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DR BROM: ['Il just talk while you eat.
And | have to admt | feel that | feel a little bit
put on the spot here. M talk is not quite as
interesting as the G 130, though al nost.

Later I'm going to have a two-part
presentation, and the second part was going to be a
video that we produced actually for our healthcare
providers in the VA about our war-related illnesses.
And it's a 13 mnute video, it sort of depicts the
latter half of treatnment that we show to VA doctors to
get themto use this service on war-related ill nesses,
our prograns that we have. I"'m not sure when that's
going to cone up, but it's going to come up somewhere
in this day's neeting. Fortunately, Dr. Drew Hel ner
in the back here, from our New Jersey VA Medical
Center war-related illnesses program He is here
today to answer any questions that you may have that
this video generates.

VA CE: Mark, let's make sure that the
transcriber can pick up your words. Coul d you use a
m cr ophone, pl ease.

VA CE: Yeah, there's a mcrophone right
t here next to you.

DR BROM: Ckay, what |'m going to talk
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about is some work that we've done recently in the
Department of Veterans Affairs. It was really done by
our epidemology -- Environmental Epidem ol ogy Service
run by Dr. Han Kong (ph.). W have a very strong
interest in trying to get data about veterans from
really any conflict. This really cane out of our
experiences with the first Qlf War. And we know
eventually very quickly we're going to get questions
about the health status of veterans involved in the
current conflict, involved in OF and CEF. Congress,
veteran service organizations, other Anericans are
going to start asking us -- asking the Departnent of
Veterans Affairs about what the -- what's going on
with this population; what kinds of health problens
are they show ng; what kinds of -- are any unusual
heal th problens cropping up in this population; are we
seei ng unusual reproductive health problens is always
an issue when it comes to veterans' health; are we
seei ng unusual rates of cancer and so forth.

In the long run we're going to have to --
we realize we're going to have to do epidem ol ogical
studies to answer questions like that. But in the
short run, we've devel oped an approach to do a type of
health surveillance, | guess is -- it's health

surveillance of veterans who are serving now in QF,

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

5

t hose service nenbers who are serving in OF and CEF
who then separate fromthe mlitary service upon their
return, and then becone eligible for VA health care.

And basically to do this -- thanks. Ve
have a list -- basically, the Departnment of Defense
has provided us a list of basic information of QAF
vet er ans. Wen | say QOF veterans, [|I'm talking
specifically about those who served in Operation Iraqi
Freedom cane back, and then were redepl oyed, and then
separated from mlitary service, and therefore
eligible for VA healthcare. DVMDC, Defense Manpower
Data Center, provided VA a file of OF and also CEF
troops fromactive duty and reserve, pay conbat files.

VW were able to generate -- we were able to identify
who these veterans were by |ooking at their pay files,
conbat zone tax exclusions, and immnent danger pay
dat a.

And we know fromthis -- taking a | ook at
this there's about 438 US. troops on a conplete
roster. But VA was not provided that conplete roster

W -- let's see, can | have the next transparency,
pl ease.

W received -- we do not have a roster of
every service nenber who is currently serving in

either Ilraq or Afghanistan. But we have a partial
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roster. In Novenber of 2003, DoD sent the first

partial list of OF veterans who'd separated from
active duty, and then they wupdated that on two
occasions, in Novenber and then Decenber. And we're
expecting we're going to get essentially nonthly
reports fromDVDC with this updated data.

Wat we do is then take it and nerge it
into a single file, which we then interpret as every
single separated veteran who served in those two --
one of those two deploynents. There's sone
di screpancies which I'm not going to talk about wth
this data. It's not perfect, but it's the best that
we've got. Next transparency.

Looki ng at this conbi ned database, we have
basic mlitary denographic data. At the last nonth's
count we have 83,752 service nmenbers who served in OF
since 10 of '02 and who had separated frommlitary --
from active duty. W think that that nunber now in
the latest data set that we've gotten from DVDC is
over 100,000 individuals who've separated from
mlitary service. O those, we have about 24,000 who
are active duty service nenbers, and the remaining are
Reserve and National GQuard. So you can see it's very
slanted towards reserve and guard units.

