inserted a full-page slide of
this and three other graphs that ['Il show you
but | really just wanted to use this to nmake a
point, that you can start to line up health

measures under this rubric of Qutcomes, Processes

and Structures and, for exanple, in norbidity and
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nortality and risk factors are considered health
out cones.

Process of care would include things
| i ke provision of preventive services, acute care
services, disease and condition managenent, and
what have you. Structure nmeasures would be
things such as how many physicians or health
providers are in a comunity. That would be, in
my mnd, a structure neasure, but then there are
sone exanples on the right side. And 1 just put
that in there for you to have as you think about
measures and want to have a systematic approach
to devel opi ng a set of neasures.

(Slide)

| think, again, one of the critical
factors for progress in health inprovenent is to
have a portfolio of measures that reflects
priorities of the Mlitary Health System and t hat
are actionabl e. And what | want to do is just
tal k about what | consider sonme of the criteria
for you to consider as you address the question
bef ore the Board. Most inportantly, | think the
measures have to be relevant to a specific
popul ation.

So, if we're nmeasuring health issues
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In submariners who are for the nost part under
age 40 -- | think mammography rates may not be
particularly relevant for that popul ation, but
other things mght be very relevant, so | think

they just need to be relevant to popul ati on.

As | nentioned earlier, they need to
be linked to proven interventions that target
outconmes of interest. Most inportantly, they

have to be neasures that are actionable to "deck
pl ate", sonmebody down there who is in the face of
the community, who has got access to the
community of interest, needs to be able to take
sone action on that neasure. And part of that is
also to be reasonable with the neasures and be
able to nmeasure sone change over the course of
one to two years.

I think inspecting Muntain Home Air
Force Base in ldaho to neasure their breast
cancer nortality and see any change in the com ng
decade is very unreasonable but, if you want to
see them inprove their nmamography rates, that
m ght be very reasonable. So we need to think
about that, over what tinme period would they
expect to see a change.

A couple of inportant points, "Nice to
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haves". VWhat | consider "Nice to haves" is
ability to conpare the DOD to other health
systems | think is inmportant, but | think if we
go in with that as an absolute, we're going to
m ss t he opportunity to do sone heal t h
| nprovenment. For exanple, HEDI S neasures, which |
think we're very nmuch in favor of, we've had a
struggl e about do we neasure it exactly the way
HEDI S defines it, or do we nmeasure it in what
we're calling kind of a HEDI S-1ike thing which is
applicable to the way our population operates,
and | woul d suggest that the latter m ght be nore
| mportant because, in fact, for us to inmprove and
achieve the things we want to achieve, HEDI S-1ike
measures where we vary the formal to actually be
able to get it done in our system m ght be very
| mportant and m ght be nore inportant than being
able to conpare it to the rest of the nation.
That's my opinion.

The ot her thing is, while it's
i mportant to | ook for automated tools, | think we
shouldn't set out to say the only neasures we
shoul d have are those things that are autonated.
W will again mss the opportunity to actually

I nprove health. W' Il have lots of measures, but
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t hey may not inprove health.

(Slide)

| think that we need to only use a
very select few OQutcones neasures, and those

ought to be in the area of health-related

behavi ors. So, health risking behaviors and not
too nmuch enphasis on things |ike overal

nortality or chronic di sease nmortality.
Certainly, sonme injury nortality in what | would
call sort of nmore acute events -- neonata
nortality, for exanple, is a relatively acute

thing that you can expect to see sone reasonable
change in a short period of time -- but,
ot her wi se, chronic di sease mor bidity and
nortality maybe ought to not be the focus of our
neasures for a system as actually trying to
| nprove health, but we ought to look nore at
processes that actually <contribute to those
positive outcomes that we want. So, again, link
them to proven outcones such as our enphasis on
U S. Preventive Services Task Force and sone of
the health nmeasures in HEDI S which we are | ooking
at .

Finally, I t hi nk t hat what ever

portfolio of nmeasures we have is going to require
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a conbination of tools. Sone of them are going
to be automated -- and I'll show you sone things
we have in the system now -- but some of it's

going to require surveys, sonme of it's going to
require speci al st udi es with sanpl i ng
nmet hodol ogi es, and there's not going to be --
there's no sort of sinple fix for the measures we
need to inprove the health of a big, diverse and
di spersed population like the mlitary.

(Slide)

Again, just to enphasize that if we
measure processes and structures, they need to be
i nked, clearly linked to the outcomes that we're
trying to get to, but | think the enphasis ought
to be on process neasures, for the nost part.

(Slide)

One nice exanple is the Air Force data
for pregnant wonen, the proportion of pregnant
women who receive prenatal care in the first
trimester, which is also a HEDI S neasure, and
found that in one study period two-thirds of the
wonen had received prenatal care in the first
trimester, and there is sonme evidence to suggest
that early prenatal care does positively inpact

pregnancy out cones. So we can neasure this
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process. We can neasure it at the enterprise
| evel . We can cascade it all the way down to
Kelly Wodward's clinic -- did you get vyour

pregnant wonen in last quarter for their first

prenatal visit in their first trinmester? If not,

what are you going to do to fix it? So a
reasonabl e process measur e t hat i nks to
out cones.

(Slide)

Now | want to just talk a little bit
about the status of sone neasures, and this is
merely to give you an exanple of some of the
points that |'m touching on.

W did an analysis back in 2001 of
what population health neasures were in the
Mlitary Health System at that tinme, and what we
found is, as Lynn nentioned earlier, there are a
whol e bucketl oad of neasures and things going on
in the MIlitary Health System that -- it's not
that we are new to this, it's just that we're
needi ng your help to perhaps refine our approach
-- but we have a lot of things that are being
devel oped and have been devel oped, however, there
aren't many measur es t hat are avai l abl e

enterprise-wide all the way from the enterprise
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in the DOD-wide view all the way down to the
clinic level so that sonebody could act on it. A
| ot of our neasures are outcome neasures. We're

in the process of devel oping nore process
nmeasures, and the biggest problem | think is
we're not doi ng as wel | as we can in
systematically analyzing and dissem nating the
i nformation and devel opi ng a perfor mance

| nprovement process within the Mlitary Health

System

(Slide)

Now, this is the first of three
slides, which | don't expect to go into the
details, but | put these hard copies in there

just to give you an idea of how all the kinds of
things we have neasured and have been nmeasuring
in the mlitary -- and this is a list of a bunch

of outconme nmeasures, and you can see that we have

al | kinds of things being nmeasured at the
Mlitary Health System |evel, some of the
information -- this colum -- some of it is
stratified dowm to the installation |evel, and
then the services have their own prograns. And

this is a couple of years old, so the point is

not that this is necessarily the exact status,
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but it just shows you there's a whole lot of
things that we have been neasuring 1in the
Mlitary Health System in the area of Qutcones.
VWhat's inportant to note is mny of these
nmeasures are -- where it says here is talKking
about the Health Evaluation Assessnent Review
where a couple of years ago our hopes were that
we woul d have a health assessnment tool that would
give wus information about <certain behaviors;
ot herwi se, we don't have a real good source that
could be stratified all the way down to the
installation level for a lot of these neasures.
So, | provided you a copy of this just for you to
| ook at.

(Slide)

Process nmeasures, again, we have a
whol e | ot of processes that we neasure, sone of

which may be desirable, sone of which really may

be of |ower inportance, but things -- 1'Ill just
make a note about i mmuni zation rates, an
excellent thing to measure. Sone people would

debate whether immunization rates are really a
process or outcone. Since they are such a close
surrogate to imunity, they could be viewed nore

as an outcone, but it's clearly a process to
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I mmuni ze sonebody, and sonebody at the "deck
pl ate” knows what to do. If their inmmunization
rates are low, they immuni ze people. So that's a
good neasure.

So you see the services have lots of
different neasures that they've devel oped. DOD
has | ots of neasures that it's devel oped, sone of
which are systematically used, some of which are
not, but just to give you an exanple of sone of
the things we've been doing.

(Slide)

And, again, we have sonme structure
measures which | don't want to dwell on. On that
fourth piece of paper | gave you, again, the
full-size sheet in your packet, the legend is on
that third sheet, just describes what | was
trying to depict in this analysis. So |'m happy
to talk with you about this, but | just wanted

you to see the point here, that we have a | ot of

measur es. We have sone redundancy. We don't
necessarily have a systematic use of all the
measures we have  -- and there have been

| nprovenents since this analysis in 2001, and Dr
Opsut will probably talk a little bit about where

sonme of that is, but these are just sone of the
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many, many things we've been neasuring.

(Slide)

So, what | would recommend is that the
Departnent of Defense adopt a systematic use of
health neasures that starts wth basically
periodically summarizing the health of mlitary
popul ati ons, alnost |ike the health of the United
States is published by the National Center for
Health Statistics, where we ought to be able to
| ook at periodically, in sone sort of formal
report t hat answers questions that are of
| nportance to the mlitary -- what does our
popul ation look |ike? What does our Active Duty
popul ation, what does our Reserve and Guard
popul ation ook like, our mlitary beneficiaries?

Then we need to establish a portfolio of
acti onable measures -- and, again, | think we
ought to enphasize risk factor and process
measur es.

I think we ought to balance our
portfolio on what we need to neasure, not what's
avail abl e necessarily. Sonmetines the two nmatch,
but if the right question is to nmeasure X but we
have a convenient nmeasure that neasures Y, |

don't know that we should default to Y, and we
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ought to maybe build the neasure that we need,
even if it's a little nore expensive, if it's
really about inmproving the health of our
popul ati on.

And then, nost inportantly, we need to
regul arly col l ect, anal yze, i nterpret and
di ssem nate the information, and then plug that
into a performance inprovenent process that
cascades from the |eadership all the way down to
the action at the clinics, and we have been on
this journey in the Air Force.

Just to tell you our experience -- we
have a regular Performance |nprovenent Process
Board in the Air Force that cascades from the
Surgeon General down to clinics, and we | ook at
sone of these things. Particularly, some of the
clinical preventive services and inmunization
rates are two exanples that we've been engaged in
for quite sone time, where regularly the Air
Force Surgeon General has a nmeeting with the
i nternedi ate service commands and they | ook at
t hese measures and say who's doing well, who's
doi ng poorly, who inproved, who got worse and
why, and then those intermedi ate service commands

are expected to have discussed it wth their
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mlitary treatnment facilities and say "Here's
what we're going to talk about, about the
measures, about your installation, what's going
on, what are you doing about it", and it's a very
effective process, and it's all the process of
continuing to inprove our performance and it's
cascade of neasures rolled up from the clinic
|l evel, from the provider |level where "Kelly
Wbodward, you're responsible for these patients,
how are you doing", and nmove all the way up to
how is the Air Force doing on that same neasure,
and then feedback rolls all the way back down.

So, it's a very effective process.

(Slide)

So, in summary, popul ation health
I nmprovenent , as you all know, requires a
systemati c approach. It's not going to happen by
accident. It's not easy to do, by any neans, but

it's necessary. And we do have a | ot of measures
in the DOD. Wth your help, | think we can
perhaps organize those a little better, refine
them and perhaps get sonme enphasis behind what
needs to be done to systematically use those
nmeasures to inprove the health of our popul ations

and actually denonstrate it.
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(Slide)

So, with t hat, [0 t ake any
guesti ons.

DR. OSTROFF: Thanks very nuch. V\hy
don't we open it up to some questions and
comment s.

DR. FORSTER: Jean Forster. I notice
that there's a disconnect between the current
Qut cone Measur es and t he current Process
Measures. | nmean, I'mnot sure if they were each
just a sanple, but the process neasures are very
clinically oriented, and the outconme neasures
speak to behaviors and risk factors that are not
necessarily easy to change in clinical settings.

COL. WOODWARD: You're correct, and |
think that's part of my -- ny belief is we need
to recognize that if, for exanple, we want to
| npact sone health outcones |ike lung cancer, the
big |lever may not be in the exam room A piece
of the lever mght be in the exam room but the
big lever mght be community-based programns.
Worksite -- |1 think some people have suggested
that worksite policies restricting where people
can snoke has had maybe as big, or bigger, effect

on snoking rates than providers advising people
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about snoking. So, our neasures are a |ot of the
clinically-based nmeasures, these are what have
sort of grown up over the years in a systemthat
our health system was built as a casualty
treatment system to treat sick and injured
people, and to inprove their health and actually
be much nore of a public health nodel my take a
reorgani zati on of our heal t h system and
reprioritization.

DR. FORSTER: So to follow up on that,
you're not Ilimting vyourself to nmeasures that
measure clinical kinds of activities. For
exanple, the Community Preventive Task Force,
what ever that is, one of those, they are issuing
a whole set of community-based guidelines on a

regul ar basis, and you would be open to those?

COL. WOODWARD: | believe that the Air
Force -- we have actually engaged our bigger
conmmunity besides the nmedical conmmunity, in how

to inmprove health. We have a Community Action
Board that's actually run by the line |eadership
of the Air Force. W have an integrated delivery
system that brings in the comunity inpacts. And
I would argue that the mlitary, because we

actually have a nore integrated community system
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If we focused on sone of the capabilities there
and actually built capabilities there, we could
have sweeping effects on the health of mlitary
popul ations that we won't have by focusing on
just the exam room And | would say that that's
a -- | don't know if that's the enterprise view,
that's Kelly Wodward' s view. | would say, for
exanple, snoking intervention is a really good
exanple. Over 30 percent of Active Duty mlitary
snoke, far above the national average. It ought
to be considered a nmajor problemin the mlitary
--and it is -- but the action may not be to just
get everybody into an exam room That is
probably not the nost inportant intervention and,
in fact, snoking cessation -- | don't think we
have the right capacity, nor have we resourced
the capacity, to actually help people quit
because we're expecti ng maybe one- on- one
intervention with a provider, who nmay or may not
have been trained in it, to sonmehow do that.
Maybe there are other venues where we should
build capability, but we haven't resour ced
accordingly. So I think if the nmeasures of quit
rates are sonmething that we want to measure that

may be pointing to an intervention in a community
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rather than a clinical venue, | think that's fair
game.

DR. LAUDER: | have a question and a
comment, and it may be premature at this point,
but it seens like a |lot of what we're discussing
right now is kind of going back to the question
we were asked last tine that had to do wth
physi cal exam the use of the physical exam in
the Active Duty. And | think anongst that
di scussion canme out a lot of concern about the
mlitary popul ati ons in general , i ncl udi ng
Retirees, et cetera, and Tricare constituents.
And it seems like it all kind of stenms back to
what kind of information do we need to get, and
that's kind of the primary issue. And then does
that need to be standardized, first and forenost,
and then what do we do with that information.
And it seems like there's two tiers. It seens
like there's alnmobst a preventive tier and a
problemrelated tier because of the differences
in age. You're going to have very standard
I ssues where maybe you could tobacco prevention
in a younger population early on, you may be
dealing with the problem of |ung cancer in the

ol der popul ati on.
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So, | think it has to kind of stem
back from what information do we need first and
forempst, and then what can we do wth that
I nfor mati on. And, clearly, you want nor e
information than you have outcome nmeasures at
this point in time because ten years down the
line there may be different outconme neasures that
we can neke differences in problenms where we
maybe can't do that now

So | don't see it being very different
than that original question, and it seens |ike we
could relate it all as a DOD issue right off the
bat, and change the whole, | think, mlieu of
t hi nki ng.

COL. WOODWARD: | certainly agree. I
think it's not going to be as sinple as just have
a portfolio of neasures that weasily fits the
entire spectrum of issues that the DOD m ght have
in our conplicated population. Also, | think
it's going to be a work-in-progress continually,
and so | think the biggest enphasis is to get
started on neani ngful neasures, know ng that over
time they' Il change, we'll inprove, we'll get
better at it, but if we don't start and we don't

use them systematically and purposefully, again,
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| guess | would say we'll end up wherever we're
going to end wup, by chance rather than by
pur pose. And so systematically using them even
If they're inperfect, mght be the best step.

DR. OSTROFF: David, and then Dr.
Br own.

DR. ATKI NS: Well, first, | want to
conpliment you on putting this issue forward and
doing a nice overview of some of the challenges.

| guess it would help me to get a clear picture
of what you want from the Board in ternms of
taking this next step forward.

It would seem that one step is to
think -- conme to sone agreenent on what we think
the critical sort of objectives are in the way --
| i ke Healthy People came up with sort of |[|eading
health indicators -- so cone to sonme agreenent --
all right, what are the risk factors that we want
to focus on, and do that first. And then think
okay, what are the things that we would want to
neasure to track our progress towards those
goal s? And then the process of actually choosing
anong nmeasures -- you know, it's obvious you're
going to take people who know this stuff -- and

needs to weigh the challenges between the data
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that's available and the desire to be concordant
with other activities.

I do think it's inmportant -- and |
heard your suggestion not to reinvent the wheel -
- and to the extent possible, produce measures so
you can conpare how the mlitary is doing to the
general popul ation because, obviously, in sone
pl aces you're probably doing better and in sone
pl aces you're doing worse, and that's inportant
to know

| think sonetimes there are things
that you want to neasure even if you think they
aren't really actionable, just because they're
kind of a warning flag, a warning sign of things
goi ng on, and that you need to keep your eye on.

Maybe 1'11 let you just sort of
respond as to where you really want us to focus
our comments today as opposed to thinking about a
process that's going to take time to devel op over
t he next year or so.

COL. WOODWARD: And I'Ill respond to
t hat . First, as | think M. Pahland suggested
one thing that the Board m ght focus on is any
recomrendations on how to utilize the nmeasures

for the enterprise. How do we actually engage
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the stakeholders to get on the Performance
| mprovenent Process is one piece, and that m ght
be the overarching thing that is regardless of
the portfolio of neasures.

Dr. Opsut will probably talk a little
bit about the process we already have in place to
a sort of Board process to consider neasures and
to have a configuration, sort of control process
on our neasures, that may help you to understand
kind of how we are trying to do this, how we're
trying to develop and utilize neasures. But |
think that M. Pahland has suggested that if you
need to narrow it down, think about the issue,
for exanple, of sone sort of a Health Assessnent
Revi ew. Do we need sone tool to help us get
information on risk behaviors and that sort of
thing that we don't necessarily have a tool for
that right now that's systemwm de.

DR. OSTROFF: Mark Brown.

