
 
 

Summary of the Military Health System Research Symposium (MHSRS) 2018 
 
Below is an overview of MHSRS and key takeaways from this year’s conference in Orlando, Florida 
on August 19-23rd. It includes a summary of information gleaned from presentations and one-on-one 
meetings, top FY2019 priorities, and unmet military health requirements in which the DoD is currently 
seeking innovation. It is based on the G2G team attending various sessions ranging from specific 
health topics, such as Combat Casualty Care to specific funding opportunities, such as the CDMRP 
program. We met with numerous Program Managers and Directors from central offices based in 
Washington, D.C. Please let us know if you have any questions or would like additional information. 
 
Overview 
This year, MHSRS focused heavily on Traumatic Brain Injury (TBI) which was the topic of many 
breakout sessions. Also, Prolonged Field Care (PFC) (that now lasts days instead of hours due to 
current military operations) was cited as the number one capability gap in the Army and how it 
impacts efforts across many research programs. Other priorities emphasized were sleep (for the first 
time, significant session time was dedicated to this topic), PTSD and psychological issues, ways to 
enhance the warfighter, rehabilitation, pain management, health IT, artificial intelligence (AI), and 
wound healing. Below are some key plenary session speakers and their messages. 
 

Dr. Terry Adirim, Deputy Assistant Secretary of Defense for Health Services Policy and Oversight 
• DHA to manage all medical treatment facilities (MTF) under FY17 NDAA standard delivery 

and business practices across the direct care system so can focus on readiness. 
• GENESIS Electronic Health Records (EHR) system will be used for entire DoD and VA, but is 

paused now due to evaluation process. 
• DoD aims to step up accelerated FDA approval on key innovations, e.g. FDA emergency 

approval for freeze dried plasma is key to saving lives on battlefield, and continue global 
health efforts, e.g. conducting joint studies with African nations on malaria, PEPFAR/HIV 
program, Ebola, Zika, and infectious disease threats, etc. 

• FY19 NDAA requires by September 2022 DHA to create the (1) Defense Health Agency 
Research and Development (AMRMC and other research organizations) and (2) Defense 
Health Agency Public Health (Army Public Health Command, Navy-Marine Corps Public 
Health Command, AF public health programs, and other activities in overseas labs) to 
oversee all DoD medical and public health research. 

 
Dr. Terry Rauch, Deputy Assistant Secretary of Defense for Health Readiness Policy & Oversight 

• The White House released National Security Strategy and National Defense Strategy, which 
both emphasize building more lethal and agile force, challenges from peer and near-peer 
rivals, global proliferation of science and tech (S&T) that is good and bad for US, the need 
for rapid insertion of S&T into our military capabilities, and strong mandate for speed in 
developing and leveraging S&T to outpace our rivals. Both also focus on investing in military 
apps for autonomy, AI, machine learning, and rapid development for military advantage 
all to improve health and performance of our military. 

• DHA will aim to empower medics more, improve wound care at point of injury (POI), and 
improve readiness and performance. 
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• FY2020 Administration R&D budget priorities are: National Security, AI, autonomous systems, 
personalized medicine, disease prevention, STEM, efficient and effective healthcare for 
veterans with a focus on suicide prevention. 
 

Vice Admiral Raquel C. Bono, USN Director, Defense Health Agency  
• DHA directs 10 joint services including TRICARE and entire medical system for 9.6 million 

people and works closely with Secretary Mattis, who is prioritizing better lethality and 
readiness and stronger alliances. She is working to enhance Theater Patient Movement 
Support, DoD Biosurveillance efforts, and the process for deploying the right products by 
moving faster from concept to development then scaling it. 

• How DoD spends money: 
o 20% spent on infectious diseases 
o 30% combat casualty care 
o 25% operational medicine – includes psych and musculoskeletal injuries 
o Less than 10% spent on medical simulation 

• To improve medical readiness, DHA is considering where invest R&D dollars because found: 
o 80% of people are evacuated due to disease/non-battle injury (with the vast majority 

being disease-related and the remainder involving musculoskeletal and mental 
health issues)  

o 44% of service members are non-deployable because of medical issues 
 
Major General Barbara Holcomb, Commanding General of USAMRMC, Fort Detrick 

• DoD Prolonged Field Care is the number one capability gap in the Army because while less 
hours before evacuation means a better chance at life, it often is not an option. Therefore, 
USAMRMC is prioritizing ways to help the medic and warfighter at POI to start the healing 
process and enhance that care. 