The DoD data did not include the actual
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date of separation. W don't have that information.
But what we have is last out-of-theater date of 9/03
for active duty service nenbers, and 8 of '03 for
Reserve and National Cuard.

Qut of the alnost 84,000 AF veterans that
we have on this roster, about alnost 10,000 or 11.6
percent have sought health care from a VA nedical
facility in '"03 or '04 since separation from service
-- since service in Ilrag and separation frommlitary
servi ce. Qut of that alnpbst 10 -- that 9,753
i ndi viduals, alnost 10,000 individuals, 149, or 1.6
percent have been hospitalized at |east once. And the
remai nder have been seen as outpatients.

And | should add that the techni que ? next
transparency, please -- the technique that we used
once we had this roster from DVMDC of nanes and Soci al
Security nunbers of veterans, was our VA s inpatient
and outpatient treatnent files. And basically this is
a system an electronic database that we have that
records every encounter, every outpatient or inpatient
encounter that -- well, any veteran who conmes to VA
for healthcare, and it records all their diagnoses and
a couple of other pieces of data, including the -- any
pharmaceuticals that were prescribed, and a couple of

other data fields that include admnistrative data
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about their visit.
And so we can conpare that,

the data set from DVDC wth ident

once we have

i fying Soci al

Security nunber, we can bounce that up against our

inpatient-outpatient treatnent files and look at the

types of diagnoses that they received.

And we checked

this out. The nost common diagnoses are -- | mean
they're all over the place. There aren't -- nothing
that particularly stands out. Wde range of nedica
and psychol ogi cal conditions. There's over 2,000

discrete 1CD-9 coded diagnoses. I
nunber to show how w despread the

anongst this group. W think that they

ust used that
di agnoses are

're simlar to

those found in other populations of US mlitary nen

and wonen of this age group, althou

gh | have to

caution you, obviously this is not an epidem ol ogi ca

st udy. There's no control group, and it's a very

sel ect popul ati on.

No particular diagnosis

stood out as

unusual . Muscul oskel etal systens were the nost

frequent di agnoses. About 2,500 veter

ans, about 26

percent, have ruscul oskeletal diagnoses as their

primary di agnoses, which is what you m ght expect from

a population just depl oyed Iike

t ranspar ency.
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Most common di agnoses continuing, about 24
percent of the -- all the diagnoses involved diagnosis
of the digestive system The nost common invol ved
teeth and guns. Sixteen percent of all the diagnoses
i nvolved disorders of the nervous system and that
i ncluded hearing loss. These are in decreasing order
of frequency. Hearing |oss was the nost comon; ot her
disorders of the ear; disorders of refraction and
accommodati on, which neans the need for eyeglasses;
and mgraine. This is consistent with -- we find just
in general hearing problens are a conmon disability --
source of disability and claim for disability anongst
veterans. Next.

Again, nost common diagnhoses in this
popul ation, about 14 percent were diagnosed wth
nmental health problens. The nost common were abuse of
drugs, adj ust nent reaction, depressive disorder,
neurotic disorders, and effective psychoses. Thirteen
per cent were diagnosed wth diseases of t he
respiratory system W |ooked at the specific
cl assification. And it should be obvious why we
| ooked at these various classifications of diseases.
They tend to be the ones of npbst interest.

Respiratory system was of concern because

of the suggestion that there were unusual rates of
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pneunoni a anongst this popul ation. But when we | ook

at their di agnosed diseases that i nvolve the
respiratory system they don't [|ook particularly
unusual . The nost common are allergic rhinitis, acute

upper respiratory infections, as you would expect,
chronic sinusitis, asthma, and so forth. Pretty nuch,
| think, what you would expect for a group like this.
Six percent were diagnosed with infectious disease,
and the nost comon diagnoses were things |ike
athlete's foot. Next.

Agai n, conti nui ng with nost conmon
di agnoses, about 17 percent were diagnosed wth
synptons, signs, and ill-defined conditions. As |'m
sure nost of you are famliar with I1CD-9 codes, this
is a mscellaneous diagnostic category for people who
have synptons that aren't otherwi se definable or
di agnosabl e. Next transparency.

