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Leaders
sign
covenant

By Jeff Crawley
Fort Sam Houston
News Leader

Leaders from the
Army medica commu-
nity reaffirmed the
service' scommitment
to provideworld-class
care to wounded Sol-
diersandther Families
by signing the Army
Warrior Health-Care
Covenant Nov. 13 at
Fort Sam Houston,
Texas.

Army Surgeon Gen-
eral Lt. Gen. Eric
Schoomaker and Com-
mand Sgt. Mg). Althea
Dixon, CSM of the
Medical Command,
signed the covenant
during a conference
with senior medicd of-
figds

“Thisisnot aflashin
thepan; it sasustained
pledge,” Schoomaker
sad. “Thisisgoingtobe
herefor theduration as
long asweare medics,
aslong asthenext gen-

continued on page 11

Warrior care leader
describes good progress

By Fred W. Baker |11
American Forces Press
Service

Brig. Gen. Gary
Cheek, theArmy’'sassis-
tant surgeon general for
warrior care and transi-
tion, recently spokewith
American Forces Press
Serviceabout theArmy’s
transformed wounded
warrior careprogram:

Q. It hasbeen alittle
mor ethan ayear since
thefir st wounded war -
rior brigadewasstood
up at Walter Reed
Army Medical Center.
Tell me how you think
themodel isdoing and,
over all, how you think
the Army is doing in
taking careof wounded
warriors.

A. It isatremendous
program. We have liter-
ally completely trans-
formed our rehabilitative
care...aswetrandtionthe
Soldier from inpatient
careto elther going back
totheArmy or civilianlife

Tosomedegreewe ve
never redly fully had what
| would call arehabilita-

tivecapability intheArmy
on the scale of what
we're doing now. Once
we became engaged in
thetwo wars now, when
we started to look for
thoserehabilitative capa-
bilities, they redlly didn’t
exist. | don’'t know that
wehaveit exactly theway
wewant it yet, but | think
we're at apoint of irre-
versible momentum to
where we will get these
thingsredly up, designed,
functioning with the poli-
ciesinplacetomakethem
aterrificsystem.

Q. So, do you think
thetriad of careand the
warrior transtion unit
modelsareworkingfor
theArmy?

A. Really when you
look at what was going
on at Walter Reed [be-
fore February 2007 when
the Washington Post
news articles exposed a
breakdown in wounded
warrior carethere] itwas
redly just amicrocosm of
theentire Army and our
systems. | don’t want to
point too sharp astick at

it— but it wasnot asys-
tem that we needed to
properly take care of Sol-
diers.

We were hit pretty
hard about thefacilities.
But that’s really only a
small part of it. We had
redlly noleadership struc-
ture. We were actually
usingan NCO that wasin
charge of those Soldiers
whowashimsdf acancer
patient. We had no struc-
ture, nomilitary discipling,
no requirementsfor for-
mation. We had Soldiers
that werenot wearing uni-
forms not getting hair cuts,
growing beards, and re-
aly left to their own de-
vices.

If you werea Soldier
tryingtowork thesystem
and hang out thereaslong
as you want, that was
great. If youwerea Sol-
dier who wanted to get
better and get back to his
unit, it wasfrustrating. It
wasdifficult.

We didn’t take good
careof the Families. We
weren't watching out for

continued next page
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the Soldiers. Wedid not havethe
traditional military structure and
leadership that Soldiersareaccus-
tomed to. We also really didn’t
know what was going on. We
weren't really checking and mea-
suring how weweredoing.

And that has completely
changed. Now, by contrast, we
havethe35warrior trangtion units.
Wedid consider going back tothe
rehab center concept — but the
reasonwedidn’twanttodothatis
because we felt that to properly
rehabilitate a Soldier, it's best to
have him close to his home, his
Family, hiscomrades. Wewanted
asystem that wasmore adaptable.

Westood upthemilitary unitwith
thefamiliar things like company
commanders, and first sergeants
and squad | eadersand platoon ser-
geants and added to that some
medica management capability with
anurse case manager and primary-
carephyscian.