• USAMRMC is also focusing on improved nutrition, cognition, and sleep for the warfighter and 
recognizes much of research from war ends up in the civilian system, which is good. 

• Expeditionary Combat Medic (ECM) is the Surgeon Generals number one initiative. 
• She is looking at the Decision Gate that moves through DoD Acquisition and FDA approval 

to see how can synchronize and expedite this process better. 
• Her priorities are: cognitive fatigue, low energy during missions, proper fielding, better 

understanding of human performance and genomics, and the use of advanced 
technology to extend PFC and ensure higher quality of life in the future by better managing 
hemorrhaging, infection, hydration, pain control, feeding, and overall positioning to offer 
care at POI that traditionally is done in role 2 hospitals. 

• USAMRMC products not FDA-approved but currently researching include: burn conversion 
prevention product, chemical patient protective wrap, temporary corneal repair, blood 
test for TBI in more compact size can use at role 1, FDA-approved freeze-dried plasma, drug 
for mosquito bites, and combat care innovations. 

 
Key Take-Aways from MHSRS 
Current Unmet Capabilities 

• Medical Evacuation, especially autonomous ground capabilities that can move casualties 
from front lines through the medical continuum 

• Managing warfighter fatigue 
• Physiological Sensors—looking to monitor sleep, hydration, etc, especially in easy to read 

formats that untrained medics can use, should be wireless, with long lasting batteries 
• Performance apps—interoperable, real-time, and can be used for both medic/surgeon 

performance and tactical performance, can use in austere areas without Internet 
• TBI diagnostics 
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• App-based consultation for the medic even from 2000 miles away 
 

Ongoing Initiatives and Current Research Efforts 
• Rehabilitation 
• Cancer, e.g. cost of care is very high 
• Human performance optimization, e.g. hypobaric environments 
• Women’s health—priorities are gynecological/uterine cancers and pregnancy 

complications (including unplanned pregnancies, which occur 70% of time in service) 
• App-based field medic knowledge aides 
• Remote surgery techniques and real-time consultation 
• TBI diagnostics  
• Unmanned evacuation 
• Anti-malarial drug development and other infectious diseases/infections 
• Closed space explosion injuries: blast/overpressure and burn/inhalation 
• Patient and blood transport austere environments 

 
Next-Gen and Future Projects: 

• Endovascular device for non-compressive hemorrhage 
• Unmanned medical evacuation and re-supply—unmanned vehicles that can take injured 

soldiers, provide care within them, can resupply medical needs, and can operate in stealth 
in active war zones 

• Tourniquets 
 
TBI: 

• Diagnostics and chronic effects of TBI 
• Health IT opportunities for diagnosing and tracking—Vestibular/Ocular Motor Screening 

(VOMS) for predicting recovery 
• Rehabilitation—focusing on assessment of balance and gait as well as returning to activity 

following a TBI. Inpatient, outpatient, and pharmacy VA costs are high for veterans with TBI. 
• Translation of military TBI research into clinical practice—looking at characteristics of civilian 

recovery 
• PTSD differences in development of neuropsychiatric symptoms and distinguishing the 

impact TBIs have on PTSD 
• Challenges of TBI in austere environments 

 
Prolonged Field Care (PFC): 

• PFC capabilities that everyone needs to have: 
o Physical exam/diagnostics 
o Hemorrhage control 
o Resuscitation 
o Monitoring 
o Maintaining airway, ventilation 
o Advanced surgical interventions 
o Providing nursing/hygiene 
o Telemedicine 
o Preparing patient for flight 
o Sedation and pain control 

• Telemedicine and improved training techniques are the best line of defense when needing 
to engage in PFC. Tools that can help medics monitor multiple patients, especially tools that 
can connect them with trained professionals and clinical guidance, are the top priority 
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solutions. Interoperability was a key focus here, too, as any solution must work with what the 
medics already are trained in or can be used with the tools and tech already in operation.  