DR. BROWN: Thank you. | have nore of
a comment, or maybe there's a question in it that
sort of sinmulates really the last two coments,
and it has to do with the tinme scale, the tine
scale that you're conceiving the idea of health

out conmes neasurenent, or you nentioned a health
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assessnment review. And | guess |'m again thinking
of this from a VA, Department of Veterans
Affairs, perspective. | nmean, it seens to us --
often we have the inpression that when DOD gets a
new recruit, enlisted recruit person, that they
get them for a couple of years -- two, three,
four years maybe -- while they serve on Active
Duty, and then they separate from Active Duty,
and then the VA gets them as patients for the
next 50 years of their life. And t he
reason that's inportant, I t hi nk, i's, for
exanple, if DOD |ooks at that individual, that
enlisted soldier, 1 don't think -- speaking of

snmoki ng cessation, for exanple, you're not really

concerned about |ung cancer, | don't think. That
soldier isn't going to get lung cancer -- it's
unli kely they will get lung cancer while they're

on Active Duty.

We nmight see them when they develop
that lung cancer. | nean, snpking cessation does
have obvious inplications in ternms of imedate
heal t h of t hat i ndi vi dual , their mlitary
readi ness, their ability to carry out their
m ssi on.

My question is the perspective, when
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we're talking about these nmeasurenents and
t hi nking about things that can be preventive,
basic preventive nedicine concepts, that it's
I mportant to think of the tinme scale that you're
tal ki ng about. If you're |looking at diabetes
risk factors, for instance, you're not worried
about sonmebody necessarily devel oping diabetes
when they're in their 50s, perhaps you're worried
about maybe i1immediate issues of obesity, for
exanpl e.

And I'm thinking that i f you're
conparing what you're talking about to say what a

maj or health care system let's say Kaiser
Per mmnente, does things like this. They worry
about trying to do preventive neasures to keep
people healthy in the long-run -- you know, ounce
of prevention is worth a pound of cure -- and |
guess if there's a question in ny comments
sonewhere, it would be how would you conpare what
DOD's interest would be in thinking about
measurenments to think about better prevention
from the perspective of the length of tinme that
you have access to that person who is on Active

Duty versus, say, like your civilian counterpart

li ke a Kaiser Permanente? It seens |ike you'd

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

111

have to answer something |ike that before you
start thinking about netrics or things that's a
measur e. I guess l"m saying isn't t he
perspective a little different because the
tinelines are different?

COL. WOODWARD: My opinion is that we
have stated in the Departnment of Defense that we
are taking a life cycle approach to the health of
our mlitary personnel from the time we access
them with the possibility that many of them w ||
go on to retire and we will be responsible for a
good portion of their health care for the rest of
their lives. Adm ttedly, for certain
popul ations, the large majority don't stay in
beyond the initial enlistnment, but we are still
| think, aspiring to a life cycle approach, and
this Board has actually been involved in several
gquestions about pieces of that Recruit Assessnent
Program where we actually get a very robust
assessnment of their health at the begi nning. We
have tal ked about, well, that ought to feed into
a recurring, ongoing assessnent throughout their
time in the mlitary, and maybe even beyond,
about what their health status is, and the Board

has comented on those issues as well as the
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I ssue of how do we periodically exam ne people or
do we periodically exam ne them

But | agree our focus is on the
m ssion and what is inpacting the mssion, and
smoking -- for exanple, in the Air Force we did a
very clever study with actually snoking-related
illnesses in the mlitary anong Active Duty
people, basically bring down an Air Force W ng
full-tinme. In other words, the nunber of
smoki ng-related illnesses basically would -- you
could just take Lackland Air Force Base and just
basically wipe it off the map because that many
peopl e are out-of-pocket, young people with acute
snmoki ng-rel ated ill nesses.

DR. OSTROFF:. Particularly these cases
of pneunonia in Iraq.

COL. WOODWARD: Yes. |  think vyour
point is a very good one, and there's a need to
scope it that way, but | don't think we're seeing
it as limted to things that would be inpacted
necessarily in the career tinme of a mlitary
person, however short that m ght be. Do we want
tolimt it to that?

DR. OPSUT: No. On the other hand,

I think what Kelly was saying when he said
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actionable nunmber of vyears, it's not that you
don't care about lung diseases because we wll
have that, but in terns of our performance, you
have to have sonething -- as opposed to the U S.
tracking lung diseases as their performance
measure -- 30-year tinme frame and public health,
| ooking at that -- we need things that are, in

fact, actionable that, okay, what are we doing

that will affect sonething in 30 years, but that
we can talk about currently. | think that's the
di fferent perspective her e. e woul dn' t

necessarily want to track what's our incidence of
| ung cancer deaths because that's not actionable
ri ght now.

DR. OSTROFF: We have a nunber of
hands, but one comrent that | would make is that
It strikes me that there are a lot of big picture
processes t hat are goi ng on t hat m ght
significantly inpact some of the things that
we're tal king about. And when you |ook at the
current way that we're using Reserve Forces and
we're using the Guard, and the desires on the
part of the Pentagon to try to shift a lot of the
support services over to the civilian sector and

try to segregate the actual Active Duty positions
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to those that are actually doing m ssion-critical
activities, t hat when you think about t he
mlitary -- | mean, the mlitary, while we talk
about the health of the personnel itself, they
are here to acconplish a m ssi on and,
I ncreasingly, it's going to be nore difficult to
acconmplish the mssion by just focusing on those
Active Duty personnel because a lot of the
conponents of acconplishing your mssion are
being done by persons that are not actually
Active Duty. And so to what degree do we have to
factor in trying to approach those sanme types of
metrics for those personnel that are actually
playing relatively critical roles in terns of
acconmplishing mssion that aren't Active Duty
personnel . Ot herwi se, we're sort of mssing the
bi g picture.

COL. WOODWARD: | think that's an
excel | ent point.

DR. MALMUD: Mal mud. | think you' ve
done an extraordinary job of describing the two
el ements, and there is a nmeasure which can be
used to bring them together, and the neasure is
cost. Cost i's sonet hi ng t hat everyone

under st ands. It's applicable to m ssion because
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m ssion can be defined by cost per personnel and
the cost of an interruption in the m ssion. And
we have found in the private sector that it's a
very effective neans of tracking what we do.

At our institution, we have taken on a
fully capitated Medicaid population for which we

were at full risk. So every dollar spent was our

own noney. And we found that 3 percent of our
pati ent population is consumng well over 75
percent of our dollars. Wthin that 3 percent

population was a large cadre of <children wth
asthma being in the inner city. We actually
hired nurses who made regular rounds on these
homes, whether the child was ill or not, to teach
t he par ent how to care for t he child
prophylactically and reduce the acute care
hospitalizations. It was very effective because
we could denonstrate an immediate saving in a
young population as opposed to, for exanple,
snoki ng cessation in which the savings would be
many years del ayed, although we worked on that as
wel | .

So, | believe that there is a connect
bet ween the two, and you've touched on it wthout

mentioning the word, but the word is "noney".
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And that is a very effective means of tracking
and tying together these two disparate elenents
which you have clearly denonstrated are not
di sparate, they are connected. The neasure is
dol | ars.

DOD under st ands dol | ars. e
understand dollars in the civilian population,
and it's a very good way of measuring the
effectiveness of interventions.

We found that we had a nonconpliant

mat ernal population, unwilling to come early in
the pregnancy. Yet, when offered financial
rewards within the law -- for exanple, car safety

seats for infants and children provided for free
to the population who would seek early maternal
care; free vitamns; certain nunber of free
di apers -- one would assune that a parent woul d
wish this for his or her child and, yet, though
they wished it, they still needed incentives, and
I ncentives were very effective in reducing |ow
birth weight infants, which are a direct result
of poor prenatal care, as you pointed out once
agai n.

So there are measures, and | think the

nmeasure that ties them together, though we don't
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like to use the word, is noney, and the noney is
measur abl e. It's sonmething that all of wus
understand, as taxpayers, as DOD, as parents, as
I ndi vi dual s. Each stakehol der nust see sone
reward that he or she wunderstands, not the
t heoretical reward of a young person trying to
understand what the outconme of his or her
behavior will be 50 years ago, but sone inmmedi ate
reward for that kind of behavior, and it is cost-
effective. It does reduce the overall cost, even
though it's an out-of-pocket expense at the
moment. Your description is splendid.

COL. WOODWARD: Thank you. Just one
qui ck comment on that is that | would just throw
one caveat in there about the noney. Using noney
as a "currency" for nmeasuring health in the
mlitary is that our budgeting system -- you
know, we're allocated money from Congress. In
our process, it's not quite as easy to attribute
noney to sone of the processes in the Mlitary
Health System We've been trying to do it for
years, and it's a very tricky business, but nmaybe
worthwhile to continue to pursue.

DR. MAL MUD: | f I may, you're

absolutely correct. W had the sanme problem
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because it's a Medicaid system and there are
federal guidelines for how the system will work.
So in our case we got private donor to
underwite the expense of the additional services
provided to reduce the norbidity and nortality in
this Medicaid popul ation. So the private grant
augnented the Medicaid services. None of the
Medi caid services thenselves, the physician
services, was paid for by the private grant, they
were all paid for by Medicaid. And, in fact, the
Medi cai d expenses m ght have appeared to increase
I n sone areas, but they decreased nore profoundly
in others, and the private grant sinply paid for
access and for incentives. It did not pay for
anything which was prohibited by governnent.
Same probl em

COL. WOODWARD: Thank you.

DR. OSTROFF: Dr. Herbold and then
Mar got Kr auss.

DR. HERBOLD: John Herbol d, Texas.

DR. OSTROFF: Wel conme, John

DR. HERBOLD: My questions/coments
are nore nmundane. l"d like to congratulate you,
Kelly, this is a great approach. My concern

regards nethodol ogy. Many tines these success or
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failure are determned by a series of cross-
secti onal preval ence surveys of a unit of
analysis that's at the group |evel. So at the
W ng or the Squadron or at the MIF, or whatever.
And | think it's inportant that if you
want to have this be a value to the individual
and truly measure whether you' ve changed behavi or
and/or health outcones is that it needs to be
| ongitudinal in some manner, and the wunit of
anal ysis needs to be at the individual |evel, and
t hen you coul d aggregate that up. But, you know,
a nunber of folks in squadrons/wi ngs -- people
cone and go -- and a |ot of assunptions nmade for
nati onal studies assune that county popul ations
or state populations stay constant, or there
m ght be sone adjustnments for that. But in the
mlitary setting, I really think that t he
met hodol ogy of analysis and to attribute success
or failure needs to be seriously |ooked at. You
cannot just do a series or cross-sectional
preval ence studies and -- if | were the Wng
Commander, | would not be happy with that, if |
under st ood anyt hi ng about statistics. Thank you.
COL. WOODWARD: I think you're

absolutely correct, and | just want to say real
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quick that the Air Force -- we've had sone
adventures into that very issue, to the point
where we -- we have a very integrated health
system so we <can keep track of individuals
wherever they are in the world, and we are
getting better and better at it all the tine. So
we are able to actually attribute things all the
way to the individual probably better than a | ot
of other health systens anywhere. But in the Air
Force, we have tried to build a few neasures
around popul ati on heal t h, around clinica

preventive services in particular, stratified all
the way down to the individual |evel. And when
t hat individual noves, Kelly Wodward noves from
Scott Air Force Base to Brooks Air Force Base, ny
health -- my denom nator just noves to a
different unit, but all ny health data is stil

attributed to nme, and that new unit has now got
me in their denom nator and they are now tracking
me for action, and it's scalable all the way up
to the enterprise view. And so we have had sone
successes, and you're right, the nethods are
extremely inportant. | guess | don't know that
we ought to aspire to have all of our neasures

initially be all the way down to the individual
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| evel because that m ght be too hard right away,
but we ought to build toward that nodel.

COL. KRAUSS: Before | was at Walter
Reed, | used to be at Fort Lew s, Washi ngton. I
ran the Preventive Medicine Residency out there,
worked in the Preventive Medicine Service. And,

certainly, the Arny is set up very differently

the Air Force in how we operate, so |I'lIl give you
my Arny experience. | don't know about the Air
Force.

But at that tinme, we had a health risk
apprai sal which really was a local public health
program where we would get the risk factors very
much |ike what the Air Force is talking about,
and it was really run from the community health
nurse standpoint as a health education tool to
| et people know what their risk factors were, how
they could do sonething about it, but it was also
a commander's program So as we went out and did
a unit, then we'd go back to the commander and
say "You have 46 percent of your soldiers are

smoking, 4 percent give a history of trying to

commt suicide in the past". All the risk
factors basically were just outlined. Then the
commander had the ability to say, "Well, we
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really need" -- whatever -- "snpoking cessation,
we need nental health”, and we'd bring together
all those different elenments to the unit to help
t hose individual soldiers. I think it was a very
effective program and that's really the way --
It was a public health nodel to try to inprove
the health of the popul ation.

Now t hat I'm at \Walter Reed, I
actually can | ook back at sonme of that historical
data and actually do |[|ongitudinal anal ysi s.
Unfortunately, t he HRA  program di sappeared
sonewhere along the I|ine. | don't know all the
detail s about that.

And then in concert for the clinical
portion, what we did was targeted studi es because
we certainly don't have the resources out there,

at least in the Arny, to do everything all the

time. And so we would take the major public
health problens -- certainly, STDs are always a
major health problem -- and then we'd put

together a program to address those problens. So
at the tinme that | took over the STD Clinic -- we
had a centralized STD Clinic, which is also
unusual in the mlitary -- we had over 60 GCs a

nont h. By the time we put together our entire
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program we were averaging 2 GCs a nonth. So
this was a major effort, and | think that success
has held on. But we would go down each one of
the Preventive Medicine criteria and do an
anal ysis, say what we need to do to attack that
problem and then years later we'd go back and
relook at it. But it would be very hard for nost
Preventive Medicine physicians in the Arny at
|l east, at a small post with a small staff, to
track all these things all the tine. So, | just
put that out as an alternative method.

DR. OSTROFF: Thank you. Grace.

DR. LEMASTERS: In a study | did once
of trying to change behaviors in carpenters, we
wor ked on journeynen and found that that was very
unsuccessful, but the apprentices we were able
to, when they first went into carpentry, really
change ergonom cally how they were doing things.

So, | was just thinking about front-
| oadi ng your efforts and with recruits |ooking at
snmoki ng patterns and even doing breath sanples on
recruits for cotarnine or alcohol or drugs or so
forth, and really getting sonme objective neasures
perhaps incentivizing them for not snoking,

whet her it's di ff erent i nsur ance or better

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

124

I nsurance or money or tines off, and for those
that would be willing to stop snoking, nicotine
patches -- you know, the recruits want in, and
they are going to do what they can do to
hopefully get in and stay in.

So, | was just thinking, rather than
trying to change behavior, how to prevent it at
the outset. So I don't know if you' ve tried that
focus, but that's one |I did, and also |ooking at
obj ective breath neasures. As Col. G bson and
ot hers have done in a study, as you know, | ooking
at field exposure, breath sanples are easy to get
and very exacti ng.

And the other thing | was wondering
about conbining two prograns |ike al cohol use and
injury reduction, alnost |like a 2-for-1. If you
focused on al cohol use, |like we saw at Kirkl and
Air Force Base, they have a great injury program
or surveillance program and tied it in wth
accidents that were occurring in car and al cohol
use, so 2-for-1 on that one, naybe.

COL. WOODWARD: That sounds fabul ous.

Just one comment on snmoking in young recruits
You've hit on an issue that we're very sensitive

toin the Air Force. W have seen snmoking in the
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19- to 25-year-old age group in the nation has
actually increased for the first tinme in a |long
time, and that's very troubling, and we're seeing
that in the mlitary as well. So we're | ooking
at interventions for people who first conme in the
mlitary, to prevent them frominitiating snoking
preferably, and then snoking cessation as a fall-
back position.

DR. OSTROFF: Let's take one or two
nore -- well, we have three conmments over here
and then we'll have to nmove on to our next
presentation. Dr. Cline.

DR. CLI NE: Barney Cline. Apropos to
Dr. Malnud's coment, here we are near Hartford,
Connecticut, which |I think of as the heart of the
i nsurance industry in this country, and | just
wonder how nuch -- it seens to nme that no one
knows nore about risk factors and relating that
to outcones than the insurance industry, both
life insurance and health care. To what degree
are we taking advantage of that experience, that
knowl edge, that body of information?

COL. WOODWARD: Well, sir, | guess --
to nme, it seenms that many of the risk factors

t hat we're concer ned about have been wel |
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est abl i shed in close association wth the
outcomes of concern -- you know, smoking and |ung
cancer, overweight and obesity, and a whol e host
of problens, cholesterol and heart disease -- |
guess | feel like we're on pretty solid ground to
target those risk factors.

DR. CLI NE: Well, dollars drive the
I ndustry. And com ng back to what Dr. Ml nud
said, it seenms to ne just intuitively because
this is not ny area of expertise, that there's
know edge and experience there that we have not
fully captured.

COL. WOODWARD: Thank you.

DR. OSTROFF: Mark.

DR. ZAMORSKI : | think there are many
really fundanmental sort of tensions or issues
that will have to be resolved in order to address
the questions before the Board. One is the sort
of uneasi ness between our expectation that our
menbers will be honest with us about their health
so that we can have good data and so we can
provi de appropriate care, with the sanctions that
we bring to their honesty when we |limt their
career options and such. And as we want better

data and nore honesty and better access, we're
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going to have to try to find sone way to resolve
that, or at |east decide that this is the right
bal ance. And |I'm not sure if there's a
structured way of doing that.

The other is some tension between an
I ndi vidual's expectations of privacy about their
health data and the mlitary's need in order to
have conplete data in order to nmke good
decisions, and the trend in society, of course,
is to better protections for individuals about
sharing their data, and | think in tine that wll
filter through to the mlitary.

And then, lastly, and | think perhaps
nost inportantly, is the right balance between
i ndi vi dual freedons and community constraint when
it conmes to health pronotion activities. And
one, of course, advantage that the mlitary has
S our ability to control many of t he
circumst ances of our nmenbers' lives in a way that
both facilitate good behaviors and elimnate bad
ones, but the issue about snmoking in submarines
just really, of course, floored ne because | just
-- I was totally shocked to hear that, and it
woul d be a good exanple of one way to restrike

t hat bal ance.
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DR. BROWN: | couldn't believe they

would |et submariners have matches, nuch |ess
cigarettes.

(Laughter.)