Allindl, I think weareoff toa
tremendous start to this program
and we continueto adjust and re-
vise

Q. Doyou think that that dis-
ciplinehelpsthem re-associate
with theArmy and focusestheir
intent on healing?

A. Absolutely. These are Sol-
diers. Andfor aSoldier, thethings
likethe Uniform Code of Military
Justice, the standards, the customs
and the courtesiesall apply. That
|eadership hasto takeinto account
theconditions... uniquetothat Sol-
dier. Of coursethey will usejudg-
ment when dealing with those Sol -

diers. Wewant to havediscipline.
Wedon'twant it to beoverly harsh.
Wewant it to be appropriate.

That ssmedisciplineisalsogo-
ingto bepushing themtofollow the
ingtructionsof their providers, their
thergpistssand making their gppoint-
ments.

Q. You’' vehad somedifficulty
with gaffingthetrangtion units.
I know there are some initia-
tivesto get that up to 100 per-
cent. How isthat going?

A. It'simportant for usto have
thecadreright and theratiosshould
beat 100 percent and that’swhat
we' removing toward. But | think
thereare somekey misperceptions.
Thefirst oneis, yeswehaveover
12,000 Soldiersinthisprogram—
butitisnot 12,000 catastrophicaly
wounded Soldiers from theater.
About one-third were evacuated
from theater — the other 66 per-
cent redly havecomefromour units
—aSoldierinacar accident, aSol-
dier who hascancer, aSoldier with
asportsinjury, aSoldier injuredin
traning.

Seventy-five percent of those
12,000 are combat veterans. We
haveamord obligationtotakecare
of dl of themandthat’ swhat we'll
do.

But the important thing is the
cadrethat looksafter those Soldiers
iIsmoreto managetheir care. It's
not that they’ re being denied medi-
cd care. It'snot that they’ renot be-
ing taken care of or supervised.
They are.

The methodswewereusing to
staff those cadres.... werejust not
agile enough to keep up with the

growth. We' ve changed the way
we're doing that. We have man-
dated to stay up with theseratios
based on the popul ation. We have
brought in our commandersat the
magjor command level —al around
theworld, al of our ingalationcom-
manders— and wereally cameto
acommonazimuththa we red| re-
sponsiblefor thisand we' regoing
to keep thisstraight.

Themainthingl would say isthat
even when the cadre’s strengths
werebelow theratioswehad s, |
do not believethat had amajor im-
pact on the care provided to those
Soldiers.

Q. What was the rationale
behind bringingin all wounded,
ill and injured Soldiersintothe
program, becauseit would seem
to createmor e of an issuewith
barracksand staffing?

A. | supposewe could consider
a specia program for only our
wounded Soldiers, but thenwhen |
have a Soldier who hasthree com-
bat toursand he'sinjuredinamo-
torcycleaccident, he'snot eligible.
Do we not have an obligation to
takecareof him?

Itisreally about the severity of
thewound, theillnessor theinjury.
How badisthemedical condition
of that Soldier? That’swhat gains
entry into thissystem.

WE regoingtotighten our crite-
riaabit. Wehaveasgnificant num-
ber of Soldiersin our warrior tran-
sition unitsthat have along-term
problem, but withrather routinere-
habilitative needs. Inthefuture, we
will morethanlikely keep that Sol-

continued next page
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dierinhisunit and usetraditiona
leadershipto supervisshimandthe
medical care provided to do that.
Wewant to makeour warrior tran-
stionunitsfocuson thosethat need
that intense managed care.

Q. How isyour accessto se-
nior Army leader ship and what
isthepriority for wounded war -
rior care?

A. I would say our support from
the senior leaders of theArmy is
enormous. | easily havedirect ac-
cessto any of them should | need
to bring up anissue. Typically it
worksthe other way around. They
typicdly cdl meand| gotherequite
often.

Q.IstheArmy abletochange
itspoliciesand proceduresfast
enough to accommodate the
needsof wounded warriors?

A. 1 would say yes, but | would
also say wehaveto bevery care-
ful. Youwant to bevery wary of a
knee-jerk reaction. The second-
and third-order effects of making
policy changes sometimesare not
apparent.

Our decision, for example, to
bring alot of our medical evalua-
tion board SoldiersintotheWTUs
hed that beneficid effect for deploy-
ingunitsinthetitremovedthemfrom
their booksand dlowedthemto get
more personnel. And to some de-
greeit brought these Soldiersto-
gether wherewe could help expe-
ditetheir board process. The sec-
ond-order effectswerewehad this
explosoninour populationandwe
had thisgreat challenge of getting
our cadreupto strength. And when

wefinaly stepped back and looked
at thispopulation, we determined
that ... this was designed to pro-
videfocused managed careand a
lot of Soldierswebroughtindon’'t
need that.