 
Combat Casualty Care: 

• Future priorities for training medics for battlefield: 
o Basics are important 
o Types of injuries might see 
o Being trained to respond to golden hour 
o Ability to give tools to extend that time to 72-96 hours without a lot of extra equipment 

and weight, miniaturization and ruggedization 
o Working on sensors to monitor 

•  Clinical decision support, robotics, and autonomous systems 
o Presentations in ultrasound assistance and hand-held device 
o Semi-autonomous surgery 
o Detection of sepsis and antibiotic support systems for a critical care setting 

• Surgical care for maximal patient care capabilities in disaster and combat settings  
• Hemorrhage control 

o New bleeding risk index score card 
o Predicting massive transfusions  
o Resuscitation 
o Next generation of tourniquets 
o Resuscitative Endovascular Balloon Occlusion of the Aorta (REBOA)  

• Augmented reality training and virtual stimulation 
• Presentations in the blood and blood product field with specific research in use of stored 

platelets and preservation of refrigerator stored blood 
• Precision medicine is a strong focus in trauma care, including developing predictive models 

for treatment response using specific biomarkers 
 

Health IT/ Telehealth 
• Use of Transcranial direct current stimulation (tDCS) for mental readiness 
• Augmented reality training and virtual stimulation for combat casualty care 
• Longitudinal tracking of data on smart phone apps 
• Rugged medic smartphones 
 

Psychological Care: 
• Increased access to behavioral healthcare through telehealth 
• Heavy focus on research in sleep deprivation 
• Resilience and performance enhancement when preparing for deployment 
• Fatigue recovery 
• Focus on physiological effects of service family members 
• Ethnic and gender disparities for PTSD 
• Evidence based approaches to PTSD 
• Preventing suicide 
• Managing physiological episodes in aviation looking at exposure to fumes and chemicals. 

 
Rehabilitation and Regenerative Medicine: 

• Vascular repair/graft—specifically for arterial reconstruction that can resist infection, is 
durable, and does not need to be replaced long-term 

• Peripheral nerve repair—should speed up rate of growth and stimulate muscle and nerve 
so it regrows, also looking at use of stem cell therapy 

• Research with BMP2 for regeneration 
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• Non-opioid, non-addictive pain management 
• Quality of life following amputation 
• Skin Regeneration and scar reduction is a priority—highlighted the usage of biologics in the 

skin regeneration process and better imaging for burn and other traumatic wounds 
• Vagus nerve stimulation for enhancing rehabilitation after a neurological injury 

 
Funding Tips 

• Understand the goals of the programs, intent of award mechanism and review criteria 
• Dates are critical, no grace periods, use the application verification period 
• Do not make mistakes on budget as announcements cannot go over limits 
• Learn eBRAP and grants.gov in advance 
• Full proposal means they want to see more information because the pre-applications are 

meant to be short and introductory 
• Programmatic Panel memberships are available on CDMRP website so you can know who 

is evaluating application 
• CDMRP topics and funding levels decided by Congress each year 
• Collaborate with the military whenever possible in making submissions and executing 

research 
 
Poster Presentations 
There were 2,500 posters submitted to the conference this year, the most in MHSRS history. It was a 
competitive process to be selected. Those who presented were given 2-hour windows to stand by 
posters and talk to military, academia and private industry on their research. Then posters were left 
standing for several additional hours to allow people to see them at their convenience. Categories 
and focus areas for the posters are listed below:  

• Medical simulation and health information sciences 
• Infectious disease 
• Psychological health and PTSD 
• Environmental and occupational 
• Human performance 
• Precision medicine 
• Prevention of musculoskeletal injury in the military 
• Rehabilitation 
• Extremity and craniomaxillofacial regeneration, 
• Skin regeneration and scar mitigation 
• TBI 
• Blood 
• Prolonged field care 
• Pain management 
• Military women’s health  
• Enroute Care 
• Bringing surgical care to the point of need 
• Clinical decision support, robotics, and autonomous systems 

 
Presenting at MHSRS provides a great opportunity to gain visibility for R&D efforts, technology, 
innovation, and/or new products and enables meeting military program managers and 
collaborators. Each year, the deadline to submit an abstract to be considered to present at the 
MHSRS conference is set for March. 