COL. HOFFMAN: Ken  Hof f man, TVA
Popul ati on Heal th. We're tal king about health,
and one of the things that's kind of been
striking, | guess, as |'ve been |looking at this,
Is that we really don't seem to have much of a
health vocabulary in terns of what we're trying
to create over the long-term as opposed to
problems that we're willing to acutely treat in
the short-tine. How do we develop a healthy
popul ation w thout being able to even have the
wor ds descri be what we're trying to do?

And there may be kind of a doorway at

this point. I think there's a high interest in
obesity, and this has becone, | think, from the
PHS side of it, and | think DOD also, has a

strong |level of interest to |ook at what it m ght
do to kind of create a |ess overweight
popul ati on. But as | |look at that, the other
thing that we've been trenmendously successful in
sone of our behavioral change progranms of the

past, to the point that as | look at -- talking
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about snoking cessation -- addiction is, | think

a disease in every sense of the word, and the

success rates we're willing to tolerate really
becones a system s issue. We seem to be happy
with 5 percent if it's tobacco. | think diabetes

we wouldn't be too happy with 5 percent, but we
m ght strive for sonething higher. In fact,
we've had that <capability wth alcohol, being
able to reach about 5 percent success.

So, | think there's things we m ght
| earn from what we' ve been abl e to do
effectively, which is also being able to follow
t hose populations that we could maybe use as a
nodel for the activities that need to be in
pl ace.

One of the things | also get concerned
with when we tal k about metrics is that we have a
tendency to put netrics out w thout necessarily
attaching it to a business process work that
needs to be done, and it m ght be good, whatever
we define as a netric, to have it linked up to
specific activities, and then from there to
follow the individuals, which is the other -- in
terms of the netrics of what defines our health

status, both problems and strengths, and then
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foll ow ng that over tine.

| guess it's nore of a commentary, but
we have so many scattered systens it's al npost
like we're in a data snog right now, and we don't
know quite where to pull things together, what's
reliable -- in fact, a lot of the data my be
unreliable -- and try to pull it into a coherent
health system that's actually inproving the
health of the command. And in the process of
doi ng t hat, we're setting maybe nati onal
standards in ternms of what inproved population
heal t h woul d be.

COL. WOODWARD: Thank you.

DR. OSTROFF: One | ast comment.

DR. LAUDER: Per haps I'm not
understanding this clearly, but it still seenms to
me |ike we're tal king about -- we have a question
of outconme measures where we still don't have a
st andar di zed dat abase. Are we going to have to
come up with different plans for the different
services, and di ff erent popul ati ons with
different risk factors? Seens |like we're a step
ahead before we've established what our database
even is. And maybe |I'm just not understanding it

clearly, but | think one of the things -- and you
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brought up the Arny may have a hard tinme getting

all that information all the tinme. Well, we have
to assure that if we're going to have outcone
measures that are going to be useful across-the-
board, we still have to have the sane data for
ever ybody.

COL. Rl DDLE: That's ultimately

i mportant, and the whole session this afternoon

Is going to be focused on DOD datasets. M ke
will give us a good overview of what's available
t hat overcones any service specificity. That's

the difficulty of this whole thing, it's one
thing to say what's desirable to measure, and
then the other is what's feasible to measure

gi ven our conplex system that has four services -

- five, depending on how you count -- plus the
DOD, plus even cross-wal king behavioral issues
into the line side of the services -- at |east

|'"'m saying the Air Force, you find yourself in
rice bows are different than what we're used to
dealing with, and it gets very tricky.

DR. OSTROFF: Vell, we have sone
wiggle roomin the schedule for discussion, which
is why | let the questions and answers go on.

Bef ore we nove on to the next presentation, we do
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have two Board nenbers that have arrived since we
went around the room and did introductions. So
if Dr. Bl azer and Dr. Her bold wouldn't m nd

I ntroduci ng thensel ves.

DR. BLAZER: |'"'m Dan Bl azer. I
apol ogi ze for being |ate. I had a neeting | ast
ni ght . I'"'m a professor of psychiatry in

community and famly nmedicine at Duke University
Medi cal Center. I'm a psychiatrist and an
epi dem ol ogi st .

DR. OSTROFF: John.

DR. HERBOLD: My nane is John Herbold,
Uni versity of Texas School of Public Health. ' m
going to brag a little bit. W just received our
funding for our Academic Center for Public Health
Preparedness, and we also just got notified this
week that we got a HRSA grant for continuing

education for bioterrorism awareness for health

pr of essi onal s. That's ny political plug for the
day.

DR. OSTROFF: Congr at ul ati ons. CQur
next presentation is by Dr. Bob Opsut, from

Health Affairs, and he's going to talk to wus
about DOD-wi de netrics efforts. | must confess,

in listening to some of the discussion, that when
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we think about what works and what doesn't work,
there's always the carrot-and-the-stick approach,
and many of the coments about trying to
I ncentivize positive behaviors, | think, is very
i nteresting because | think far too often we try
to take the stick approach rather than the carrot
appr oach.

DR. OPSUT: Good nor ni ng. Good segue
on consolidating nmetric efforts because in fact a
couple of years ago we |ooked out and we did in
fact see multiple efforts going on, and we said
we need to start putting sone structure on this.

(Slide)

But, first, why do we even ask this
question? Well, there's really two reasons. One
is, actually the governnent requires us to. The

governnment Performance and Results Act of 1993

requires all governnment agencies to develop
performance neasures, and |'m not just talking
popul ation health here, 1'm talking in general
how are the agencies doing in ternms  of
per f or mance. But, nore inportantly, and what
we're getting here is, we want to. W want to

see how well we are doing, and we want to measure

that conmpliance with policies and the strategic
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di rection.

(Slide)

And it's got to start from the top.
You have to start with what is the strategic
vi sion? VWhat is the m ssion? How will it be
acconpl i shed? What is the strategy? \Vhat are
the markers for that acconplishment? And how do
we neasure those markers?

(Slide)

But here's what really happens to
us. Again, in ny job, I'm Director of Program
Revi ew and Evaluation, and | sort of head up the
metrics progranms for the MIlitary Health System

and we've got many, nmany bosses. And so Congress

asks, "How are you doing?" And OMG asks, "How
are you perform ng?" The Secretary of Defense
says, "What are you doing?" And the Under

Secretary of Defense for Personnel and Readi ness

that we work for | ooks across his span of control

and says, "What's going on in Health Affairs?"
And t he Assi st ant Secretary, t he Tricare
Managenent Agency, the three services all have

gquestions that are asking how are we doing in
ternms of performance. And then, finally, our

regi onal | ead agents are asking that.
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And if we | ooked at this three or four
years ago, we would have seen each one of these
coming up with a different set of netrics. In a
sense, we're asking the sanme questions, but still
comng up with a whole host of "Well, we're going
to neasure this, and here's how we're going to
measure it, and give us this data. And, M. MIF
Manager, we need to neasure this, so give us this
data", and so on and so forth. And we found out
that there were just a whole host of different
information requirements that were asking simlar
gquestions, but asking it in slightly different
ways. So we came up with a Consolidation Board
that was trying to do that.

(Slide)

Again, sonme of the different nmetrics
prograns that are out there, and everybody wants
their own neasurenent of performance, GPRA
requires it. OMB is asking us to actually have
comon measures with the Veterans Adm nistration
with HHS. The  SECDEF, we do an annual
performance contract with him that says how we're
doi ng. The Departnment of Defense has a bal anced
scor ecard. There's a program called Monitoring

the Status of the Force. W do a quarterly
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review of the MHS and, again, all these specific
pr ogr ans. And each of these prograns have a
different flavor to them but they are all asking
t he same questions.

(Slide)

Most recently, the SECDEF required a
Bal anced Scorecard. Personnel and Readi ness had
10 to 12, and we got essentially 3, some dealing
wth sati sfaction, sonme deal i ng with
productivity, and sonme dealing with how nmuch we

spend on the outside, a cost neasure.

(Slide)

We have, in fact, come with an MHS
Strategic Plan. We used Harvard's Bal anced
Scorecard approach. We basically |ooked at
external custoners, financial -- we have five
di fferent per spectives, sonme deal i ng W th

financial, sonme readiness, sone quality, cost --
l'"m sorry, six perspectives -- and interna
cust oner.

What we're trying to do is, again,
whenever a request conmes up, we're trying to
develop a Standard Metric Set, and what we're
asking for from you is input for that standard

Metric Set, that says, "You want this. Here is
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what we're neasuring and here's how we measure
it". But the fact is that as we went through the
strategic plan, there were a bunch of holes in
It. By using the Balanced Scorecard approach,
we're able to say, "Well, there's this section

that we don't have a neasure for, but we know

it's an inportant concept”. And by doing that,
we decide that there are, in fact, mny things
that need to be developed and, in fact, the

popul ation health is one where we have sone
rudi mentary stuff, but we really need sonme help
I n deciding what are those | arger key neasures.

(Slide)

This is in your sheet. | know it's
hard to read, but these are, in fact, the list of
metrics off the Balanced Scorecard, and you'l
notice that some are in red, sone are in yellow,
and sone are in green. The green are the ones
that we can do fairly well right now in terms of
measuri ng. The red ones are the ones that we
need a lot of work on and that are basically
conceptual, and the yellow ones are the ones that
we have sone idea as to what we are doing, but we
still need that.

The two -- and | apologize for the
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smal | print -- but the tw that are nost
appropriate here is one that says "Quality
Qut conme Measures", and that essentially, as Kelly
tal ked about, is sort of the HEDI S |ike neasures,
how are we doing on the quality indicators. And
the other one is how the communities -- and we're
| ooking at the Healthy People 2010 neasures --
and, again, we've got sonme rudinmentary concepts
as to what goes in there, but we really need to
know are they the right things that we should be
measuri ng, and how shoul d we neasure those.

(Slide)

When you cone up with your
recommendati ons, one of the places that it wll
have to conme through is what we call the Metrics
St andar di zati on Board. Because we have so nany
| arge efforts in ternms of this, we decided to
have a board conposed of the three services and
Health Affairs and TMA, to standardize the
measures to say, "When we tal k about satisfaction
with health plan, here's how we're going to
nmeasure, here's what the database is going to be,
here's what the nmethodology is going to be, and
here's how it will be displayed.

We started with things we already had
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in the Performance Contract and the MHSER, nmuch
of what you saw on the |ast page, but we're
trying to integrate with rmultiple comunities and
multiple interests. When these things conme up,
you've got the Arny doing one thing, the Air
Force doing another, the Navy doing a third
thing, and what we're trying to do in this
program is say "Wiere are those commpnalities,
which ones are the best to breed, which ones do
we think make the nost sense and that drive the
right behavior from a strategic view'. And,
again, we have to decide on what the definition
is, what the data source is, what the nethodol ogy
I S.

Once we do all that, we go back and
reengi neer the old prograns. So we'll go to
Kelly or to the Air Force and say, "Okay, this is
how you were neasuring it, but we need you to
change in this direction in order that we have
this consistent measure from the top to the
bott om'. It also beconmes the source, this
Metrics Standardization Board, for those new
measur es. So when your recommendations cone up,
in order to have it inplemented systemmi de, this

Is the Board that will | ook at the nethodol ogies,
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| ook at the data sources and say, "This is what

we want, how we're going to neasure those
t hi ngs".

(Slide)

We've got basi cal | y, agai n, three
services represent ed, but we also have a

Triservice Metrics Wirking G oup that essentially
gets down into the weeds and |ooks at the
I ndi vi dual dat a el ement s, | ooks at t he
met hodol ogy. Those are the technical experts.

(Slide)

But what we really need to start with
is what is the senior |eadership vision, that
really is what should drive the m ssion and form
the basis for the netrics. But we need to use
the same data so that when the Arny reports a
manmogr aphy rate, the Air Force reports a

mamogr aphy rate, the Navy reports a manmography

rate, it's using the same nethodol ogy because,
otherwi se, we get very mxed nessages. And,
again, we need that for both our internal

custonmers so that we're driving the right
behavior down the deck plate, and for our
external custoners so that aren't hearing things.

Is the snoking rate going up, is the snoking
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rate going down, is the mamography rate going

up, is the mammography rate going down, and so

on.

So, as your reconmendati ons cone
forward, this is the place where it wll be
vetted, where it will be |ooked at to make sure

that it's consistent across all three services.
And with that, I'll take questions.

DR. OSTROFF: Thanks. Let's open it
up to sonme comments and questi ons.

COL. HOFFMAN: Ken Hof f man. " m not
sure if it's easy to understand how the different
met hodol ogi es could cone into play -- you know,
take that manmogram rate and how different
met hodol ogi es had been used to calculate what,
from a process standpoint, would be a very sinple
t hi ng.

DR. OPSUT: Okay, let's give an
exanple. Let's use the nmammography rate. At the
current time, we use a survey nethodol ogy that
essentially asks wonmen when was the last time you
had a mammography, and it's across all of DOD
that we can do that. Now, that's fine from a
Heal t hy People 2010 perspective in terns of what

Is the mamography rate, but because it's a
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survey you can't drive it down to individual
provi ders.

So we're trying to get nmethodol ogies
that look at, in fact, our clinical data that
can, in fact, get down to the provider |evel, but
now you've got to conme up with the nethodol ogy
that says looking at the clinical data, |[|ooking
at our autonmated data, what's the population of
Interest, what's the indicator that a manmography
was done, how do you go across both our direct
care system which is in our MIFs, Mlitary
Treatnment Facility, and how do you cross-walk
that with the purchased care data, which is
essentially clains data.

Popul ation of interest, sonmething as
sinple as who's enrolled and who's not enroll ed.

The HEDIS definition says you're enrolled for
two years continuously, so you've got to talk
about what does that nmean in the Mlitary Health
System to be enrolled for two years continuously.

If somebody noves from Base X to Base Y, are
they still considered enrolled, and do you assign
it to Base X where they began with, or do you
decide to assign it to Y where they're at?

support contractor to being enrolled in an MIF,
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Is that still continuous enrollnment, or not? And
dealing with those types of issues on what's the
met hodol ogy t hat when you say what's the
mamogr aphy rate, it's a fairly sinple question.
Getting down to how do you apply it to the
specifics of the DOD databases becones nuch nore
difficult.

But even the |arger strategic question
of what are the right outcones that we should be
|l ooking at is -- is mammography rate the right
i ssue that we should be |ooking at? How does
that affect readi ness?

Clearly a third of our adm ssions are
related to births because for the nopst part we
have Active Duty famly nmenbers who are married
and fenale. So a lot of our neasures at the
noment are related to low birth weights and
pr enat al care and so on. But , again, a
perspective of what are t he i mport ant
determ nants of health and what are the processes
t hat we ought to be neasuring in order to do that
Is part of your task.

DR. OSTROFF: Before | take the next
question, <could | ask you -- [|I'm |ooking the

Standard Metric Set that you presented, and sone
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of it is not decipherable to ne, mybe because |
just don't understand all of the different terns
that are on here like "instrunent panel"”, and,
plus, it's a very different set of nmetrics than I
was anticipating seeing, that it seens to be
metrics of the level of performance of the health
care system rather than levels of health per se.
So, |I'm wondering if you could conmment on those
two issues? Il mean, it looks I|ike how many
people Ilike their health care encounter, and
things of that nature -- how often the tel ephone
I S answer ed.
DR.  OPSUT: Again, the popul ation
health is part of a larger set of perfornmance

nmeasures that include cost and satisfaction and

so on.
(Slide)
The instrument panel -- the Bal anced
Scorecard is, again, linked to our strategic

plan. Here are the things that we do, and you'l

see the different perspectives on the right. I n
addition to that, there's an instrunent panel
that tries to nmeasure at |east the ones that are
quarterly or nonthly in nature, but then there

are sone other things that aren't on the bal anced
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scorecard that we also neasure, they are nore

just itenms of interest, so to speak -- things
| i ke how many enrollees do we have, things I|ike
tel ephone inquiries, things |ike how many RVUs,

how many outpatient workload did we do, how much
RWPs, adjusted adm ssions, did we do in the
system But, again, this is the whole set of
standard netrics that include population health
in just two of them nmaybe three. There's one
that's preventable adm ssions, but putting this
in the context of this larger standard netric
set.

COL. KRAUSS: Mar got Krauss again. I
think this presentation is critical because how
you neasure things makes all the difference in
the worl d. And again I'lIl go back to ny Fort
Lew s experience. W were interested to make
sure that Active Duty wonen got their pap snears,
so we did a survey and only like 70 percent were
reporting getting their pap snears.

So we did a different type of study
and | ooked at those wonen who had been actually
at Fort Lewis for a year, and using the pathol ogy
records we docunmented over 90 percent had gotten

their pap snear. So, which nunber are you going
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to use?

Li kewi se, with the community prenatal
care, it actually hit the newspapers that only 70
percent of our wonen were getting prenatal care
in the first trinmester, which we were not very
happy about. An investigation into that | ooked
at our definition of what is prenatal care. The
| ady who was coding it on the birth certificates
deci ded that what we do in the mlitary, which is
en masse prenatal care, was not prenatal care, so
she didn't count the first visit.

So that type of thing is not an easy
answer, and I dare say install ati on-to-
installation is going to be very different. Who
that person is who is coding this information is
going to be, again, very different. Thank you.

DR. OPSUT: And, again, whatever we
get into this, this is one of the problens trying
to consolidate the three or four services that we
tal k about because, in fact, they have at | east
different reliability of data systens. Sone of
t hem have different data systens. And what we're
trying to do in this process is saying we' ve got
to get a way so that they all talk to each other.

DR. OSTROFF: Other comments? Roger?
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Lt COL. GIBSON:. Roger G bson. | would

just try to tie together what Dr. Herbold said
and what Mar got said here, cross-sectional
st udi es, particularly cross-sectional st udi es
using survey instrunents that have questionable
validities both internal and external, really do
create problenms when we try to neasure --
st andardi ze neasures across popul ations. It's a
critical point.

The anal ogy that you used of neasuring
prenatal care is a perfect exanple of that. A
survey that -- do we renenber that, do we
remenber when we had our |ast cholesterol? We
ran into that with it here in Region 6 tinme and
ti me again.

DR. OPSUT: So we've been attenpting
through this process to drive it from using
surveys, although, clearly, for sonme nmeasures,
surveys is the nost appropriate when we're
tal ki ng about satisfaction with health care. I
don't know of any other way of doing that. But
for things that we can, in fact, get clinical
records or at least clains data, we're trying to
drive that down to that |evel

DR. OSTROFF: Dr. Brown.
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DR. BROWN: Thanks. I don't know -- |

got in late last night, and I"'mreally lacking a
little bit of sleep, but I'm having a little bit
of trouble understanding exactly what you're
trying to do here because |I've heard it stated in
slightly different ways.