The summary of this effort, anmong 83, 752
OF veterans who have separated from active duty
mlitary service, about 12 percent have sought care
from VA since their deploynent and then subsequent
separation from mlitary service. QO F veterans
present to VA with a wide range of both nedical and
psychol ogi cal conditions. Mre than 2,000 separate

| CD-9 codes have come in from this popul ation. And,
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finally, the health problens of OF veterans appear to
be really -- nothing stands out. Wen you |ook at all
t he diagnostic codes that we have for this popul ation,
not hing stands out. They |ook, as far as we can tell,
nor mal . Al though we have to caveat that wth a
warning that this -- you know, the sensitivity of a
surveill ance technique like this to pick up sonething
subtle is not very -- is not high. This is not an
epi dem ol ogi cal study. There's no control group.
It's a very sel ected popul ati on.

Is that -- | think that's the final -- oh
nore sunmmary. Wll, just to sunmmarize, no unusual
ill nesses have been observed anobngst the 2,000 --
roughly 2,000 ICD-9 codes that we've seen. As far as
VA is concerned, in terns of the recomendations that
we can develop for our own healthcare providers, we
have  just concl uded t hat there's really no
recommendations that we can provide to our doctors
that are seeing these patients about any particular
testing or evaluation of this particular group of
veterans that they mght concentrate on. Really, they
have to just look at them as individual patients and
treat them Ilike any other patient. There's no advice
we can give them to look out for any particular

category of illness.
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And, finally, VA intends to -- you know,
this -- we've done this now with three updates from
DVDC. W intend to -- we expect we're going to
continue to get data from DMDC, and we'll continue to

do these updates and conduct this type of surveillance
for any future problenms that may show up with this
group. And as you saw at the earlier slide, these
initial -- this initial group comng back is very
heavily weighted towards reserve and guard, and we
expect as tine noves on, of course, that'll change,
and it'll be slightly nore representative of the
denogr aphi cs of those deployed in OF overall.

And is that it? | think that's ny final
slide. kay, thanks. Sure.

DR CATTANI: Do you have -- you nentioned
-- this is D. Cattani. You nentioned a young
mlitary population. But since there are reservists
and guard, do you have any age data on this group?
Because breaki ng down sone of these conditions by age
m ght be enli ght eni ng.

DR BROM That's a good suggestion.
Yeah.

COL  WOODWARD: This is Kelly Wodward.
Are you able to get any nore granularity in

specifically where these people deployed in the DWVDC
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data? In the Ar Force, in particular, being an AOF
veteran doesn't necessarily apply that anyone was in
any certain exposure group. For exanple, we deploy
| arge nunbers of people in supporting roles in places
like Germany at fixed bases where we have famly
nmenbers and everybody else living all the tine.

DR BROM: No, | -- that's an excellent
point. The data that we have from DMDC is really --
it's a half-nmeasure. It doesn't give us a lot of
information that we would like to have, for exanple,
about the details of the deploynent, where exactly a
person was |located. It doesn't even give us the date
of separation. So it's a half-neasure.

And | think, on the other hand, it's the
best that we have. It allows us to develop -- there's
ot her reasons that we use this database internally at
the VA. | nean, for exanple, |'m sure everyone knows
about the two year conbat eligibility for healthcare.

VW have the |egal authority to provide free
heal thcare, no questions asked, pretty nmuch, for
conbat veterans two years after their separation
And, of course, that inplies that we can identify such
a veteran. And this database has been used for things
like that. But it's really -- in terns -- eventually

| think it may turn into the type of database that we
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could wuse for actually conducting the required
| ongitudinal study that we'll need. But it's not
quite there yet.

COL d BSON Question for you. You
mentioned drug abuse as one of the things under your
group of --

DR BROMN:  Yes.

COL d BSON: -- nost promnent things,
ment al heal t h.

DR BROMN:  Yes.

COL d BSON Do you have stratified
nunbers down on that drug abuse category?

DR BROMN: Stratified by denographics?

COL dBSON:.  In other words, can you tell,
within this 1,300, what portion of those were --
presented wi th problens of drug use?