Q. Can you talk about
streamlining theboard process
and wheretheArmy iswith its
pilot program?

A.Thisisaprocessthat’sbeen
around for probably 50 years. It's
a very deliberate process that
makessurewedo it right and that
thebest interestsof the Soldier are
protected. So that process has got
alot of checks along the way to
make surewe don’t misstep.

We have looked hard at elimi-
nating someof theduplicative pa
perwork. We' re also going to au-
tomatethissystem. By January, we
will be ableto do thisin an auto-
mated fashionwhich should helpus
considerably. Thepilot bringsthe
VA and theArmy together todo a
singlephysica. We used to dotwo.

What wewouldredly liketosee
istheArmy not to beinthedisabil-
ity business. TheArmy’sdecision
really ought to be about fitnessto
serveor not. You can either stay in
theArmy or not, based upon your
physical condition. Thedisability
decision, wewouldrather havethat
beintheVeteransAffars. Let them
makethedecision of thedisability
and work that.

For the Soldier, heor shewants
to makesurethat they retain medi-
cal benefitsfor the Family, to not
have any degradation of pay ... and
be as physically capable as they
can. The MEB and our process

really doesn’t necessarily look af-
ter those interests. There will be
somedisappointed ... Soldiers.

So until we can resolvethat, we
areleft with thissystemwhich un-
fortunately puts usin abit of an
adversarial relationship with the
Solder.

Q. TheArmy hasbegun lean-
ingforwardin allowing[serioudy
wounded] Soldier stostay on ac-
tiveduty if they choose. Why?

A. For any Soldier who hasbeen
wounded in combat who wantsto
continueon activeduty, wehaveyet
tosay “no.” That’snot apolicy. |
just know that to be afact. Every
one of thoseisdone on acase-by-
casebasis.

We haveatremendouspositive
track record for great servantswho
have been grievoudy wounded in
combat [and continued on active
duty]. Whenwelook at the history
of the service that has been done
by some of those who have made
those kinds of sacrifices, | think
keeping themintheArmy hasalot
of merit. They havealot to offer.

We want to place a retention
NCO in each of our WTU battal-
ionsand build aretention program
to encourage our Soldiersto stay
intheArmy. In particular, we may
haveaSoldier whoismedicaly un-
qualified for hiscurrent specialty,
but we may be ableto find another
waly to usehisor her talentsinan-
other specialty.

Wewent totheAW2 symposium
... | spoketo those Soldiersthere
and asked how many wouldliketo

beacadre member. And anumber
continued next page
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of themwerevery interested indo-
ing that. So | think we have are-
sourceright therealonejust for our
ownwarrior trangtion unitswhere
these Soldierscan serve. They can
teach in schools. In many cases,
they do continueto serveintheir
MOS and deploy to combat.

Q. What feedback are you
getting from thetroopsand the
Families?

A. The feedback | get from
Families...isredlly spectacular. |
think especidly for those Families
whenthey firstarrive... There'sa
lot of reticence and uneasiness
about the condition of their loved
one. But they areembracedimme-
diately. Sothey areput at easevery
quickly andtakengresat careof . For
many of them, their challengeslie
ahead, but at least we get them
through that very difficult period
wherethere'salot of unfamiliarity
with the military and the Situation
they’ resteppinginto. We' redoing
agreat job there.

FromtheSoldiers it snotdl milk
andhoney. Soldiersaregoingtotell
you thethingsthey likeand don’t
like. For many of them, they are
gresatly gppreciativeof thisconcept.
Many of them arevery, very com-
plimentary of their cadre. Othersare
perhapslessso. But you will find
that anywhereintheArmy. But, by
andlarge, they recognizetheinvest-
ment, the attention and thefocus of
theArmy.

We also ask them about their
level of care. Generally speaking,
fromthesurveyswedo, werange
just under 80 percent satisfaction.

Our goal isto get everybody over
80 percent and we have madein-
cremental progresstowardsthat.