As | understand what you're trying to
do here, you're interested in figuring out ways
to neasure health outcomes that affect readiness,
so that you can then prioritize your preventive -

- the resources that you have for prevention, you

can prioritize them and put them where they'l|l do
the nost good, | think is what you're trying to
do.

And it strikes nme that maybe a
suggestion would be that the way you coul d decide
what to focus on would be just cost, just the
cost figures, that would be a good analogy in a
civilian counterpart, a civilian nedical system -
- you know, what outcones are costing you the
nost noney, you could neasure that.

And then |I'm not sure that would work
in your case, for Department of Defense, but
maybe readi ness nmeasurenents would be a good

metric. And |I'm wondering, is there any data, is
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there any information -- sonebody nust have just
sunmari zed the various types of disease, various
heal th problens and how they affect readiness. I
mean, sonebody nentioned earlier that smoking had
a profound effect on readiness of certain Air
Force conmponents, | forget what it was. But is
there a nmeasurenent? Is there some sort of a
list of what are the things that create the nost
down tinme? \What are the diseases and illnesses
that cause the nost down time, that have the
| argest inpact on mlitary readi ness at anyti me?

DR. OPSUT: One of these is actually
headed | ndi vi dual Medical Readiness. What is the
process of actually trying to get to what's the
percentage of the mlitary population actually is
ready at any given tinme to deploy, and the
reasons why not . Di d t hey have their
I mmuni zati ons? Did they have their shots? Do
t hey have their dental, and so on? W don't have
that information very readily --

DR. BROWN: But is that the nmjor
focus, t he primary focus of what you're
i nterested in?

DR. OPSUT: | think it's a little bit

broader than that, it's population health in
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gener al , realizing t hat for a signi ficant
popul ation it will inmpact readiness. But | don't
think it's just I|limted to the Active Duty

popul ation. Correct nme if |I'mwong, Rick.

COL. RI DDLE: No, no. The questi on,
t he broad question, is you may be able to pilot a
particul ar nmeasure of a particular measure on the
Active Duty side to see if the system supported,
and then you're able to then take that to the
beneficiary side, or it my be a particular
neasure that is applicable given the availability
of the data systens, both Active Duty and
beneficiary side.

I had a question for Dr. Atkins. The
| ast recommendation where we |ooked at the
clinical preventive services and t he
recommendati ons of the USPS Task Force, literally
what they have done is they have |ooked at all
t he avail able evidence, and based upon the best
medi cal evidence they have nmade recommendations
that if we do these things, that will result in a
| ower norbidity among these individuals in the
popul ati on as a whol e.

So these are the processes that wll

| nprove population health, and that's a Clinical
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Preventive Services guidelines?

DR.  ATKI NS: Yes. So from the
clinical end in terms of specifics or one-on-one
preventive servi ces, t he Task Force
recommendati ons provide a basis for saying these
are clinical interventions you could inplenent
that woul d have effects on health outcones.

The recomrendat i ons have to be
translated into netrics, HEDIS does that for
health plan data. And so there's a translation
process that's sort of figuring out, okay, how do
you turn that into a neasure that you're going to
track, and the netric you mght come up wth
given mlitary data mght be slightly different
from HEDI S, depending on what data you have. And
HEDI S neasures have generally followed Preventive
Services Task Force recomendations in terns of
their metrics on preventive care.

COL. RI DDLE: But the HEDI S netric is
nore to conpare health systens than really to
focus on inplenmentation of the process for the

recommendati on of the Task Force guideli ne.

DR. ATKI NS: Ri ght . | mean, HED S
measures cover ~-- it's a broad spectrum for
conparing health plan quality of care. Sonme of
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the neasures are delivery of preventive care.
Some of the things you talked about in your
nmetrics, satisfaction wth care, processes of

ot her system processes, and sone are managenent

of acute illness, asthma care, and chronic
I 1l ness, diabetes mnmanagenent, things |ike that.
And so they have a nunber -- they are sort of

di sproportionate for preventive care because they
are easy to neasure on a broad population, but
it's still only a segnent of the conplete

recommendati ons for preventive care from the task

force.

DR. OSTROFF: Dana.

COL. BRADSHAW Dana Bradshaw, from
Uni form Servi ces. | just wanted to get back to
Mark's question, and it hasn't, | guess, been
brought up explicitly here, but | think the

background of this group, nost people know about
the Prevention Safety and Health Pronotion
Council, and there were costs really identified,
burden of illness identified, issues that the
Prevention Safety and Health Pronotion Counci

chose to work on. Those were tobacco, alcohol
and injury, and those were the three mmjor things

in terms of cost and inpact on the mlitary that
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we felt that we had to work on, and there are
wor king groups assigned to each one of those
i nterventions that were cross-cutting because the
Prevention Safety and Health Pronmotion Counci

i ncluded line-side folks so in ternms of working
on tobacco cessation we could actually work wth
the norale welfare folks, we could work with the
Exchange community to increase the price on
cigarettes, for instance. So it was crosscutting
and there were things identified that we felt
li ke were the major inpacts on our comunities.

DR. OSTROFF: Dana, was there any
equi val ent for nental health?

COL. BRADSHAW  Sui ci de was one of the
I ssues that was working, and there were different
wor ki ng groups underneath and suicide was one of
those in particul ar.

COL. HOFFMAN:  Ken Hoffrman again. 1'm
just wondering what became of sone -- | think CDC
several years back, maybe 10, 15 years ago, had a
ni ce bi t of sof t war e, SAMVEC - - Snoki ng
Attributable to Morbidity/Mortality Econom c¢ Cost
-- and then there was a related one to al cohol
al cohol -rel ated disease inmpact, and it kind of

br oke down popul ati ons, many of the risk factors,
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and then the cost both, | think, froma work side
and what ever. l"m wondering whether it's tinme
maybe to resurrect that type of approach, if it's
w thered somewhere, but | think there are maybe
one or two papers that were published off of that
-- again, about 10, 15 years ago.

DR. OSTROFF: Jean

DR. FORSTER: | don't know, | feel
like 1'm somewhat sinplem nded, but from what
Kelly is saying, it's exactly those kinds of

processes that you were tal king about, that we're
tal king about how to neasure in terns of process.
| nmean, it seens |like we have the outconmes and

we know what the high cost risk factors are --

al cohol wuse, tobacco use, injuries. And so it
seens like that's what we need to be com ng up
with neasures for, process neasures for --
al cohol -rel at ed i nterventions, t obacco-rel at ed

i nterventions, injury prevention interventions --
am | wong about that -- rather than health
system ki nds of neasures. I don't quite get the
connect between health system neasures and the
kinds of things that Kelly and Dana were talking
about .

COL. GARDNER: John Gardner, from
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Health Affairs. The Arny has a program rel ated

to that called the Risk Reduction Program that
is run by the Alcohol and Drug Abuse Program and
what they do is they go to their participating
bases and they <collect the data on deaths,
acci dents, injuries, STDs, drug positives,
arrests for various categories -- DUs as well as
ot hers, including child abuse, fam |y viol ence.

The concept was that -- vyou know,
al cohol kind of pervades Ilots of different
outcomes -- and so they would track all of these
and collect the data from the Provost Marshall,
the health care system the social services, and
so on, and then categorize it out by mlitary
unit, and build a scorecard for each unit, and
then target those wunits. And these then are
reviewed quarterly by everyone from the base
commanders on down and with each conmander. And
then they will then go and target their
I ntervention prograns based on which units are
havi ng which types of problenms, and | think that
Is a nodel for sonething simlar to what you just
said, that | think it would be worth vyour
consideration in this review.

Secretary of Defense established the
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Def ense Safety Oversight Council this sumer, and
at the first nmeeting he got up and nmade the
statement that really sets the stage for why
we' re addressing this. He said, "If you get the
metrics right and you get senior |eadership
I nvol ved in tracking those nmetrics and asking why
they are not getting better, then you can
accomplish great change", and | think that's the
point here, is to help us get the netrics right
and help wus figure out how to get senior
| eadership involved so that we <can try to
I mpl enent the change we're tal king about.

DR. OSTROFF: | think he's right.

COL. RI DDLE: The one issue maybe on
that is, is it not too late by the tinme you're
measuring that? Simlar to lung cancer in 40
years after an individual with a chronic history
of snmoki ng, should you not be asking the
i ndi vidual how many drinks they have per day or
per week, or have they had a binge drinking
epi sode, and you're really process neasure is, at
that point in time, how many people are being
asked that question and what is being done to
foll ow up, as opposed to the end result, which is

the accident related to an al cohol abuse that an
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I ndi vi dual may have been an abuser for an
extended period of time and on an annual

i ntervention had never been asked that question,

simlar to like the review with the Arny. The
first time a soldier has a physical exam or kind
of a prevention-related encounter may be at that

30-year point because they don't have a process,

preventive health assessnment, unless they have an
annual risk assessnent or sonething else, if that
exi sts on a system basis. But, really, you need
to be bringing that individual every year and
| ooki ng for t hose | eadi ng I ndi cators and
measuring the process of your intervention is
"Was Joe Snuffy asked on his annual encounter and
what was the followup subsequent to that", to
prevent the end outconme, which my be vyour
al cohol or your injury thing.

DR. OSTROFF: Kelly, Tamara and Dr.
Mal nud.

COL. WOODWARD: | just want to address
that conflict that you're describing there. Part
of the point | was trying to make is that we do
have a health system -- Mlitary Health System
the DOD health system for the npbst part is

nostly a clinical system and there are lots of
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things we do have to neasure in the performance
of that clinical system and sone of those, |ike
clinical preventive servi ces, are pr obabl y
readily transl atable into what inpact health.

I think sonme of these other risk
factor things and what have you to neasure --
quite honestly, if we want to measure the
processes that change those outconmes, those risk
factors, we mght find ourselves getting into
things that are outside of what the health system
has been built to do, and | guess we have to ask
If we are advocating for health, ny opinion is we
need to push that envelope as strongly as we can
and say "Here is the health problem Here 1is
where the action needs to be taken" over to
whoever is supposed to take it if it is not the
health system but the health system is -- 95
percent of our Mlitary Health System is about
clinical care, and that may need to be fixed, but
that won't be fixed in the near-term It wll be
fixed by measuring and saying who is going to
address binge drinking, 1is it the nmedics or
sonebody else? | don't know, sir, but we've got
to address it. That's mnmy point.

DR. OSTROFF: Tamar a?
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DR. LAUDER: I was just going to

actually comrent on your presentation at the | ast
nmeeting where you brought up the Air Force system
of kind of followng people nore on paper or
sonetimes in clinical, and that was brought up
with the question that was brought up last tine,
t 0o, and we tal ked about t hat in our
tel econference and how could that relate to what
Col. @Gardner just brought up and bring the two
together -- you know, a tracking system -- and
use that information as an outcone neasure.
Seems |ike there's already an exanple in the Air
Force and there's an exanple in the Arny of a
couple systens that m ght be able to be brought
t oget her.

DR. OSTROFF: Dr. Mal nud.

DR. MALMUD: It seems to nme that we're
trying to tackle too broad a problem and in
tackling a very large problem there will be no
support. What's really needed is a focused
exanple, and we have to ask ourselves what is
t hat exanple. And the services do differ. There
are hi storic reasons for t he differing
approaches, but there are practical reasons for

the differing approaches.
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When | was in the Air Force al nost two
generations ago, we were told, as physicians,
that the goal of the Air Force was to keep pl anes
flying and the people who fly the planes are the
pilots and they are the nost valuable commodity
in the Ar Force and, therefore, that's our
mssion, is to deal wth pilot health and the
support services necessary to keep those planes
flying.

In the Arnmy, there may be -- | can't
speak for the Arnmy, and | can't speak for the Air
Force either, this is just what | was told, it
may not be true, and | can't speak for the Navy,
but the mssions may have different foci and,
therefore, there may be different goals.

We agree, as physicians and as health
care providers, that we all want better health
care for every citizen in the United States,
whet her he or she be active mlitary, dependent,
or civilian, but we can't tackle that here in the
AFEB. And the question is what would lead to
success? \What would lead to success is to have
an exanple that could be taken to the committee
chairs in Congress and denpnstrated as something

that is practical, that could achieve results,
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and that could be bragged about during the next
reel ection canpaign by the commttee chair. That
will bring home the noney. That's the way our
gover nment wor ks.

Now, what is nobst inportant to us? W
should determ ne that first. Is it the expense?
We probably spend a |ot nore noney on the health
care of dependents than we do of the active
mlitary. Does anybody know what those figures
are, the percentage of dollars spent by DOD on
dependents versus active mlitary?

DR. OPSUT: Yes, on a per capita basis
we spend a lot nore on famly nmenbers than we do
on active --

DR. MALMUD: How about a sum total ?

Aren't there nore dependents than there are

active?

DR. OPSUT: VYes.

DR. MALMUD: So, therefore, we now
know the gr eat est expense IS goi ng into
dependent s. I'"m not sure that that's the m ssion

of the mlitary, but that's a reality. So it may
be that what we want is one program with regard
to Active Duty, one program with regard to

dependents, and show success, neasurabl e success,
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using sonme of the metrics that you' ve discussed
and that you discussed, Kelly, earlier, and
present those, show inprovenent, declare success,
and let the commttees of Congress fund the next
st udy. But this is such a broad issue, | can't
I mgi ne that anong the various commttees of
Congress that fund these things -- because it's
not all comng from DOD -- dependents, once they
are out of the service, are in CHAMPUS, aren't
they, or other prograns and they are funded by
ot her --

DR. OPSUT: If we can't care for them
in the mlitary treatnent facilities, then they
go to CHAMPUS.

DR. MALMUD: And that's a different
budget and that's a different commttee.

DR. OPSUT: It's the sanme budget.

DR. MAL MUD: Same budget ? Sanme
committee?

DR. OPSUT: Yes.

DR. MALMUD: Per f ect . That makes it

easier. That makes it easier. Then all you need
are really two projects -- one on active
mlitary, one on dependents. The nmeasures are
t here. They are inperfect. Everything is
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I nperfect. We spend 14 percent of our GNP on

health care. The Japanese spend 9 percent. | f
you believe that, then you believe in Santa Cl aus
and the Tooth Fairy.

The truth is the Japanese have hidden
a lot of their expenses. Wen you want to go see
a doctor in Japan, you pack your lunch -- and
breakfast, too, perhaps -- and sit and waste a
day seeing a physician. Now, the quality of the
care may be equal to seeing a physician in the
United States, but it takes a whole day, and
not her knows that when she takes the child there
for that day. No one counts the day of |ost

| abor for the enployee as a health care expense.

In the United States, managed care is
seen to be a solution. VWhat kind of solution is
it where the patient now sees the orthopedist,
has to |leave the orthopedist's office to get a
primary care to sign off on an x-ray perm ssion
to have the x-ray done in an office separate from
the orthopedist's office because the orthopedi st
iIs not a legitimite provider of xray services?
So someone is losing three days of work in the

process. So, in fact, nmanaged <care, which
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appears to be so efficient and cost-effective, is
not efficient and cost-effective if you count the
time lost from work, but we don't Kkeep those
statistics, hence, they don't count.

So there is no perfect system e
have to accept our own inperfections. But |
think that an exanple taking one of the issues
that you raised today and one that you raised
today, and deciding that's going to be a cross-
service exanple of where inprovenents can be made
-- and it nmay be in nmeasuring those who fail
rather than those who succeed -- and taking the
pati ents who don't conply and seeing what can be
done to change their behavior, that my be the
project. It may be another project. But | would
suggest that that m ght achieve some success. | f
we can present it to Congress as an exanple of a
study begun and conpleted -- the same way we
woul d present it to the NCI or the NIH -- where
the commttees of Congress can take the credit
for it, | think we'll be successful in going on
to the next stage. Just trying to be practical.

DR. OSTROFF: Jacki e, then John
Her bol d.

DR. CATTANI : Jacki e Cattani. I was
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actually thinking along those sane |ines. I
think when we faced the issue of effective
mal aria control at the Wirld Health Organi zati on,
there are some politically conplicated issues
about sel ecting one country or sone
representative country, a small nunber, but to be
able to show that you could effectively control

mal ari a usi ng a strat egy of a mul tiple

I ntervention, but it never flew because of
political concerns and, well, if you pick one
country, et cetera, et cetera. But t he

alternative to that is not controlling malaria at

all anywhere. And if you could show one or two
successes -- and | was thinking the sanme thing,
Leon -- that if you pick one or two priorities

and one or two of either Active Duty or
beneficiaries, that you could then sort of use
that to serve as the nodel.

The one thing 1'd like to add to what
you said -- and | think it was only Grace that
mentioned it -- was the second point in vyour
presentation about how to engage individuals to
share responsibility for their health status. I
think that's as inportant as how you can make

peopl e do what they do. It can be done through
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I ncentives, it can be done through penalties --
if they are in an accident, not wearing their
seatbelt, for exanple -- then that should carry
sonme kind of penalty, not just that it's going to
cost nore because they weren't wearing their
seatbelt. So | would support that.

DR. OSTROFF: All I can say is that
based on recent experience, we're not going to
use conpliance with malaria prophylaxis as one of
our nmetrics.

(Laughter.)

DR. HERBOLD: VWhen these netrics are
col | ect ed, are they collected based on the
different patient population characteristics --
for exanple, dependents of Active Duty, Active
Duty, retirees?

DR. OPSUT: For the nobst part, we can
stratify alnost all these nmetrics by those
cat egories, yes.

DR. HERBOLD: Because as Dr. Mal nud
was tal king, the loss of tine in getting a clinic
appoi ntment for an Active Duty person would have
a significant inmpact on m ssion performnce. So,
if you get a quick turnaround when you go to see

the nedic. For the dependent, although sone
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m ght think otherw se, the accessibility to

mlitary nedical care and the turn around tine

determines in many cases -- | know in ny famly's
case -- whether the dependents use the mlitary
medi cal treatnment facility. And if there's sone

nmetric that says that that's nore efficient and
| ess expensive than using CHAMPUS, well, then,
that is another nmetric. And then for the retiree
popul ation, |ike many of us are, we are truly the
ghosts that are out there, and as long as the
uni versity pays ny health insurance, |I'm going to
use multiple sources, so that's a -- the
Departnent of Defense doesn't know what it costs
for ny nedical care because it's being paid by a
different budget for the next seven years,
anyway.