DR BROM: | gave Col. Riddle a copy of
the actual underlying report, and you can |ook at the
exact nunber. | don't recall what it is, but we have
it broken down to absolute values for particular
di agnoses. So if you look at that report, it wll
include that -- it will include the data that you're
t al ki ng about .

DR OSTROFF: Dr. Berg.

DR BERG Bill Berg.
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Have you presented these finding to any of
the veterans' groups, and if so, what comments did
t hey have on then?

DR BROM: No, but we intend to. Qur
Undersecretary  for Health  has regul ar nont hl y
briefings with the veterans' service organizations.
And | think -- | npean, | think, as | understand kind
of what you're getting at with your question, this is
-- probably 1 think the nost inportant observation
that comes out of this is that there's no -- there's
nothing particularly unusual going on. This is about
what you woul d expect.

And if you look at the overall report, it
seenms quite conpelling. | mean, if we have -- we had
every single visit, not just a single visit that a
veteran mght nake, but every single visit that
they' ve nmade, every diagnosis that they' ve received
we can sunmarize that data. And the fact that we can
say that there's nothing that junps out as unusual is
hel pful. | find that helpful to be able to nmake that
poi nt . That, you know, we're seeing kind of about
what you' d expect to see.

DR OSTROFF: Dr. dine and then...

DR CLI NE Barnett d i ne. Have there

been any cases of cutaneous | ei shmani asis?
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DR BROMN:. Ch, I'msorry. Yes. | guess

| had a slide in here. Maybe it got left off. There

was -- oh, under infectious disease. | had one --
good catch. There was one case of |eishmaniasis,
cut aneous | ei shmani asi s. But since this slide was

made, we had a pathology report back from AFIP, and
they said it wasn't. So now it's dowgraded to a nere
rash. Now, having said that, | nean, | think it's
just a matter of time before we will see a case. But
the -- we haven't seen it yet -- not one.

CPT OBRAMS: Captai n Corans. O course,
all these diagnoses are comng from individuals seen
at the VA Do you have any way to estimate the
nunbers or proportion of individuals who are treated
in other facilities or through private insurance,
anything like that? Because that's --

DR, BROMN:  No.

CPT OBRAMS: -- kind of key in terns of
draw ng concl usi ons.

DR BROM: W don't. And | don't know
quite how you'd go about getting that. You know, all
we can tell you is of the -- about 12 percent -- and
it's been holding steady. About 12 percent of the
service nenbers who returned have already been seen by

VA at | east once. The other 88 percent...
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CPT  OBRAMS: May be seeking care
el sewhere?

DR BROM They may be still using
Tricare, they nmay be using other -- their private

i nsurance or. ..

CPT OBRAMB: Well, with Tricare you could
link to if you -- since you ve got identifying
i nformation.

DR BROMN: That's true. That's true.

CPT OBRAMS: | woul d encourage that.

DR OSTROFF: Do you have any data about
what proportion of veterans tend to use the VA after
ot her conflicts?

DR BROM: Vell, there's all kinds of
figures that you hear reported for this. But | would
say anongst veterans of the first @il f War, about half
of veterans who are, you know, separated frommlitary
service and are therefore eligible, about half of
t hose, 50 percent, have been seen at a VA facility on
an inpatient or outpatient basis at |east once.

DR OSTROFF: Over what tine period?

DR BROM: Since 1991.

VA CE: So half of them over ten years,
and we're now only six nonths or | ess?

DR BROMN VWll, don't forget, in the
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long run, to answer the kinds of -- you know, this is
-- | just want to enphasize, this is not a substitute
for a longitudinal, properly done epidem ological
st udy.

kay, thank you.

DR OSTROFF: Thanks very nuch.

Qur next presenter, we'll get back on the
regul ar schedul e, is Roger @ bson.

Let nme, before he gets -- Roger, before
you start your presentation, | think that Col. R ddle
has a couple of logistical issues to go over.

COL RIDDLE: Yeah. One thing is, we were
in contact -- Severine called the Uniformed Services
Uni versity. And we inquired specifically about
individuals who weren't physicians or veterinarians
about getting CMVE credit. They will go ahead and
provide us a general letter of attendance if we can
get the names of those folks, and then those
individuals like FARMDs and others can provide that
back to their accrediting organizations for credit for
attendance at the neetings.