Q. You talk about buildingan
enduring program. Can you de-
finethat and tell mewhy you are
designingtheprogram thisway?

A. We need an enduring pro-
gramfor theArmy that isadaptable,
expandable, collapsible and re-
sponsive to the needs of the Sol-
diers.

Wehaveaprogramthatisfairly
adaptable. And we' ve proven we
canexpandit, thoughit wasuneven
for sure. | think we' rein amuch
better position now to handlefu-
ture growth. We really haven't
done much to figure out how to
collapsethisdown. When Iraqand
Afghanistan go away, we should
returntothe steady stateof illnesses
andinjuriesthat Soldierstypicaly
get.

Right now we have 35 warrior
trangition unitsand nine communi-
ties based health-care organiza-
tions. We arefairly confident that
about 26 of those 35 are what |
would call permanent warrior tran-
gtionunits. Theother ninewe renot
SO sure about.

| want tolook harder at the com-
munity based hedth-careorganiza-
tionsapproach. That'sonethat is
very easily expandable provided
thosecivilian capabilitiesarethere.

We veasked for fundingto build
21 warrior trangition complexesat
various posts, campsand stations
inthe United Sates. Right now, the
officeof the Secretary of Defense
supportsusfor about half of those.
Ultimately, Congresswill decide

how they would fund that.

Nothing saysit'senduringlikea
complex that’sbuilt to bededicated
for thismisson. Andthefirst oneis
starting at Fort Riley, Kan., where
wewill build the barracks, the ad-
ministrative headquartersand the
Soldier and family assistance cen-
ter in close proximity to the hospi-
tal. Wewill havean excdlent facil-
ity that takes care of wounded, ill
and injured Soldiersat that instal-
lation. Wewill get another major
sart onat least another eightinfis-
cal year 2000.

Q. Isthereanything elseyou
would liketoadd?

A.I’'mjust very concerned that
Americaisgetting afalseimpres-
sion. They think we have hundreds
of thousands of wounded Soldiers.
They think we have 12,000 ampu-
teesor worsein our warrior transi-
tion units. There are only 1,500
PurpleHeart recipients. Thenum-
ber of amputeesfor theArmy isless
than 800.

Yeah, we have challenges out
there. But the progresswe vemade
IS just spectacular. And the care
we're providing the Soldiers, the
organization, the cadre, isall su-
perb.

| think there' sbasically amisun-
derstanding of Army culture. We
openoursavesup. Wecandidly ask
for criticism. Wework toimprove
it because that’swhat we want to
do. No one seemsto want to be-
lievethat wecouldlove Soldiersas
much aswe do. We are Soldiers.
Thisisaspectacular program and
it’'sgoing to get better and better dll
thetime.
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Arise, sir knight, and jump

Sgt. 1st Class Daniel Metzdorf (kneeling) is inducted into the Army’s
Golden Knights parachute team following a six-week training and
assessment period. Metzdorf, an above-the-knee amputee, is the first
wounded warrior on the team. He was assigned through the Wounded
Warrior Program and completed the same training as other members of
the team. To be selected for the team, a person must be on active duty,
have completed 150 free-fall parachute jumps and have a good military
and civilian record. (Photo by Donna Dixon/Fort Bragg)

WTU cadre learn new skills

By Jerry Harben
U.S Army Medical Command

The first resident course for
Warrior Trangition Unit cadrewas
held Oct. 27-Nov. 7 in San Anto-
nio, Texas. It trained 43 noncom-
missioned officers(NCO) assigned
as sgquad leaders or platoon ser-
geantsinWTUSs, and 26 nursecase
managers.

Beforethiscourse, WTU cadre
weretrained through anonlineori-
entation and onsteby mobiletrain-
ingteamsor local leaders.

“Theinception of thisresident
coursefor trainingWarrior Trans-
tionUnit cadremarksthelatestina
seriesof outstanding effortsby the
staff of theWarrior Transition Of -
ficeandtheAMEDD Center and
School,” said Brig. Gen. Gary H.
Cheek, assistant surgeon general
for warrior careand transitionand
director of the Department of the
Army Warrior Careand Transition
Office.

“It'sexciting that they’ re putting
this kind of emphasis on this. It

showstheleadership’scommitment
tothewarriors,” said Sgt. 1st Class
PricillaKnight-McL eary, leader of
al0-Soldier squadintheWarrior
Transition Unit at Brooke Army
Medica Center.