So, are t hese t hi ngs really
consi dered, or you're just saying they could be?

DR. OPSUT: No, no. We look at it by
those categories, for the nobst part, yes. And
one of the problenms is -- you're right, for
Active Duty and Active Duty famly nenbers, we
can usually get a fairly conplete set of data
because, in fact, npbst of them rely on us. For

the retirees and their famly nenbers, sone of
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t hese data have to be reanal yzed because of the
problems with "ghosts”", as you call them of
peopl e who don't use our health care system  So,
when we go to the clinical data systems, if | was
to do mammography rates for retirees, | my not
get the right nunber because | didn't see your
famly's claim because it didn't even cone to
CHAMPUS. So, no, we analyze usually by
beneficiary.

DR. OSTROFF: Davi d.

DR. ATKI NS: |"ve been trying to sort
of think about how to pull together the various
comments, since |I'm assum ng our subconmttee
m ght be tasked with figuring out what to do with
it.

DR. OSTROFF: Reasonabl e assunpti on.

(Laughter.)

DR. ATKI NS: | was trying to figure
out how to nmake this an environmental health
problem or an infectious disease problem but it
seens to be a health pronotion problem

I guess what | heard from Kelly's
comments and Jean's coments, which | agree,
there's this issue of we're pretty good at

measuring health care and delivering health care
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and deci ding what interventions we should push in
health care, and we're a generation behind in
figuring out how to neasure health and figure out
what we ought to be pushing on to inprove health,
and | agree with that. And I'm also hearing that
you're basically tasked with trying to cone to
sone consensus about what you're going to neasure
with the idea that the neasurenent itself 1is
going to help drive the change. Even if we're not
exactly sure what we're going to change, we're
going to start by figuring out what we want to
measure and then figure out how we can nove those
measur es.

And so | think that -- and | also
heard concerns about it being casting our goals

too broadly and doom ng ourselves to failure.

But , clearly, once we get into the health
category, | think we can agree what we want to
measur e. | mean, the risk factors are pretty

wel | -known, and | don't think it would be hard to
take the stuff that Dana nentioned, the three
t here, add obesity or sonet hi ng, physi cal
activity, we could agree what to neasure.

What gets harder is that defining the

I nterventions that actually are going to nove
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that on a population basis is harder, outside of
t obacco perhaps, but there are sone. The
Community Preventive Services at CDC is hel ping.

So we could define some of the interventions.

But as Kelly pointed out, those interventions are
not in the health care domain, they are the
policy changes |ike —changing tobacco sales
policies, changing alcohol use policies, and you
need to get by -- and not just from the health
people around this table, but people from
external affairs and whatever.

So, am |l right, Kelly, that one of the
things you' re asking the Board to do is to help
I nprove the buy-in from the people you're going
to have to go to? I think it will be pretty
straightforward to have the Board approve we
think these things are inportant to neasure in
terms of health, beyond health care delivery.
But |'m not as clear on what the process you see,
who you want, who needs to buy in that hasn't
bought in, and how can the Board franme our
recommendation in a way to get those people to
buy into it. | mean, the collaborative stuff
t hat Dana nmentioned sounds like the right way to

go -- pick a few things that are inportant, bring
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| ots of people to the table, and identify a few
things that you can change. But |'m sensing that
there's something nore that needs to be done than
what they've been able to do.

COL. WOODWARD: Yes. | think you' ve
captured that beautifully. Part of what we're
describing, | guess, is what would sort of be the
strategic approach for Health Affairs. The
recommendation would be of nopst interest, |
guess, to Health Affairs, who could then be a
chanpion for a bigger DOD strategy to address
these issues, but it would require -- | guess
part of the recomendation mght be the -- the
strategy mght be that Health Affairs be the
chanmpion in these other comunities for these
coupl e of key issues because | don't know exactly
how that would play out in the long-termin terns
of whether it would reengage sone other groups,
safety centers and others, would cone together to
fall behind this agenda. | guess my concern is
Health Affairs shouldn't go it alone with sonme of
these risk factor things because we're not
resourced for it, for one thing, and we'll fall
back to preventable adm ssions and prescriptions

adm ni stered as our measures. So | think that's
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the challenge, what is the strategy for Health
Affairs to influence and shepherd along the
process that involves nany other stakehol ders

t han the nedi cal

DR. OSTROFF: "1l let Dana make one
coorment and then |'ll reserve the |ast coment,
and we'll have to break for |unch.

COL. BRADSHAW Cbvi ousl vy, it's
difficult -- because | went back and reread the
question, as | said, and it does seem sort of
broadly stated, but underneath this | think one

of the inportant things to recognize, because

it's been discussed, is part of it is we need the

database -- and | think you made this coment
earlier -- but need the database to assess these
risk factors. And sonme of them are done -- this

preventive health assessnent idea that's already
been di scussed and reviewed by the Board, sone of
it would get picked up there, but part of it is
getting a database that's the sane across all the
services. And we had the Health Ri sk Assessnent
Program the Arny had that was good.

One of the things that was intended to
replace that was the health enroll nent assessnent

revi ew, that's now call ed, | t hi nk, Heal t h
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Eval uation Assessnment Review, where we can get
all those risk factors assessed the sane way in
al | the services, and also get a periodic
assessnment of health status, and then that
information can be rolled into potentially being
part of a netric that then | ooks at interventions
in different populations, the difference being we
have the Behavioral Risk Factor Survey that's an
anonynous survey done periodically, but that's
the cross-sectional |ook and it's anonynous so
you can't link it back to an individual whereas
the Health Evaluation Assessnment Review would be
i ndi vidual data that you can go back and do
I nterventions and nmaybe get nore epidem ol ogic
i nformation out of, although some things |ike
al cohol use are better from the anonynous survey,
obvi ousl y. But that's one of the things | think
that even if you didn't do anything else but
endorse a better process. The HEAR originally
was supposed to be done by the Tricare managenent
fol ks through the contractors, and that process
fail ed. And | think if we just said that the
services will take it on and get funded for it
and everybody will do it, even that alone | think

woul d be hel pful.
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DR. OSTROFF: Thanks, Dana. |  must

confess I'm a pragmatists, and |ooking at the
vari ous processes that have been used to neasure
health, whether it's Healthy People 2010 or
what ever it happens to be, ny recollection as we
went through that process was that, No. 1, you
had to have a neasurable baseline and, if you
didn't have a neasurable baseline, you couldn't
propose a 2010 objective. And, No. 2, you had to
have a definitive way of being able to neasure
it. And, No. 3, you had to set a goal. And it
seens to nme that that's a process that works
pretty well, and | think even in the health
sector, setting aside the health care arena, we
could set 500 different netrics to measure, and
you could have as many of them as you want, and
90 percent of them you could conceivably achieve.
Vhat 1'd like to do is I'd like to see
sonet hing nice and sinple where you have a fairly
sinple scorecard of 10 or 12 different items that
we can agree upon, that we can say these are the
really, really inportant ones and that we're
going to work our darnedest to have the baseline
that we can neasure, and we're going to set

aggressive goals in saying that these are what we
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want to achieve, whether it's in five years or
whether it's in ten years, and everybody's feet
have to be held to the fire. It's not just
Health Affairs, it's everybody's comm tnment that
if we say the current proportion of snokers is 30
percent and we want to get it down to 15 percent
in ten years, that that's what we're going to do.
And what processes -- | nean, just set the
I ngenuity of the various services to figure out
what the process is that they're going to use to
get that snoking level cut by 50 percent over the
next ten years, because they'll think of sone
pretty creative ways to do it. | mean, | don't
think it's that challenging and difficult to
think that sonmebody can't come up with here's the

top ten and let's achieve them and not try to go

all over the waterfront -- since we're at the
waterfront -- but not try to go all over the
place in comng up wth the nmetrics for
everyt hi ng. But they have to be neasurable,

there has to be a baseline, and they have to be
aggressi ve and achi evabl e. That's ny
per spective.

DR. LEMASTERS: Focus on the recruit.

DR. OSTROFF: And recognize that
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there's a ot of stressors out there. | nean, if

there's one thing we're learning about with the

I ragi pneunpnias, it is that it's going to be
hard to achieve when you have all t hese
ci rcumst ances wher e ever ybody doesn't have

anything else to do but start snoking, and that's
a real problem

Why don't we take a break. Ri ck, do
you have any logistics to tell the group about
for lunch?

COL. RI DDLE: Lunch is out here. e
have plenty for everybody that's here. W' ve got
about an hour, so just an orderly progression
t hrough the lunch line and bring it back in here,
and we'll finish up in an hour and start this
af t ernoon.

DR. OSTROFF: Great. Thanks so much.

(Wher eupon, at 12: 02 p. m, t he

| uncheon recess was taken.)

AFTERNOON SESSI ON

(1:00 p.m)
DR. OSTROFF: Let's get ourselves

organized for the afternoon session, since we
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have a couple nore presentations to go, and then
we'll get to the fun part of the neeting.
Ri ck stepped out for just a second. |

think that there were a couple of announcenents

that he wanted to make. Since he's not here, |
wll read what he was going to say. Ch, there
you are. Well, | can say it. We're going to

neet in the hotel |obby at 1900 this evening, and
dinner is at the S&P Oyster House, which is in
Mysti c. Dinner is open to all at t endees,
however, you need to let Severine know if you
plan to attend no | ater than 1400.

COL. RI DDLE: The only thing extra |
need, for folks that are going tonmorrow to the
Coast Guard Acadeny that are going to eat |unch
over at the O-Club, and that's open to everybody.

(Show of hands.)

Twent y- si X. We'll cone here in the
norning. So we'll neet again in the hotel |obby,
and then we'll carpool back over here. And make
sure you sign the roster, fill out the form and

turn in your evaluation for CME credits for
t onorr ow.
DR. OSTROFF: Okay. \Why don't we nove

to the afternoon presentations. Qur first
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speaker for this afternoon is LtCol. M chael
Hartzell, from the Tricare Managenment Activity,
Heal th Program Anal ysis and Eval uati on. And the

slides are in the briefing book, and for those of
you | ooking under Tab 3, there is a fairly thick
pile of information in Tab 3 and the slides are
actually right in the mddle of it all, so you
have to sort of hunt it out. Take it away.

Lt COL. HARTZELL: Thank you, sir.

(Slide)

' m going to present an overvi ew today
of the MHS data systens capabilities and just a
general broad overview of what we have currently.

I'm going to do that first by giving you sone

perspective on our mssion, overall m ssion, give
you sone nunbers as far as the nunber of Tricare
beneficiaries and how nmuch work we actually do in
our facilities on a weekly basis, then |I'm going
to take you down to the local |evel and show you
what type of operational data systenms we have in
pl ace, then go up to the corporate |evel, the
enterprise level, how that data then feeds into
these corporate systenms and, finally, wth the
| ast three bullets there, try to nerge a |ot of

this stuff together and give you sonme summary of
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all that.

(Slide)

You probably have seen a slide |ike
this before, but data, as you know, 1is very

essential for both our force health protection
and also trying to optimze the care within our
MHS -- nmedical readiness, having a fit force,
casualty prevention, casualty care and managenent
-- and then the various optimzation techniques
that we try to enploy -- access to care,
provision of care, and then what we're talking
about t oday, popul ati on heal t h, and then,
finally, managing the business. So data is very
I nportant in all these aspects.

(Slide)

To give you sone perspective, a
question canme up earlier as far as the nunbers of
beneficiaries that we actually service, and there
are the nunbers. We have 8.7 million eligible

beneficiaries that we're talking about and, as

you can see there are about 1.6 mllion of those
are actually Active Duty, a Ilittle over 2.3
mllion are the Active Duty famly menbers. But

we also service the retirees and their famly

menbers, and they constitute about another 20
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percent, or 1.6 mllion. And then, finally, we
al so have -- those are the 65-plus -- and then
finally, we have the retiree and famly nenbers
under 65, and that's about 3.2 mllion. And with
Tricare for Life, that's a new Tricare program
that came into being 1 October of 2001 and,
basically, what we are now is second-payer to
other health insurance for those retirees past
age 65. So that's another segnment of the
popul ation that we do participate in some of
their health care.

(Slide)

And on a weekly basis, these are sone

of our stats. We have about 15,000 adm ssions,
In patient adm ssions. We fill about 1.7 mllion
prescriptions, a little over 1.2 mllion
outpatient visits on a weekly Dbasis. That
constitutes about 1.8 mllion clains that are

processed, even have 1800 births in our Mlitary
Health System and then, finally, a little over

400, 000 tel ephone calls on a weekly basis.

(Slide)
So, to help congeal all this data,
first 1 want to tal k about the |ocal systens that

we have.
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(Slide)

And the primary operational system in
our MIFs is the Conposite Health Care System
CHCS, and that fulfills the various functions
that you see up there -- patient registry,
appoi nting, PCM assignnent, order entry, and it
al so communicates with other systens, also does
much nore. And 1'lIl get into a little bit nore
detail with each of these systens |ater on.

The inportant point wth the CHCS
system is that this does produce the SIDR, the
Standard I npatient Data Record. So the take-honme
nmessage with CHCS is that it is a standardized
system t hroughout the IVHS. It does capture data
and also provides the operational support wthin
t he MIFs.

(Slide)

Here is a schematic of how the data

flows from CHCS. We get information from DEERS,

and |'Il describe that in just a bit here, for
those that aren't famliar with it. The arrows,
of course, represent data flow And where you

see two-way data flow, you can see where sone of
t hose systens are. "1l briefly talk about what

the EAS system is, the PDTS, and the TPOCS. And
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then, finally, down there, CHCS is this system
ri ght here. This is the Anmbul atory Data System

ADS, that captures all of our outpatient data,

and you can see flows of data that goes from CHCS
to ADS.

(Slide)

I won't spend too nmuch tinme on this,
but basically this is the possible sources of the
data from the various systenms within the patient
encounter. They get data screening and well ness,
from the physi ci an/ pati ent encounters, and

patient check-out, et cetera.

(Slide)

This is ADS, I|'ll nention that just
briefly there. That's the Anbulatory Data
Capture System It's our encounter data, and it
does, as | alluded to, receive sone inportant
data elenments from the CHCS files. Those
el enments include patient information, provider
I nfor mati on. And then while the patient is

there, other clinical, admnistrative, other data
Is entered into that record. And sonme of the
changes in the data do not necessarily flow back
to CHCS, so that's inportant sonetimes when

you're trying to do data analysis studies, to
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keep in mnd that these two actually could be
separate systems, CHCS and ADS. And the take-
home message here for ADS is that it produces the
St andard Anbul atory Data Record, the SADR

(Slide)

This is our financial data systens,
called EAS, and this is what captures all of our
| ocal expense data, also captures workload data
from CHCS, et cetera.

(Slide)

TPOCS is our COQutpatient Collection
System and that's what we wuse to bill third-
party insurers and others involved in care of
mlitary nmenbers for care that is provided in the
MIS. We receive patient insurance from CHCS, and
encounter data fromthe ADS.

LCDR. CULPEPPER:. M ke, could you just
tell us what those acronyns stand for?

Lt COL. HARTZELL: Sure, I'Il try to do
that. | don't know if you have one in m nd here.

LCDR. CULPEPPER: All of them

Lt COL. HARTZELL.: VWhen there are
acronyns that are used, |'Il explain vhat those
are later on in the presentation. If | don't
cover sonething, |I'll go back to it in the end,
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but 1've got a lot of slides to cover so, if you
don't mnd, we can do that that way. 1|'m not
really trying to -- because | don't know, but a
| ot of these are actually -- | use them up front

as an acronym and then later on explain what
those are, but I'll try to do that in the future.

DR. LAUDER: \What is CPT?

Lt COL. HARTZELL: CPT is «clinical
procedure term nol ogy.

DR. LAUDER: So far, it seens to ne
we're talking only about data from the provided
inamlitary MIF, not Tricare system

Lt COL. HARTZELL.: Not vyet. We al so

have data that's collected on our purchased care

envi ronnent . | haven't discussed that yet. I
will.

(Slide)

Ri ght now, again, |'m just giving you

sone of the nobst inportant data systens that we
have locally, and trying to give you, again, a
general overview of how those systenms fit to our
corporate data systens as well. So that's what
this schematic is trying to do, is showi ng you
again, up there at the top, the CHCS, each of the

MIFs, and this is our financial MEQS -- and don't
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ask me what that stands for because it's no
| onger <called MEQS, it's now EAS -- and |I'l]
explain what EAS is later on, but that's --
basically the take-honme message is that this is
our financial data, cost data.

DEERS is the enrollnment eligibility
system from Departnment of Defense, and this is
our managed care  support contractors, our
purchased care right there that you alluded to,
this is all our care that cones from the outside.

And all these data streans flow into what's
called the MDR. This is our overall, overarching
IVHS Dat a Repository. So this is the system that
collects all these various disparate data systens
and keeps it into one repository located in
Denver.

And then from this MR, then we
actually go into and mne the data and produce
what are called these Data Marts, and 1'll get
into what those data marts are later on, but
basically that's used to popul ate ad hoc reports,
popul ate sone of our netric tools that we have
that 1'll get into, forecasting tools, clains,
and then nedi cal surveill ance.

(Slide)
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So the Corporate Data Systens to

include -- | already tal ked about the MDR, which
is the WMHS Data Repository. W also have a
repository for the financial data, the EASIV
Repository. And then we have a PDITS System

which is relatively new. That contains a |ot of

our drug information, drug wutilization review,
and 1'Il get into PDTS a little nore in-depth and
in detail later on, but PDTS communicates wth

the inpatient system the CHCS, our various
Tricare providers that we have on the outside, as
wel|l as our Tricare mail order pharmacy, TMOP

(Slide)

W have a branch of TMA out in
Col orado, Aurora, that actually handles all of
our purchased care clains. They receive and then
do sonme edit checks on the various clains data
that comes from the outside. This information
then is provided to TMA-Aurora. And then, again,
like | said, they are the ones that actually do
the quality checks on that data and clainms data,
and then send it back to the MHS Data Repository,
t he MDR

(Slide)

So, again, the MDR | ocated in Col orado
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receives data from all those various systens, the
operating systenms, CHCS, ADS, the drug system
PDTS, and then our clainms and our DEERS, our
enrol |l mrent systens. It's basically considered
within the Mlitary Health System a one-stop
shop, contains a lot of the necessary data that
we need to do, and probably what you're
interested in |ooking at today for various types
of studies and anal yses. It provides the files
for nost of the data marts. W don't really
process the data -- or we don't really edit the
data, we process it, in that we don't necessarily
do quality checks on the data and actually change

the data, it's processed for wusability later on

in data marts. So that's not that mmjor of a
point. The only point I'mtrying to make is that
the MDR is nore of raw data. Then we actually

process that data so it's nore user-friendly, if
you will, for use in some of the various data

marts that we have.

(Slide)
Now |'11 get into sonme of t he
specifics of each of these systens. | tal ked

about this in a little bit detail before. The

MDR, this is considered the "official" source of
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our Mlitary Health System data. It contains
various itenms such as the person denographic
data, encounter data, clainms data, reference
dat a.

(Slide)

And those are sonme of the data types,
data sources, that conme into the MR, and then
how often they are actually placed into the MR

I|'"m going to talk about many of these later on.

|'ve tal ked about sonme of them If you have
specific questions at the end, | can always go
back to this slide but, again, in the interest of
time I'd like to just continue.

(Slide)

The other mmjor supplier to our system
is from DEERS. The DEERS is the Defense
Eligibility and Enroll ment System It's | ocated
in California, and it's actually a conponent of
t he USD, Under Secretary of Defense for Personne
and Readiness, but it's actually for the entire
Departnent of Defense, not just for the nedical
system And so it actually nmanages our
enrol | ment, our eligibility information, and
feeds that on a regular basis to the services, to

t he MDR, about once a nonth, actually.
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And what DEERS is capture at the |ocal

MIFs, when sonebody enrolls into Tricare, that
information is entered into DEERS. DEERS t hen
captures that information and the data can then
get into the rest of the MDR via that mechani sm
so that the system at the individual MIF at CHCS
Is connected to the vast system there through the
DEERS.

(Slide)

DEERS contains eligibility status,
enrol Il ment status, type of sponsor, some of the
beneficiary denogr aphi cs, phone nunbers,
addr esses, age, things |ike that, Medi car e
status, Guard and Reserve Information, and other

key i nformation.

(Slide)

And like | said before, receives the
data from the individual MTFs, also from
beneficiari es. There is a way to wupdate

sonmeone's DEERS information via the Wb, so it
can conme directly -- addresses, things like this,
marri age status, a beneficiary can actually
update their DEERS record individually; service
personnel offices, the ID card system Medicare,

and our managed care support contractors all feed
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data i nt o DEERS.

(Slide)

W then have a SIDR, which is the
Standard I npatient Data Record. The SIDR is the
main data source that we have for inpatient, for
our inpatient records, and the SIDR file 1is
coll ected again at each of the MIFs via the CHCS
operating system As it says there, it's
transmtted directly to the TMA conponent known
as EI/DS, Executive Information/Decision Support
O fice. They are the ones who actually harvest
the data from the MDR. The SIDR is supposed to
be submtted within 30 days after disposition,
and usually that happens. You get a data stream
that is submtted between the 5th and the 10th of
each nont h, and usually data processing is
conpl eted by the end of that nonth.

As it says here, the sane data is sent
to both places. The SIDR is sent not only to the
MDR, but also various service agencies, or has
that potential for being sent to service agencies
other than from to EI/DS or the TMA operation
That's not that mmjor of a point except that,
agai n, the same data is being transmtted

si mul t aneousl vy, it's not i ke it's bei ng
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processed in different places differently.

(Slide)

So what's in a SIDR? The SIDR
contains detailed information about the patient,
the providers who treated the patient, the care
that was provided, where that care was provided,
and various other admnistrative information
about the stay.

(Slide)

VWhat's done with SIDRs? Basically, it

can be wused to conpare to "peer" facilities,

t hose facilities, for I nst ance, i ke one
out pati ent facility to anot her out pati ent
facility, or one small inpatient facility to
another small inpatient facility, and also for
services that you do not provide, it can also

| ook at how we manage care of patients within our
I npatient facilities.

(Slide)

Next is the SADR record, the Standard
Ambul atory Data Record. And, again, this is the
daily activity for outpatient facilities, any
outpatient record basically is put into a SADR
format. SADRs are supposed to be submtted

within 14 days after the appointnent, and the
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data is transmtted and processed weekly w thin
t he NMDR. So, here the SADRs go directly to the
VDR. There isn't anot her duplicate feed
sonmewhere else to another service agency, it's
just one single source.

(Slide)

VWhat is a SADR? SADR contains also
i nformati on about the patient, the providers, the
care that was provided, the work center where
that was provided, and very simlar to the SIDR,
al so other adm nistrative information about that
stay.

(Slide)

And, again, very simlar types of
studi es and anal yses that could be done with this
type of data. Productivity per work center,
conparing to other peer facilities, and then
managi ng the care of our patients.

(Slide)

Thi s IS basical ly our Wor | dwi de
Wor kl oad Report, the WAR. And this is a snapshot
of the work that is actually provided within that
MIF. That's just another way that facilities have
to actually record the amunt of work that's

being done, health care that's being supported
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within their facility. That's done within the
CHCS, wthin the operational system and on a
nonthly basis that Wrldwi de Workl oad Report is
sent to the services, directly to the services

who then look at that information and apply
various corrections that they have that have
vari ous service-specific corrections that they
may make that nonitor conpleteness, and then,
finally, t hat service i nf ormati on agency,
wherever that is located, will then send that to
the MDR for inclusion.

(Slide)

And just a couple of caveats with the
WAR, again, it's nostly workload, it's only
wor kl oad that we're tal king about here, it's not
really health care per se. Each service is only
reporting workload for its own MIF, and then
files are restructured or processed for easier
use within the MR

(Slide)

These are sone of the things that are
in the WAR -- Fi scal year, patient category
code, treating |ocation, what MIF actual ly
provided the <care, and what parent that MIF

bel ongs to or what higher command, if you wll,
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hi gher MIF, if you wll, that MIF belongs to,

where the care was provided within the facility

in the MEPRS work centers -- [1'll explain what
MEPRS is in just a bit -- wvarious types of
wor kl oad data -- dispositions, adm ssions, days,

and on the outpatient side actual count of
visits, and then a very few other types of
ancillaries and ot her workl oads.

(Slide)

MEPRS that | just nentioned earlier,
that's our health care cost and expensing system
Medi cal Expense and Performance Reporting System
and this is how DOD keeps track of health care
costs, keeps track of expense, nmanpower, and
wor kl oad within the MEPRS, and keeps track of
both direct and indirect expenses, full-time
equi val ent data, salary data and, again, sone of
t he adm ssi ons, bed days, and ot her
adm ni strative types of counters.

This data is captured and processed in
t he EAS system Expense Assignnment System -- it's
now called EASIV -- and it's forwarded to the
Central Repository for Health Care Cost System
t he EAS Central Repository.

(Slide)
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The account structure for MEPRS is,
basically it's a code on each of the records, and
it indicates what type of care was provided and
basically where that care was provided within the
facility. So all inpatient care is coded A and
all anbul atory care has the first digit of B, et
cetera. Ancillary care -- the lab, x-rays --
have as their first digit D. So, again, that's
services-wi de standardized system for encoding
our health care cost records.

(Slide)

And sonmeone asked earlier about
purchased care. This is care that's provided
outside of our MIF system This is received when
a claim is mde when sonebody receives care
outside the MIF system and that's captured on
what's called the HCSR, the Health Care Service
Record. The <claims, as | said before, are
actually processed by our branch out in Aurora.
Providers have up to two years actually to submt
a claim so that can make it difficult when
you're | ooking at data and trying to capture data
and care that's actually been given downtown,
realizing that there is a lag built into sonme of

these purchased care visits because we may not
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see the claim for up to two years, actually.
It's not that long, but +they do have that
capability of submitting a claimup to two years
after the event. And as it says there, the
majority of claims are received within the first
three nmonths of care.

Basically, we have the HCSRs broken
down into institutional HCSRs, as the nane
I mpl i es, subm tted by various heal t h care
institutions, and non-institutional HCSRs, these
may be providers on the outside that nmay not be
affiliated with an institution or they m ght be
affiliated with another entity.

(Slide)

And, basically, we get <clainms for
al nrost anything, anything that derives a health
care cost on the outside, and those are sone of
t he maj or cat egori es - - i npati ent st ays,
out patient visits, equipnent and supplies, hone
heal th, hospice. There's many others, of course.

(Slide)

And this is what the HCSRs contain --
agai n, basic denmpgraphic information on the
patient, the provider, what providers actually

provide the provider |ID, where that provider is
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| ocat ed, what type of care was delivered, and the
billing and paynment where there was allowed
charges, billed charges, other health insurance,
OHI , and t hen vari ous ot her types of
adm ni strative information.

(Slide)

This is the Pharmacy Data Transaction
Service that | alluded to earlier, PDTS. And,
again, like | said before, it's a relatively new
system only been operational since the start of
the Fiscal Year 2002. The intended use of this
system is for patient safety. Basically, it's a
capture of all pharmacy data from our MIFs, our
retail managed care support contract pharmacies,
as well as our Tricare mail order pharnacies,
TMOP, and the whole idea here with PDTS is to
ensure that any drug interactions can be caught
and there's no other contraindications for that
patient receiving that specific drug. As you can
imagine, it's a wealth of data, and it's just now
beginning to yield sone very inportant findings
to us. We're just now starting to really | ook at
some of the data within the PDTS.

(Slide)

And that's where the data cones from
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basically from all of our MIFs, MIF pharnmacies
again the mail order pharnmacies, over 40, 000-plus
retail network pharmacies, and then even sone of
the non-network retail pharmacies.

(Slide)

|'ve been talking about and basically
what |'ve heard so far this nmorning is alnost the
entire di scussi on on aut omat ed dat a, our
adm ni strative data. Also, 1've heard a little
bit about our survey data, but there's also a
wealth of survey data that we do have, and we've
been <collecting since '95, actually, in sone
surveys much earlier than that, so there are
limtations, as has been pointed out before, to
sone of the survey data but, again, just to neke
you aware that we do have a wealth of survey data
that has been collected in a centralized fashion.

Qur office, the Health Program Analysis and

Eval uation, currently has about ten different
maj or surveys that go DOD-wide, and I'Ill explain
just a very few of those.

(Slide)

We adm nister on a quarterly basis a
custonmer satisfaction survey, the health -care

survey of DOD beneficiaries, a purchased care
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survey on an annual basis, inpatient survey as
well, and then we also have a brand new Enpl oyee
and Provider Satisfaction Surveys, and |'Il talk

about just a couple of those, the Custoner
Satisfaction Survey being first.

(Slide)

As you can see there, it started back
in January of '97, and it is now worl dw de. Al
of our MIFs are surveyed on a nonthly basis. And
t he questionnaire -- skipping the survey area --
t he questionnaire itself consists of 17 multiple-
choice questions based on the HEDS NCQA
St andar ds.

So, what they are trying to ascertain
Is just how basically satisfied the custoners
were, the patients were, with the visit to that
specific  MIF. So, it's a very specific
encount er - based survey.

(Slide)

Satisfaction with access, quality, the
medi cal care, satisfaction with the clinic, and
then, finally, satisfaction with the health care
provider, interpersonal relationships.

(Slide)

The next is a popul ati on-based survey,
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the health <care survey of DOD health care
beneficiaries. And that's been conduct ed
annual ly since 1995, and it's another |arge scale

mai |l survey that we do, but our sanpling frame on

this one is our entire 8.7 mllion eligible
beneficiary popul ation. And so we'll sanple
Active Duty mlitary personnel, the retiree
popul ation, as well as the Active Duty famly
menbers.

(Slide)

And here our focal area is we

basically follow about 45-question standardized
CAPHS format -- that's a Consunmer Assessnent
Health Pl ans, and CAPHS actually asks the
beneficiaries' ratings on how satisfied they were
with their overall health plan, overall health
care, ratings of their personal provider, getting
care quickly, getting care from a specialist, et
cetera. So it's a standardized format and all ows
us to conpare -- as was nentioned earlier, allows
us to conpare how well Tricare is doing as an HMO
agai nst ot her HMOs.

COL. GARDNER: VWhat are the sanple
si zes of these?

Lt COL. HARTZELL.: The sanple size for
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the health care beneficiary survey, again, we
sanple 8.7 mllion beneficiaries, and quarterly
t hat breaks down to 45,000 per quarter, so about
180, 000 per year sanple size.

(Slide)

Now |I'm going to talk about just a
couple of the data marts that we actually have in
pl ace right now that contain data fromthe MDR

(Slide)

First, I'll talk about the M2, or MHS
Data Mart. This is the MHS Managenent Analysis
and Reporting Tool, also commonly referred to as
M2, and that's been a very useful tool. [It's not
that old actually, it's only been in place for
about two or three years now, but this is a very
useful source of processed data, and it's IHS-
w de summary and detailed data as well. Cont ai ns
sunmary files | think back to "98, if 1'm not
m st aken, but al so provides detail ed person |evel
information within the last fiscal year. And
"1l show you some of the screen shots from the
query tool, but basically it's a very user-
friendly ad hoc query tool for endusers to be
able to do their own data analysis using

st andardi zed data fromthe HDR
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And, basically, we have plans in place
to deploy this Wb-based -- that's not currently
right now, but we do have plans in place to
actually deploy the tool on a Web-based system

And the targeted users, the endusers
for the data mart include, again, decisionmkers
at all levels to include the |ocal MIF conmmnd,
Tricare Managenent Activity, the various |ead
agents, and of course the services. And ri ght
now there's over 800 accounts. Basical ly, those
are individual endusers or end-facilities that
are able to mne this data.

(Slide)

As | said, contains a subset of the
MDR data. It's processed data that conmes from our
data repository, and so it wll <contain data
files from nunmerous data sources, to include the
WAR, Worl dwi de Workload Report, the SIDR, the
SADR, the HCSR, the purchased care data, the

financial EAS, and then the drug data system

PDTS.

(Slide)

And this is a very basic schematic of
the overview of the data flow. I've shown this

slide before but, basically, it's comng fromthe
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I ndi vi dual services MIFs, data sources into the
MDR where it's processed -- truncated, if you
will -- and then turned into the user-friendly
forminto the data mart M.

(Slide)

These are some of the characteristics

of the M. It's very easy to use. It doesn't
take long to learn how to use that. And the
beauty of it, again, is that the data is all
st andar di zed. As long as the nethodology 1is

correct as far as how they are comng up wth
their certain analyses, then people can Dbe
assured t hat t he answer t hey get i's a
st andardi zed answer, point-and-click navigation -
- and, again, 1'll go through a couple screen
shot s. It's the comercial software Business
Cbj ects Based, and the conputer |anguage SQL
driven, so it's, again, very usable type of
conputer programm ng behind the scene. SQ is a
program |anguage that's recognized by many
different systens. It'"s a query tool and can
all ow you to export into various spreadsheets, to
i ncl ude Excel .
(Slide)

These are some screen shots, and on
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the left-hand side you'll have an overview of the
entire data systemfrom the M2, what is avail able
basically to | ook at, and those are arranged into
obj ects or directories.

(Slide)

And then basically it's just point and
click, so they expand out the nmenu on the |left.
They double-click and select a directory and can
nove that into the box up on the right to see
what is going to be in the report, what they

actually want the analysis to include.

(Slide)
Various conditions, if it's going to
be limted by certain nmonth or certain year,

certain time span, they're looking at a certain
| CD9 code, those are the various conditions that
they would actually list and have the capability
of listing within the bottom right screen. So
it's a very, again, wuseful tool, very sinply
applied, and a lot of wusers are able to get
qui ckly up to speed with the MHS data and how to
properly access this data.

(Slide)

The next system which is basically

anot her source of data or another form of a data
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mart is what's called PHOTO Again, | think
you' || have sonme interest in PHOTO today because
PHOTO, in its beginning stages -- PHOTO stands

for Population Health Operational Tracking and
Optimzation -- but in its very beginning stages
It was to be our population health tool. It was
going to contain data that was from the entire
IVHS. It was going to include both sunmary | evel
as well as drill-down capability so that they
could actually drill down to the individual
provi der, health care provider. It was going to
be Web-based and have a very sinple interface.
And the targeted users, very simlar to what M,
deci si onmakers at all |evels. So that was the
grand overall design with PHOTO, and we're al npost
there. We've conme a |long way since the beginning
of the inplementation of PHOTO, but it does have
sone drawbacks, and I'Il explain those in just a
m nut e.

(Slide)

So, what does PHOTO neasure? Various
measures are |listed up there. Has 15 current
measures that are available, and it is defined by
the WMHS, Mlitary Health System Optim zation

Team it's validated by Dr. Opsut's group, the
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Tri Service Metrics Wor ki ng Group, and a

St andar di zati on Board, and it contains dinensions
such as best <clinical practices, nmeasures best
busi ness practi ces, popul ati on heal t h
i mprovenent, and patient satisfaction.

And | don't know if this was in your
notes or not, but the nine neasures that we
currently have -- clinical nmeasures, anyway, that
are currently in PHOTO -- and not all of them are
for public use yet, they haven't been thoroughly
vetted through the entire process -- but the nine
that have been planned anyway for eventual use
i ncl ude breast and cervical cancer screening, the
pr enat al care and first trinmester, follow up
after hospitalization for nmental health, checkup

after delivery, beta-blocker after M, eye exans

for diabetes, asthma nanagenent, and snokers
advised to quit snoking. So those are the nine
that are currently in PHOTO Currently we
actual ly can col | ect adm ni strative dat a,

automated data on these nine measures.

And the focus again with PHOTO down
there, that's an inportant point, Tricare prinme
enrol |l ees. That was the overall focus with PHOTO

so that is one limtation, that we're really only
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| ooking at the persons who have actually enrolled
to our Tricare prinme health plan. And it was to
give a snapshot of the total care of that group
I ndi vi dual, conprehensive view of both their MIF
as well as any network encounters, and there are
sone limtations wth that as well, again

because obviously any network encounter, anything
outside the MIF, very hard to capture that data -
- not so nmuch the clains data, obviously, since

we have the HCSR for that, but for lab, x-ray and

items like that it's very difficult to capture
that data -- in fact, inpossible right now

(Slide)

So  what does PHOTO do? PHOTO

I ntegrates our MHS data and business rules. And,
again, on the Ileft-hand side is where those
business rules conme from and what type of data
goes into the various business rules, and then
the PHOTO neasures, the nine that I j ust
descri bed, have been approved, vetted through the
services and TMA

(Slide)

One of the -- not problems -- but
difficulties with use PHOTO right now is that we

only have a certain limted nunber of accounts
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And, currently, it's approximtely about 280
users that we have, and so it really limts our
avai lability of getting a snapshot of where we
stand wth these various clinical measur es
t hroughout the entire MAS if we can only
di ssem nate this out to 280 users right now.