Inadditionto classroominstruc-
tion, the class toured the Soldier
and Family Assistance Center,
Warrior Assistance Center and
Center for the Intrepid rehabilita-
tionfacility at Brooke. They lisened
toaninjured Soldier, andto an ex-
perience triad of care describing
their lessonslearned.

“Thebest part for me, the most
powerful, was seeing awounded
warrior, for him to speak on what
wecandoto help thesewarriors,”
sadKnight-McL eary.

“We velearned alot of resources
we can tap into,” said case man-
ager Lt. Col. Carol Fox. “It helps
youredlizehow complicatedit can
be to take care of these Soldiers,
to hepthem heal andtransition.”

Fox worksfor the Community-
Based Warrior Transition Unitin

Utah, wheresheprimarily helpsre-
servists who often are otherwise
isolated from the military support
system. She formerly served at
Landstuhl Regiona Medica Cen-
ter in Germany, the first stop in
evacuation of wounded from Irag
and Afghanistan. She said wounded
patientsusually stay at Landstuhl
only afew days, and staff there sel-
dom know what becomesof them
after transfer to hospitasinthe U.S.

“Thisjobisfull circlefor me. It
gives closure. Caregivers need
that,” shesaid.

Knight-McL eary saidthecourse
struck abal ance between knowl-
edgethe cadre needsto accomplish
their tasksand skillsneeded to build
relationshipswith Soldiersintheir
care.

“Wewant them to develop the
head and theheart for their misson,”
said Sherri A. Emerich, program
director of theWarrior Transition
Unit staff training program at the
AMEDD Center and School on
Fort Sam Houston, Texas.
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By DonnaMiles
American Forces Press Service

Defense Secretary Robert M. Gates said a new
handbook isanother step inimproving thecareand
support wounded, ill or injured troopsand their Fami-
liesdeserve. The handbook compilesthemyriadin-
formationthey needin onesuccinct, easy-to-read pub-
lication.

In his foreword to the Compensation and Ben-
efitsHandbook, Gates said itsbiggest benefit isthat
it*compilesinto onesourcetherelevant information
that you and your Family previously had to search
through numerous sourcestofind.”

The handbook was created to help service mem-
bersand the Family membershel ping to carefor them
navigatethrough themilitary and veteran disability,
eva uation, compensation and benefits programsde-
signed to help them, explained Sharon Gunselman, a
department policy and resource anayst.

It walks readersthrough the processes of recov-
ery, rehabilitation and reintegration back to themili-
tary or into civilian life. Each section describesthe

Handbook provides benefit details

compensation and benefitsavailableat each stage.

The handbook, mandated by the 2008 National
DefenseAuthorizationAct, isnow availableonlineand
isbeing distributed by the servicesin hard-copy for-
mat. It provides Web sitesand toll-free phone num-
bers, and the el ectronic versionincludes hyperlinks.
Gunsaleman said the book will beupdated annualy to
includenew information.

Gatesemphasi zed that the handbook isnot intended
to beareplacement for what he called “the best source
of information” — the servicemember’schain of com-
mand or medica and nonmedical care providers.

He noted that because all affected service mem-
berswill havedifferent requirements, their support saffs
will helpdesignindividual plansthat ensurethey and
their Familiesrecelvethe support and benefitsthey
need.

“You and your fellow patriotswho volunteered to
serveinour amed forceshave no equd intheworld,”
Gatesconcluded. “Our respong bility isto provideyou
carethat isunequalled intheworld. We owethisto
you. Wewill deliver thistoyou.”

Wounded warriors can keep special pays

By Gerry J. Gilmore
American Forces Press Service

The Pay and Allowance Con-
tinuation program, known by the
acronym PAC, enableswounded
servicemembersundergoing medi-
ca trestment to continuetoreceive
overseas-rel ated per diem and haz-
ardousand hardship duty pays, as
well asother specid-incentivemon-
iessuch asspecia assgnment and
parachute, or “jump,” pay during
hospitalization and recovery, said
Tim Fowlkes, assistant director of
military compensation.

The PAC program isalogical
changeto military compensation
policy that aidswounded warriors,
Fowlkes said, so “they don't ex-

perienceanimmediatedropin pay”
asaresult of theirinjuries.