And the other limting factor right
now is that down here where it says Phase |11,
this is just in development as we speak. The
whol e plan of PHOTO was to be able to provide
information down to the health <care provider
| evel, what types of <clinical services their
patients nmay need. W're not there. All we have
Is the aggregate data at this time, the summry
data. We're not at the PCM | evel detail at this
time. And | can show you sone of the screen
shots that may clarify that just a bit.

(Slide)

So, when you go onto the PHOTO
Website, this is what the main screen | ooks |ike.

(Slide)

And right there you can see just a
gener al description of what measure they're
actually looking at, whether it's breast cancer

or cervical cancer.
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(Slide)

And you can see the description by
clicking on the various -- it's all hyperlinked,
and by clicking on the various hotlinks you can
actually describe what it is that that neasure is
supposed to be neasuring.

You can see the calculation of the
metric. We have the standardi zed calculation in
there. And so, for the nost part, a lot of these
measures are HEDI S-11i ke. This is where, again,
Dr. Opsut was describing earlier, that's been
somewhat the difficulty in trying to follow
straight HED S nethodol ogy because sonme of our
enrol | ment dat a, for i nst ance, it's very
difficult to say whether one person is enrolled
to Tricare overall, or is it the health plan at a
specific MIF, who is actually responsible for
that individual's health care. And so it makes
it difficult in abiding by strict HEDI S standards
and definitions. But, again, the good thing that
PHOTO has done is actually put up on the Wbsite
exactly how it i's cal cul at ed, what t he
met hodology is, so there's no question on how
they came up with that nunber.

(Slide)
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It also explains where the data
sources, what they include, where they cone from
where the data from the direct care source,
purchased care source cones from It also
explains the reference tables that are used.
Those are reference tables that are in M that
m ght be hel pful in further explaining what that
measure is all about and how it's cal cul at ed.

Tal ks about the nunmerator nethodol ogy,

and also explains -- | don't know if that shows
it -- but also explains the denoni nator.
(Slide)

This is another screen shot of PHOTO
and basically shows the initial view when you're
getting into the nmetric itself. You can drill
down on the various buttons and task bars up
above. You can | ook at service |level, can |ook
at by MIF, by region.

(Slide)

And then you can do various built-in

crosst abs.

(Slide)

And sone further capabilities of PHOTO
breaki ng out the crosstabs and drilling down for

further anal yses.
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(Slide)
(Slide)
And | think this is the l|ast slide

there, and that's it.

DR. OSTROFF: Thank vyou. That was
qui te overwhel m ng, | nust confess.

Lt COL. HARTZELL: Forty-five m nutes.

DR. OSTROFF: Let nme open it up to
sonme questions and comments. I must confess |I'm
| earning new term nology. This is the first tinme
|"ve heard a terabyte. | guess I'm not quite a
techie. That sounds |ike a phenonenal anmount of
dat a. How are you able to keep track of all of
this? | mean, there just seens to be enornous
anounts of information. | guess | would ask the
question, if you could blow this whole thing up
and start all over again, which of this is really
useful ?

(Laughter.)

Lt COL. HARTZELL: OCkay.

DR. OSTROFF: | nmean, | understand a
lot of it's an adm nistrative database.

Lt COL. HARTZELL.: I t hi nk PHOTO
actually could be very useful because it offers a

snapshot, and it seens |ike what you've been
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tasked to do today is to conme up with clinical
measures -- as one phase, anyway, clinica
nmeasures that could be used to track inprovenent
in health, whatever that nmeans or whatever you
cone up with that definition. So, PHOTO is in
pl ace right now as we speak, and so that is a
good progress that we've made in trying to tie in
data from over 560 different MIFs worl dw de, and
get real-time data about our population. | think
this has been a very good effort, and so this is

sonething | would not want to see go away.

DR. OSTROFF: Well, | guess let nme ask
the question in this -- | nean, it strikes ne
that you're al nobst drowning in data. | mean, are

people actually able to use the data, |ook at the
data, try to figure out what the data are telling
then? | nean, even sone of those neasures that
you were nmentioning -- when | provided nedical
care in a Mlitary Treatnent Facility, there's
not a single person that | saw that | didn't
recommend snoking cessation for, that snoked.
And |I'm not sure that that system is going to
capture that.

DR. OPSUT: Thi s i's basical | y

encounter data. This is basically clains,
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adm nistrative clains data is what you' re seeing.
You're seeing popul ati on, denogr aphi cs and
clai ms dat a. There are sone uniqueness to it
because it grew up, again, the way our systens
are, treatnment data systens. And so primarily
it's sinply a record of what happened. What ' s
m ssi ng? I mean, sone of the stuff that Kelly
tal ked about, we don't have popul ation data per
se, population health data, so you don't have a
patient-centered, and you don't have things I|ike
who is a snoker. You don't have that sort of

i nformation on any of this data.

What you have is "I saw this person,
treated himthis way, and this is what | treated
him for". Some of the cost data is a little
suspect. The size is sinply a function of how
big we are. I mean, with 8 mllion beneficiaries

and the nunbers to be listed, it's just a matter
of a huge center of outpatient visits and
| npati ent stays. But nore than anything, from a
popul ation health standpoint, the biggest thing
we're mssing is the stuff that's unique to the
i ndi vi dual . It's not treatnent-centered, but
patient-centered, if that nmakes sense.

DR. BLAZER: I'd like to ask a
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question along those I|ines. What's happened to
t he HEAR?

DR. OPSUT: ['"'m not sure if I'm the
HEAR expert because |I'm not sure if there is a
HEAR expert anynore, but we tried. It hasn't
succeeded very well. The response rate was
extrenely small, and it proved not to be useful.

But Ken is nore the expert on that.

COL. HOFFMAN: Act ual |y, t he
Integrated Process Team | think spent three and a
hal f years coming up with the questions that -- |
think it's a Yale study, it's on the question --
that actually had an interesting recommendation,
which was that it |ooked |ike to be a comon core
of questions that would be configured to address
different populations of interest, like a 17-
year-old male would probably get a different set
of questions than the 35-year-old fenmale, Active
Duty deploynent, you try to scope that all into
iIt. But the way it ended up is that the services
ended up wth some fairly specific sets of
questions, so you have a small/nmediumlarge,
| arge being -- looking a lot |like the HEAR 2.1
with some branching logic, and | think that was

the strong preference fromthe Air Force.
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The Navy preferred a shorter version,
So it's a screening and/or an operational, which
is strictly for deploying troops or places where
medi cal care m ght be sparse. The net result of
all of that has been put onto a -- | nean,
there's a Website that has it on right now. We
paid a good chunk of nmoney on a |icense fee for
this, and it's on a CD-Rom which | think at the
Force Heal t h Protection Conf erence was
distributed to at |east 40 or 50 MIFs. So one
can actually play with it if they want to, and it
does interpret, it does kind of go into an access
dat abase, all the data elenments, and | think
there are sonme folks that have had experience
kind of working with the access database on the
3.0 version, which is what they worked on at this
poi nt .

What people are seeking at this point
is a definitive policy that would indicate how it
fits into the work flow and basically business
process. That's one of the areas that clearly
was not very well defined in ternms of how all the
rei mbursenments -- or how the coding m ght go for
t hat . The HEAR actually is maybe a bit of a

poi soned acronym but it's been so many different
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variants of it and very different busi ness
processes. The one people think about nost, |
think, relative to the current contracts is the
HEAR 1.3, which was that enrollnment assessnent
report that was part of the enrolling process, so
that the contractor then becanme responsible for
sending it out to prine enrollees, which would
actually be people enrolling to the MIF, not
necessarily all Active Duty who mght be taken
care of within like on a ship or a division. The
contractor would then interpret that and deliver
the results back to the MIF, and then it was up
to the MIF to distribute or the PCMs to use them
as they saw fit, and that would be a 30-or-so-
plus to 90-day | ag.

The 2.1 was configured into an Air
Force PHCA, Preventive Health Services, but it
was a suite of applications that i ncl uded
prevention in practice, the HEAR 2.1, which is
the long version, that's the version that the
Yal e st udy | ooked at in 2001, and t he
I mmuni zation tracking. And then, as | say, the
work group took the Yale report and nmassaged it
into the 3.0. So one could actually play wth

that today, if they wanted, and there is actually
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field interest.

Going back to sonme of the HRA
gquestions that cane up earlier, the people that
actually are trying to provide a service at the
point of contact -- let's say a soldier is com ng
into an in-processing station. They can go
through a survey, health risk identified, and
there's an immediate intervention that's returned
to that soldier as well as a tracking. That's

appealing to those people running those type of

progr ans. And so they are |ooking for sone type
of product -- <call it the HEAR or call it
sonething else -- that can be used in the context

of providing sonme of the preventive health
services at the time that they' re the individual
That's kind of where we turn to our past a
little bit, but that's kind of what the HEAR 3.0
| think is envisioned to have been going. It has
been nmapped into CHCS2 in terns of the data
elements. That's a set of data -- | mght be
taking you to nore than you want to hear right
now -- but it can have a hone fairly quickly into
Tricare online and CHCS2. So that's kind of
where at | east the data el enents are these days.

DR. OSTROFF: Kelly, and then Dr.
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Br own.

COL. WOODWARD: Kelly Wbodwar d. ' d
like to just address actually vyour initia
coment, Dr. Ostroff, about how overwhelm ng this
is, and | think that's part of the problem of
where we're at right now, is we're kind of in an
"anal ysis paralysis" problem here, and we have so
much -- these data need to be analyzed and
di ssem nated to reflect what are sonme priority
i ssues that we need to work on. | think we've
built a lot of capability in our data systens,
but, for exanple, with PHOTO to expect that sone
provider or some clinic manager would actually
wade through all these different data systens and
pi ck out the salient points for action | think is
unrealistic. | think what we need to do
Is prioritize what people ought to be working on,
and analyze, and push the information out to
peopl e and say "Air Force, expl ai n your
performance on breast cancer screening", and then
the Air Force <cascades that down to Kelly
Wbodward's clinic and says, "Kel ly, you're
draggi ng our statistics down", or whatever, but
to just mke +these tools available wth no

f ramewor k for anal ysi s or necessarily
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prioritization I think is a |leap we need to nake,
and | think in the Air Force, for exanple, we
| earned this |esson over the |ast few years, and

we started developing "push" reports where we

pushed out al | the way down through the
enterprise to the primary care manager, "Here are
the patients that you need to call, who need this
service", not "Here's the other 80 percent who

already had the service, we don't need you to
| ook at that. Here are the ones who need action,
what are you doi ng?"

DR. OSTROFF: There are probably other
people around the table that have vastly nore
experience with admnistrative databases than |
do, but nost of our experience is that they are
much better known for quantity than for quality.

And trying to use them for meani ngf ul
epi dem ol ogi ¢ pur poses, it's really extrenely
limted. And so, | don't know, David, in termns
of any of the performance neasures that are being
used by your agency or certainly by NCHS at CDC
| don't know that too many of them actually rely
upon adm ni strative databases as being considered
a quality data source.

DR. ATKI NS: I think there are two
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| ssues. One is taking a big picture view, can
you identify places that are underperform ng?
And it really depends on the differences you see
whet her -- clearly, the data have fl aws. If you
see big differences or you see big gaps, then you
have to nake a judgnent is it a problemwith the
data or is it a problem with what you're doing?

And so | don't know if there's a blanket

j udgnent .

But then the second issue, in terns of
where information makes a difference, a |ot of
tinmes it's at the clinical encounter real-tine
i nformation, and this isn't solving that.

The other question | had is -- which |
guess picks up on Dr. Ostroff's first comment --
is anyone being held accountable for the data
yet? | nean, you have the data, but is it just -
- and even if you push it out to people, do you
expect them just to take their own initiative --
gosh, maybe we could do better wth mammography -
- or is there an actual system to say "You are
going to be accountable for these five neasures?”

MS. EMBREY: Can | nmke a comment ?

DR. OSTROFF: Sure.

MS. EMBREY: |"'m sorry | mssed this
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norning's presentations because | think it would
have given some context to this response, but |

believe that this data is being used to help us -
- help inform us how we are managing the system
adm nistratively, what is the level of activity
in the system I think that becane very
I mportant to us in terns of efficiency and those
ki nds of things. It does not help us in ternms of
surveill ance from a preventive medi ci ne
perspective because it doesn't contain the kind
of clinical information that we need to draw
meani ngf ul concl usi ons.

So, I think that Dr . Tornberg's
question and ny own question is what is it that
we really do need to be capturing to have
meani ngful surveillance -- you know, preventive
medi ci ne kinds of activities, population health

How can we infer fromnetrics what we need to be
doi ng across our systenf

| don't believe that the data that we
have here was ever designed to help wus do
preventive nedicine or any kind of heal t h
surveillance, other than to |let us know outcones.

I think our focus now is nuch nore at the

patient level, at the clinical |evel. We need
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different kinds of registries. We need nore
granul ar pieces of information to help inform us
what our baseline is and what we need to now do -
- you know, if we make a change in our policy or
the way we do business, whether that actually
I nproves it or mkes it worse. And so | think
that is part of our challenge, is trying to get
information from data and focusing in on getting
the right data.

And if we are truly trying to be
proactive and be nobre preventative rather than
reactive, then we need to be focused on capturing
the right data that are indicators of whether or
not what we're doing is giving us the desired
result. And | think the PHOTO tool would be very
useful once we picked out what granul ar pieces of
information we need, but | don't think we're
there yet. We don't have good nortality data
even in this system So we need nuch better data
t han what we have, and we need it well analyzed
by people who know what to do wth this
I nformation because it's fairly inaccurate, too.

DR. OSTROFF: Grace.

DR. LEMASTERS: I was wondering how

you m ght plan to use the clains data. It seens
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li ke that information could be pretty powerful if
you're tal king about decreasing costs or trying
to decide where to do interventions as we were
talking this nmorning, or if you were |ooking at
the claims information for beneficiaries and you
were wanting to target where do we need to begin
wi th decreasing costs, et cetera.

So, | was just wondering if you all
feel that the clainms information, if you know the
denom nat or, how many people are potentially able
to file a claim and the nunerator, how many
actually did file a claim if you couldn't do
sone tracking of that claiminformation over tine
and would expect to see either decreasing or
i ncreasing trends, or at least really surveilling
it year-by-year to see what's happening, really
use that clains data as a surveillance tool. l's
that possible? It seenms like that could be
powerful in |ooking at trends over tine.

Lt COL. HARTZELL: Bob, do you want to
comrent on that?

DR. OPSUT: Bob Opsut, again. Yes,
that's sort of what we do now. And, again, in
terms of what Ms. Enbrey says, in terns of cost

data, we conme up with a PMWPM and we cone up with
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days per thousand, we come up wth wutilization
rates and the |like, and we can do it down to NMDC
|l evel and the |ike. But |I'm not sure -- what
that doesn't get us is outcones, which requires
much nmore specific information than what you get
on a claim and that's sort of what we're doing.
But, yes, we can track and see why are bed days
per thousand going up in ternms of -- you know, is
It pregnancy related, or is it orthopedics
rel at ed, or questions of that, we do that
routinely. It's just that when you get to sone
of t he ot her preventive services type
information, there's nothing on the clains that
says what percentage of our people snoke, or what
percentage of them have alcohol abuse, or the
like. So it's limted in that sense.

DR. OSTROFF: Ckay. A couple nore

comments or questions, and then we have to nobve

on to try to keep on schedul e. Greg, and then
Mar got .

DR. GRAY: This is Geg Gay. | think
these data -- the SIDR, the SADR, the pharmacy

dat abase, and DEERS <can be used good for
retrospective studies, particularly those that

are outcone-based with a targeted diagnoses, and
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we've had trenmendous success in that. And in
sone ways Yyou can call t hat surveill ance,
particularly if you look for trends for defined
popul ati ons such as Active Duty personnel that
you know are going to have a high probability of
using the services and not civilian services.

Addi tional ly, t he pay-for-service
dat abase is useful for di seases that are
relatively rare such as ALS, and that was used in
the Joint DOD/VA study of ALS to search for
cases. So while you don't have a good
denom nat or, as Gace was wondering about,
because both civilians and retirees can use that
dat abase, you can use the nunerator to identify
cases.

And, finally, the pharmacy database
can be used in a simlar fashion. You can search
for pharmacy use. It's very unique for certain
di seases. But these systens are adm nistrative,
they are not what we are focusing on today, and
that is sort of health risk preventive nedicine.

COL. KRAUSS: This is Margot Krauss.
| guess |I'm going to echo a lot what Dr. Gay
just said. I think if we have specific

gquestions, specific disease entity, we can design
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a study to use these admnistrative databases,

and we can get sone very useful information out

of them | think routinely using them to nonitor
the health of the population I can't see would
wor K.

Al so, our data undergoes a lot of
mani pul ati on, and depending on where you're
getting it in the system -- even though
understand the SIDR goes to the services and EIDS
at the same tinme -- |1've actually |ooked at two
systems and | can get different answers. So |
don't really want to go down that route.

DR. OSTROFF: Kelly, one nore conment.

COL. WOODWARD: Just a comment coni ng
all the way back to the issue of data quality,
while | guess |I'm equally concerned about how
much data we have and how little information
we're getting out of it, I think the data quality
piece is sonething that -- the only way we can
fix the data quality is to use the data. And in
the Air Force, we've launched a |ong, long, |ong,
| ong-term venture to start using the data which
gets us in the process of getting over all the
argunments about who's responsible for fixing it.

So, when MIF commanders say "that
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can't be right, there nust be sonmething wong
with the data", and then we say "But you entered
the data", so then they go back and say "Oh.
Okay. Well, |1 guess we'll fix that". And t hat
led us to, for exanple, a lot of these -- a |ot
of the wvalue in there is sone of the coding
information in the SADR, and if you have accurate
coding -- | nean, coding is the |anguage by which
we capture what we're doing in ternms of diseases
and conditions and procedures, and if you can get
that very accurate, which we have tried to do
through using the data, then | think it becones
much nore useful. But you have to step off that
precipice and say "W're going to start using
this inperfect data before it gets better".

DR. OSTROFF: Ot her comments? David,
you get the last word, then we'll have to nove on

to our next presentation.

DR.  ATKI NS: Well, to pick along
Kelly's point, is the only incentive for accurate
coding -- there has to be an incentive to do it
right. In the private sector, the incentive is

you don't get paid for it unless you do it right.
But, here, that's not always true.

And so are you building 1in the
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I ncentive so that it's worth the extra tinme it
takes to nmmke sure they are coding each of the
services conpletely?

COL. WOODWARD: There are a couple of
parts to the incentive. One is we've actually
now put assigned values, if you wll, dollar-
based values to the care people are providing.
So if you do nore conplicated care, a nore
conpl ex diagnoses, you get nore points, if you
will, for how hard you're working. And
then the other thing is that we start using the
data and people want to know who really has
di abetes because they don't want to spend their
time taking care of sonebody who was m scoded
with diabetes, who they are now being told they
need to arrange a retinal exam So there is an
I ncentive to do the right thing wthin our
system and the other part 1is there is an
i ncentive to get sort of positive workload feeds.

DR.  OPSUT: We're inplenenting a new
budgeti ng process that wll, in fact, pay the
services or the MIFs based on, again, a weighted
wor kl oad unit that's based on the CPT codes and
t he di agnoses.

MS. EMBREY: So they'll get funds
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based on what they' ve coded, so if they've done a
| ot of very lowlevel stuff, they' re not going to
get --

DR. OPSUT: And along with that, we
have put in the auditing processes to make sure
that they don't overcharge.

DR. CATTANI: Can | nmake a point?

DR. OSTROFF: If you nmke it very
qui ckly.

DR. CATTANI: You know, that's how the
private sector got in trouble with ICD9 coding in
I nsurance conpani es because they code things so
that they get paid nore, and therefore you cannot
use ICD9 codes from the private sector because
it's totally biased by what insurance conpanies
reimburse for. So that's a dangerous path.

DR. OSTROFF: Agreed, there are many
I ssues here. Col. Hartzell, thank you very nuch
for that presentation. I'm amazed at the
enormty of the task that you have, just sinply
keeping track of all these different systens.
Bl ess you for being able to do that.

Qur | ast presenter of the afternoon is
an old friend to the Board, Col. Wthers, who is

going to talk to wus about sonething that |

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

230

actually wunderstand a little bit about, surety
i nspections and, Ben, | didn't realize that you
are with the Inspector General, and |'ve also

heard runors that you may not be there that nuch
| onger .

COL. WTHERS: Well, 1've been there a
year, and I'mgoing to retire in February.

DR. OSTROFF: Congr at ul ati ons. we' | |

be sorry to see you go.

CaL. W THERS: Wel |, it's a
bittersweet decision, I'll tell you
Good af t ernoon, ever ybody. Ms.

Enbr ey, Dr . Ostroff, menbers, speakers, and
guests, it's great to be back.

(Slide)

Today we're going to discuss the new
Army Biological Surety Program You can all
relax, this is not related to a question to the
Board, so it should be a fun lecture for you.

The | anguage is unfamliar to many of
you of surety, perhaps, so feel free to ask quick
questions just to clarify things as we go, and
we'll have a few m nutes at the end as well.

(Slide)

If you' d like to use any of it again,
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just get with me and we'll make it happen.
Also, it's a program in devel opnment,
so things may change before it's finally issued.
(Slide)

There are several acronyns that go

along with surety prograns. Let nme cover a few
just so you'll -- this is in your handout.
You'll be able to refer back to this, but | do

want to cover a couple of them

First of all, BDPR, Biological Duty
Position Roster. This is sinmply a list of
everyone that's in your "surety progranf, and it
gi ves about ten fields of information on them

The second one, Biological Personnel
Reliability Program or really any personnel
reliability program -- the others being nuclear
and chemcal -- is a nulti-faceted program which
ensures the reliability or the suitability or the
trustwort hi ness of workers. By multi-faceted, |
mean there's nedical 1input, there is personnel
i nput, background investigation is part of it,
police records are checked, and drug testing is
part of it.

Bi ol ogi cal Surety Inspection is a very

formal inspection that the Arny IG will conduct
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every 24 nonths.

CO stands for Certifying Oificial.
It's not the conmandi ng officer. It can be, but
what it really is is usually a second line or a
seni or supervisor, and he or she is the person
that looks at all the data and makes a witten
certification that this person is "reliable" or
"suitable" to be in the PRP.

PDI , Potentially Di squal i fyi ng
Information, is really any information that mn ght
render a person to be unreliable in the judgnment
of the Certifying Oficial.

And then SIP, Special |mmunization
Program is what you think it is. It's just an
I mruni zati on program for workers that are exposed
t o dangerous bi ol ogi cal agents.

(Slide)

Qur United States Offensive Biol ogical
Program ended in 1972. At the tine, the Arnmy was
the Executive Agent, and remains the Executive
Agent of the Defensive Research, Devel opnment and
Acqui sition Program

W really only have two regulations
that tell us how to conduct business, and they

are both quite old and out-of-date, as you see.
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Notice this very lengthy title. | just put that
there as a -- that's the nost lengthy title |'ve
ever seen of any Arny Regul ation. It goes back
to 1979.

And then we have a slightly newer
regulation here that tells wus how to handle
security issues. But, basically, these prograns
lay fallow for many years.

(Slide)

Then there was 9/11. The War on
Terrorism began, the anthrax nmmilings occurred,
and there was great concern about the security of
our anthrax stockpile. In fact, we weren't
certain -- and may not still be -- that it wasn't
our anthrax that was mail ed.

The Arny Inspector General Ofice,
that's DAIG was ordered to conduct a special
I nspecti on. This occurred in Novenmber of '01,
and the I1G was told to focus on accountability
and physi cal security of anthrax and other
danger ous bi ol ogi cal products.

Movi ng on, the I1G recommended that the
Arny develop oversight nechanisnms both at the
Army level and the Major Command | evel. When |

say Major Command, let ne explain that the Arny
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Is divided into 16 Major Conmands. Sonme you
m ght be famliar with would be Medical Command,
or MEDCOVM{ Forces Conmmand is another one; three
MACOMs that own biological products are MEDCOV
ATEC, and AMC, Arny Materiel Command.

Moving on, the |1G recommended that
there would be an inspection process, that there
would be drug testing for biological workers,
occupat i onal progr ans, medi cal I nput to the
Certifying Oficial relating to the reliability
of workers, and that the prograns would apply not
only to anthrax but to other dangerous biol ogical
products.

(Slide)

So the Deputy Chief of Staff of the

Armmy, in February of '02, decided that we would

I mpl ement  many of these ideas. The Arny G3
became responsible for this action. There were
to be i mmedi at e saf ety, security and
accountability neasures inplenented. And then

over tinme the Arnmy was to develop a nore well -
devel oped and mature biol ogical surety program
(Slide)
So the Arnmy G3 or Operations Division

sent out sever al interim nessages bet ween

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

235
Decenber of '01 and July of 'O03. These nessages

announced an intent to establish a Biological

Surety Program with a Personnel Reliability
Program as the centerpiece. The nessages
designed certain dangerous biol ogical surety
agents that would be covered. It directed the

i mmedi ate accountability, security and safety

procedures, and it addressed the contractor
| abor at ori es. It also asked for cost and
facility data, identified sone gray areas that

the Arnmy wanted input on fromthe | aboratories.

(Slide)

These are the "designated" biological
surety agents, and these are the organisns for
which the immediate accountability, security and
safety for which nmeasures were to be inmmediately
I mpl enent ed.

(Slide)

W refer to the new Arny Biological

Surety Regulation as 50-X We do that because

nucl ear surety is 50-V. Chem cal surety is 50-
VI . 50-VIl is already taken. It wll be 50-
sonet hi ng. Anyway, it is in final devel opnent,
actually. The Personnel Reliability Program is

the centerpiece of it, and the regulation wll
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I ntegrate safety, security and reliability
prograns and docunents.

(Slide)

These are the chapter titles. [ 1
give you a mnute to take those in.

(Slide)

Bi ol ogi cal Surety, wunlike the other

prograns, wll be a two-tiered surety program
This is a little unique to biological surety.
There will be biological select agents, which is
a much larger list of 36 biological products, and
there will be a high priority agent and toxin
list, which |ooks very nmuch |ike the designated
list | showed you.

The bi ol ogi cal sel ect agents are going
to be designated by CDC, not DOD. We are going
to sinply use a CDC |ist. It is found in 42 CFR
72.

The high priority agents and toxins
w |l be designated by the Departnent of Defense
and this 1is basically the previous [list of
desi gnated agents plus the arenaviruses such as
Lassa and Machupo.

Now, just to organize your mnd,

surety is the big unbrella. A surety program
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contains many -- a dozen -- supporting prograns.

So surety is the big unbrella, and there will be
differences in the surety program according to
the two tiers. However, the centerpiece, the
Personnel Reliability Program wll be the sane
for both tiers.

During initial evaluation -- that's
when you're evaluating a new worker -- there wil
be an interview process, per sonal security
i nvesti gati on, background investigation, dr ug
testing. There will be a risk assessnent
rendered by the Attorney General, and then there
will be nedical input -- in other words, a
physician or a trained nurse or PA reviews a
person's nmedical record and identifies physical
or nmental condition, drugs, or anything that is
found there, which mght affect this person's
reliability or suitability for this type of job.

During continuing evaluation, we do
the sanme things. We nodify them but generally
on a yearly basis or on a five-year basis, the
sane sorts of checking goes on

For the nedical prograns, there is
typically an annual encounter, and then anytine a

worker cones in for an occupational nedicine
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visit the health care provider nust decide
whet her  that encounter generates potentially
disqualifying information and, if it does, he or

she sends that information to the Certifying

O ficial.

(Slide)

This is the list of biological select
agents -- it's a little hard to read, of course -

- but as you see there are species from several
famlies. This list is, as | said, designated by
t he CDC. There are 36 agents currently on it --
that can change. It also includes genetically
altered mcroorganisns that mmc the above.
These are things which are determned to be a
high bioterrorism risk and which my cause nmass
casual ti es.

(Slide)

This is the HPAT, or high priority
agents and toxins list and, as | said, it is the
same as the original designated agents |ist plus
arenavi ruses. These are the nobst dangerous
agents, and designated by DOD.

(Slide)

Sone of the responsibilities of the

Surgeon General under biological surety will be
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to develop nedical policies to support the
Per sonnel Reliability Program to develop a
system of education, or GWE, if you wll, for
physicians who work at surety sites, and to
appoi nt a biological surety consul t ant to
hi nself, to the Surgeon General. These are sort
of strategic things, responsibilities of the
Sur geon General .

The NMEDCOM Conmmander is the sane

person, but wth his operational nmantle. The
MEDCOM Commander will be <charged to devel op
occupati onal heal t h and I ndustri al hygi ene

prograns in support, to provide a trained staff
at all of our surety sites, and to review and to
some degree oversee contract nedical operations.
(Slide)
O her nedical elenents of the program
will include reliability standards. I n other
words, what trips the wire, what things or what

medi cal events or diseases or drugs or whatever

define what is nmedical PD, in other words.
There's al ways an area of controversy. | inspect
this all the time, and we are forever arguing

about what nmkes a person reliable, and it's

because it's a gray area. It's not particularly
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clearly defined in the chem cal and nucl ear
regul ati ons.

O her medi cal el ements wil | be
desi gnated biological PRP positions, the fact
that a duty roster nust occur, health records
wll be identified such that providers know when
they are dealing with a person who is in the PRP
That way they are better equipped to do their
part in it. There will be nedical restriction
and disqualification. This can be tenporary or
per manent based on conditions -- drugs, exogenous
factors, whatnot. There will be a biological
acci dent and incident response that will include

bot h medi cal and nonnedi cal parts, and then there

will be an inspection every 24 nonths. Right now
the chem cal inspection cycle is 18 nonths, the
nucl ear is 24, and biological will be 24.

More specific medical progranms such as
the 1imrunization program personnel protective
equi pnent, surveillance exam nations, these are
bel ow the | evel that you would normally see in an
Arnmy Regulation, and they wll be covered by
probably DA panphlets that the Army Medica
Departnent will wite.

(Slide)
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These are where we expect our units
and |ocations wll be that have biologica
products which demand a surety program Remenber
that a biological surety program is agent-based,
not facility-based. Qur clinical |abs are part
of the |aboratory response network, or LRN, and

they maintain reference sanples for diagnostic

pur poses, and then, in addition -- or actually
the last line -- addresses this. We have
probably -- oh, |I'm guessing at this -- but

probably five or six contract operated |abs such
as Bechtel in Akron, Ohio, or Mdwest Research

Institute which actually has a lab in Florida

that does biologic work for the Arny. We
probably will end up -- this is not certain yet -
- but we probably wll end up only inposing

surety standards on those |aboratories if we
supply the organi sm

(Slide)

The regulation is in its final stages,
and shoul d be out by January 1st.

Ckay. Are there any questions?

DR. OSTROFF: Thanks very nmuch for
that presentation. I'm sure that there are
probably a few questions. We have a rather
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limted tine because we have to head out to the

buses in the next five m nutes.

I will nmention that anong the many
hats that | wear at CDC, one of the other hats
that I wear is as the Director of the Select
Agent Program at CDC, so | oversee the program

t hat regul ates and does 42 CFR

COL. W THERS: I hope | said that
ri ght then.

DR. OSTROFF: And | wll point out
that the 1list that you have listed there is
actually the old list, that's not the current
list of select agents. It was updated under the

new regulation in February of this year, and
there were several agents that you have on the
list that were taken off and others that were
added.

One question | have is -- and | know
that this has conme up as an issue for DOD -- is
the overseas facilities, and |I didn't see where
you had listed any of the overseas facilities.
And we, as a program at CDC, do not regulate
facilities that are outside of the United States,
and | know that there have been occasions where a

nunber of DOD overseas facilities have attenpted
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to register with us under the Select Agent Rule

and we've had to tell themthat we can't regul ate
them outside of the United States. And so what
are you doing in terns of security and surety for
facilities outside of the United States that
m ght contain one of these agents?

COL. W THERS: The only one that |

bel i eve --

DR. OSTROFF: Oh, there's nore than
one.

COL. W THERS: Are there? The only
one | know of -- again, | don't know the full
list. But, for instance, Lanschul (phonetic)

Arnmy Medical Center is one of our labs in the LRN
has reference sanples and will be inspected. I n
fact, we were planning to inspect it this
Decenmber, but the regulation is not issued yet so
that will be del ayed.

Tripler, if you call that overseas, is
also on the list. | suspect that our hospital in
Korea, the 121st, is also going to be on that
list, although | haven't seen that.

DR. OSTROFF: That's right, and all
the Navy facilities are certainly --

COL. W THERS: Of  course. ['"m just
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describing the Arny's Biological Surety Program

These are things yet to be determ ned. It may
be that the Navy is required to standup their own
-- this was an Arny decision. |t was not inposed
on us by Department of Defense, so |I don't know
what the Navy and Air Force plan to do about
this.

DR. OSTROFF: Ot her coments or
questions? Jackie.

DR. CATTANI : Jackie Cattani. | just
wondered what the inplications of this would be
for university research prograns that are funded
by, say, Edgewood, and we are already having
problenms getting foreign national qual i fi eds,
since a |lot of post-DOCs in universities,

especially in nolecular biology, are comng from

t he East. WIIl this have any inplication on
t hose issues, or is that a separate issue
entirely?

COL. W THERS: | think the way we are

going to deal with this is by not supplying the

organism to the |aboratories that we wuse for

contract work, for the nost part. Then we, the
Army, will feel less conpelled to enforce our
rules on those |aboratories. |'mcertain we wl
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make suggestions, but we wll not be inspecting
and we'll not be requiring the labs to go by our
surety rules to do that work. That is, | think,

the way we are going to do it.

Let me get back to ny |ast question
because | answered -- | thought it was sonething
el se. The Arny is still the Executive Agent for
the program so another approach may be that the
Air Force and Navy sinply don't have to devel op
the progranms, and they nay be required to use the
Armmy program and we m ght be the inspector. The
Arny Inspector General mght be the inspector.
Again, it's a program under developnent, and |

haven't heard the answers to these or heard them

di scussed.

DR. OSTROFF: Barney.

DR. CLI NE: Qi ckly, how do you see
eval uating the progranf How will you approach
t hat ?

COL. WTHERS: Well, very nuch |ike we
do chem cal and nucl ear prograns now. We take a
team of ten people in for a week, and the
functional areas that are covered are nedical --
that's ne; security, we have two or three

Mlitary Policenen; operations -- these in the

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON. D.C. 20005-3701 (202) 234-4433



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

246

chem cal arena are chem cal officers. In this
area, we wll wundoubtedly wuse I|aboratorians to
just evaluate safety, security and reliability of
| ab operations, are they being done correctly and
that sort. And then surety managenent is done by
an officer experienced in this. Agai n, surety

managenent is |ooking over all the prograns that

support the big surety unbrella. So it's
conpliance inspection. It's fairly hard-nosed.
A lot of Ilatitude. Well, a lot of latitude is

not allowed, it is pretty nuch a black-and-white
conpliance with the regulation inspection. And
then we issue findings. We have criteria in the
regul ation that gives our criteria.

DR. OSTROFF: We're going to need to
break, but | wll also nmention that the DOD
facilities are not exenpted under the |egislation
and the regulations that regulate select agents,
and so we also have to conduct inspections and we
have to oversee them and all of the security
procedures that are in place under the civilian
sel ect agent regulations also apply to DOD. So
the personnel have to go through the security
risk assessnents and all the other things that

are required as part of that regulation, and |I'm
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sure many of you who work on sone of these agents
have sone of the sanme difficulties in terns of
security plans and everything else that the

| egislation requires, DOD has to fall under that

as well, and so we have a certain inspection
schedul e. And so | guess this would be, to a
certain degree, double-regulation al nost. Thank

you very nuch.

Okay. Rick, want to give us the
i nstructions?

COL. RI DDLE: Qur vans are waiting
outside for the Board nenbers. The tour is
scheduled to start at 3:00 o'clock, so if we wll
go right out in front here, down the steps, and
then we'll all ride on the two vans, and then
we'll neet back here about 1630. I f everybody
el se wants to do the tour of the nuseum here, and
then the USS Nautilus outside, and we'll have the
Executive Session as quick as we get back, and
then hope to get out of here and back to the
hotel by 6:00.

(Wher eupon, at 2:50 p.m, the neeting

was adj our ned.)
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