PAC pay starts when injured
servicemembersarefirst hospital-
ized and continuesfor ayear, with
possible six-month extensonsdue
to extraordinary circumstances.
The pay normally ceases after an
injured service member recovers
andreturnsto activeduty or isdis-
charged frommilitary service.

Fowlkes said PAC replaces a
previous program called combat-
related injury rehabilitation pay, or
CIP. CIPenabled wounded service
members to continue to receive
about $430 monthly, totaled from
overseas per diem, hazardousand
hardship duty pays — but no other

specia assignment pays— during
their hospitalization and recovery.

Service members diagnosed
with post-traumeatic stressdisorder
or traumatic braininjuriesafter de-
parting overseasareasare entitled
to PAC pay provisions, Fowlkes
said. Under thepreviousprogram,
hesaid, eligible servicemembers
had to be diagnosed for PTSD or
TBI at overseaslocales.

Moreover, thePAC programwill
apply to memberswho are hospi-
talized due to awound, injury or
illness incurred anywhere in the
world from hostileaction or event,
and not just acombat operation or
inacombat zone,
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By Gerry J. Gilmore
American Forces Press Service

Recent changes to the Family
andMedica LeaveAct will extend
theperiod of unpaid, job-protected
leavethat digible Family members
cantaketo carefor wounded war-
rior SPOUSES.

One change stipul atesthat eli-
gible employeeswho are Family
membersof covered servicemem-
berscan takeup to 26 work weeks
of leave in a 12-month period to
carefor acovered service member
with aseriousillnessor injury in-
curredintheline of duty onactive
duty. Thischange extendsthe pe-
riod of available unpaid leave be-
yond the original 12-week leave
period. The new provisionwasa
recommendation of thePresdent’s
Commission on Wounded War-

riors.

A second family-leave-related
amendment to the act makes the
normal 12 work weeksof FMLA
job-protected leave available to
certain Family membersof Nationd
Guardsmen or reservistsfor quali-
fying exigencdeswhensarvicemem-
bersareon activeduty or called to
active-duty status.

Quadlifyingexigenciesfor which
employees can use FMLA leave
indude
— Short-notice deployment;

— Military eventsand related ac-
tivities

— Child-careand school ectivities;
— Financial and legal arrange-
ments,

— Counsding;

— Rest and recuperation;

— Pogt-deployment activities, and

_eave act helps Family caregivers

—Additiond activitiesnot encom-
passed in the other categories by
which theemployer and employee
can agreetotheleave.

Another change requires em-
ployeestofollow their employers
call-in procedures when taking
FMLA leave. Previousruleswere
interpreted that employees could
informemployersof takingFMLA
leave up to two full businessdays
afterinitiatingit.

Another rulechangealowsem-
ployers human-resourceofficias,
leaveadminigratorsor management
officials to contact employees
health-care providersto verify in-
formation onmedical certification
forms, solong asHealth Insurance
Portability and Accountability Act
of 1996 requirementsand medica
privacy regulaionsare met.

BAMC worker honored as PEBLO of Year

Thewinner of Medica
Commeand'sfirst Physica
EvauationBoard Liaison
Officer (PEBLO) of the
Year award is Brooke
Army Medical Center’s
patient affairs branch
chief, Terry Recio.

Shewasselected by a
team of senior patient ad-
minidration officersfrom
candidates representing
theregiond medica com-
mands.

Recio has been per-
forming the duties of a
medical evaluationboard
technician, alternate

PEBLO and PEBLOfor
25years.

Every Soldier undergo-
ingamedical evaluation
board is assigned a
PEBLO to serve as the
primary counselor and
sourceof informeation per-
taining to the Soldier’s
MEB.

Recio served as sub-
ject matter expert for a
process action team ad-
dressngthePhysicd Dis-
ability Evaluaion System
in 2007. She also was
lead editor for devel op-
ment of a standardized

MEB/PEB overview brief
and contributedtoalean
Six Sgmaphysicd evau-
ation board project. Her
officewastest sitefor an
automated MEB pilot
program.

Sheorganized atrain-
ing conference for
PEBLOs in the Great
PlainsRegiona Medical
Command, and reviewed
severa PEBLOeducation
coursesfor theAMEDD
Center and School.

Reciosaidthemost re-
warding part of her jobis
assigting Soldiersthrough

the MEB/PEB process
and making surethey have
accesstoall of theagen-
cieswith programsto as-
sist withtheir transition.
(MEDCO PatientAdmin-
igration Divison)

Terry Recio
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Administrator studies WTU for
civilian hospital applications

By ElizabethM. Collins
Army News Service

A former Soldier and hospital administrator from
Texaswatched the unfol ding newsreports about Sol-
diersand Walter Reed Army Medical Center last year
with excitement and optimism.

William Craig was soon after fascinated by thecre-
ation of Warrior Trangtion Unitsand their triad of care
— squad | eader, nurse case manager and primary care
manager. Hewondered, could thisgroundbreaking
ideabeuseful inacivilianhospita ?

“Most of my professional life, I’ ve heard that the
military canlook to professiond organizationsandlearn
lessons and apply strategies, etc., but | think that’s
actualy atwo-way street. | think civilian organizations
can asolook tothemilitary and find lessons, and so
that’ swhat struck meabout the concept for managing
the outpatient Soldiersthrough theWarrior Transition
Units... | thought it wasavery interesting application
of the case-management processthat weaso usein
thecivilian health-careworld, but it seemedto methat
they had aunique collaboration ... among thedifferent
disciplinesinvolvedinthecareof the Soldiers.”

A few monthsand afew phone callslater, Craig
wason hisway to Walter Reed for professional-de-
velopment experience. Welcomed as a member of

Gamester

Wounded warrior SPC Justin Lara
competes against NFL players from
the Tampa Bay Buccaneers and
service members from Dubai,
Japan and Kuwait in a game of Call
of Duty: World at War on Veterans
Day at the USO Warrior Center at
Landstuhl Regional Medical Center,
Germany. The service members
won the war game, but the football
players staged a comeback on
Madden NFL 09. (Photo by Airman
1st Class Kenny Holston/
Landstuhl)

theteam, he spent aweek | earning about how the new
warrior care system worked. He came back con-
vinced that hewasright and civilians could usethe
Army’striad of careasan example.

“ All those things working together in concert to
managethe process— | think I’ ve never seenit de-
fined quiteso succinctly inmy civilianexperience,” he
sad. “ Certainly we havethose componentsin e ements
of civilian hedlth carethat work with outpatients. How-
ever, | thought the organization of that modd wasvery
unique and very effectiveintheway | saw it being
applied.

“We could, inthe civilian world, take that same
concept and ook at different typesof outpatient popu-
|ations, whether they aremembersof aninsuranceplan,
or any population that’s a defined group of people
that ahealth-care organization hassomelevel of re-
sponsibility for. I think that thetriad of care can have
applicationthen, evento the point of extending it into
community-outreech activities. Weareinvolved in sev-
erd that involvethehome essin our community or other
specific populationsthat have different typesof needs.
We have applied some of those same principles|o-
caly, particularly the case-management concept,” Cralg
continued.

continued next page
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Administrator

continued from page 8

Headded that the squad |eader would be the hard-
est roletoreplicateinthecivilianworld, but that the
role of ensuring patientstake medicationsand goto
their appointmentsisimportant.

Histimeat Walter Reed and theinjured Soldiershe
met alsoinspired Craig torgjointhe Army Reserve
after separating 12 years ago. He said he had been
thinking about it for along time, but that the experi-
ence galvanized him and made him realize he could
continueto serve.

“1 think that we makethe global war onterror —
and thefact that we' vegot Soldiers, Sailors, Airmen
and Marinesin harm’sway — atak-show topic. We

makeit anissuefor political debate, but it’'snot redl to
alot of people. | know for me, going to Walter Reed
and spending theweek there, it becamereal because
| saw the faces of those Soldierswho had beenim-
pacted directly ... Themilitary and what our military is
doing intheworld today becamevery real and per-
sonal for mejust by thefact that | wasintheir pres-
ence,” Craigsaid.

Craig will serve as an individual-mobilization
augmenteeat Ireland Army Community Hospital on
Fort Knox, Ky., inhedth-careadminidration. Thenew
cagptainsaid he'sparticularly interested in consequence
management and weapons of mass destruction re-
sponse.

Case manager enjoys

Watch the bhirdie

SGT Brad Beard (right) gets
advice from Phil Blackmar, one of
several golf professionals who
partnered with warriors in transition
during a putting tournament at Fort
Sam Houston, Texas.

The AT&T Championships
Charity sponsored the event and
also donated $30,000 to help build
a new Warrior and Family Support
Center at Brooke Army Medical
Center. (Photo by Minnie Jones/
Fort Sam Houston)

personal relationships

By Rebecca Steed
Fort Leavenworth Lamp

TessaBaptista'sjobistohavea
persond rel ationship withwounded
Soldiersat Fort Leavenworth, Kan.
Sheisacasemanager for the War-
rior Trangition Unit and coordinates
gopointmentsfor thephysica, men-
tal and socid hedth of her patients.

“I enjoy my job becausel find it
very stisfyingtohdp servicemem-
bersand to makesurethey areina
good placewhenthey leave usor
say (intheArmy),” shesaid.

Baptista, who hasbeen aregis-
tered nurseworking in emergency
rooms for 14 years, first heard
about theinitiativewhileworking at
Fort Bragg, N.C.

“When | heard about the WT
initiative, | thought it would helpthe
service member more,” shesaid.
“IntheER, youtreat onetime; this
givesyou morecontact. You get to
help on apersonal level. Because

they arewith you monthson end,
you becomevery closetothem.”

Leavenworth currently has 21
warriorsintransition and two case
workers — Baptista and Capt.
Rochelle Goodin. They meet face-
to-face with each Soldier at |east
onceaweek, Baptistasaid.

Her primary jobiscoordinating
carethrough the system and serv-
ing astheliaison between the Sol-
dier and theproviders.

“| dsoaddresspsychological is-
suesand Family concerns, andhelp
seek appropriate services for
these,” shesaid.

The amount of time a Soldier
spendsinthetransitionunit varies
anywherefrom three monthsto a
year, depending on the severity of
theinjuries, shesaid.

“Sometimes I’m happy when
they leave. When they are happy,
then that makes me happy,”
Baptistasaid.
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Covenant

continued from page 1

eration of medicsarearound we' regoing to betaking
careof them (wounded, ill andinjured Soldiers) and
ther Families”

The covenant pledges sustained carethat iscom-
mensurate with the sacrificesthat Soldiersand their
Families have made, Schoomaker said. It provides
for first-rate carein ahealing environment for recov-
ery, rehabilitation and reintegration.

Wounded warrior Staff Sgt. Jason March and his
wife, Sandra, who represented all Warriorsin Trans-
tionand their Familiesfor the ceremony, also signed
the covenant.

March, who suffered atraumatic braininjury after
hewas shot in the head by asniper whileinlrag, said
hewastold he might never walk, talk or seeagain.

“I want tothank al of BAMC (BrookeArmy Medi-
cal Center). They havedonearemarkablejob,” said
March, acombat engineer. “| have been hereamost
threeyears. | madeit up that flight of stairs, | seeev-
ery sngleoneof youand I’mtelling you my story.”

SandraMarch, who quit working asadental assis-
tant to becomeacaregiver for her husband, said the
covenant should bebeneficial.

“Any improvements to make things better for
wounded warriorsand their Familiesisagood thing,”
shesad.

Wounded warrior Staff Sgt. Jason March signs the Army
Warrior Health-Care Covenant as his wife, Sandra, holds
the covenant steady. Lt. Gen. Eric Schoomaker (rear)
was first to sign the covenant, which reaffirms the Army’s
commitment to provide world-class health care to
wounded, injured and ill Soldiers and the Families. (Photo
by Jeff Crawley)

Afterward, the 40 attendees at theMgjor Medicd
Subordinate Command Commander’s Conference
signed the covenant and thanked the M archesfor thelr
sarvice.

The Army Warrior Health-Care Covenant

We are grateful for the contributions of warriors and their Families.
We will provide warriors and their Families the highest quality of
care and services possible to honor their contributions to our

nation.

We will provide the assistance needed by warriors and their
Families during the healing process.

We will provide initiatives and programs for warriors and their
Families that support their transition back to duty or their continued

service to our nation as a veteran.

We will provide an environment that is conducive to healing by
focusing on body, mind, heart and spirit.