M5. BENNETT: The other thing is that
those people who want to pick up, it's over on the
handout table. And this is sonething that the

Uni fornmed Services University put together which shows
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the table of what was covered at the neeting. They
can provide this along with a letter of attendance.
You should be able to apply for credit through those
or gani zati ons.

DR OSTROFF: Wiile you were talking to
them did you ask them if they wanted to put up a
poster of the Board?

(Laughter.)

COL RIDDLE: And also, please don't forget
to fill out your travel vouchers. |n other words, we
need receipts for expenditures over $75. |f you have
any bills associated with phone calls, faxes, Internet
service, anything like that, just list it on your

travel voucher, and then also provide us a receipt for

the hotel. And on that receipt nmeke sure it says,
"Paid in full,” sign the two blank pieces of paper,
and get that back for us and we'll go ahead and

process those travel vouchers.

QG her than that, i f you have any
guestions, please let nyself or Severine know and --

M5. BENNETT: Pl ease be sure you sign the
roster out front if you' re applying for credit.

COL RI DDLE: Yeah. And that'll docunent
our attendance here for the second day.

Al right.
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DR OSTROFF: Col. Gbson is going to

update us on Health Affairs.

COL G BSON: A year ago at this tinme we
were preparing -- we didn't know it, but we were just
about to start into a pandemc of severe acute
respiratory syndrome across the world. Si nce that
time there's been -- we've reached a point where at a
nmeeting the other day where it was reported that it is
extinct from humans gl obal ly.

But, in the face of that, a lot of work
was done by Wrld Health Oganization, Centers for
D sease Control, a nultitude of other countries, and
within the United States. Certainly DoD has played a
role in how we prepared for outbreaks such as SARS,
and in particular, diseases that we're going to have
to control through quarantine.

Quarantine could have a nassive inpact on
DoD's ability to carry out its operations. | think
that's a given. After you saw where we were today,
you can imagine trying to operate like that in an
envi ronnent where you're dealing with a pandemc or a
di sease where quarantine is one of your options. The
restriction of novement can be a trenmendous problem
and the host nation problens with that. If DoD were

to be the source of an outbreak in a country as part
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of an operation, the political ramfications could be
sonewhat traumatic. Next slide, please
| would add, as that last bullet talked

about, one of the things, as we begin to talk about

SARS and what it could do to wus, it was recruit
settings. Here we have an environnment where we have
cl ose contact between folks. W have problens with

respiratory disease to start wth. Wat would it do
to us if we got an outbreak in a recruit setting, or
what would happen if we had an outbreak in a city
where one of our recruit centers were |ocated. Could
we, in fact, continue to operate under t he
restrictions of novenents that that would cause?

Because of this and other questions, the

Secretary of Defense -- these issues of quarantine
becane -- he becane aware of the problens associ ated
within the -- he forned -- under the Defense Science

Board, he forned a task force to look at SARS
guarantine back in July 2003. The terns of reference,
as you can see there, were to review and assess
doctrine and processes involved with quarantine policy
within the Departnent of Defense, and in conjunction
with that would be quarantine as it exists in the
United States. Requi red cooperation between DoD and

other entities; what are the capabilities of |[|ocal
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commanders; what are the responsibilities of |ocal
conmanders; how would they interface wth other
or gani zati ons. They asked the task force to | ook at
sanple scenarios and to identify and track how we
would identify and track potentially SARS-exposed
individuals. This was an em nent group of scientists.
| know it was an em nent group because, first of all,
| served as the executive secretary; and second of
all, the reason | really know is because Dr. Herbold
was one of the nenmbers. So it had to be.

The primary information sources that the
task force has used, and the task force has net so far
four -- or three tines, was the -- a review of the
nati onal SARS concept of operations plan. The DoD
directive on energency health powers for mlitary
installations, a directive that was signed off by the
SECDEF in md-2003, so it's a relatively fresh
docunent . They also got briefings from Central
Command and Pacific Conmmand on their capabilities and
their -- what they considered their comand roles wth
respect to SARS, in particular.

D scussions anong  CDC, | ocal heal t h
departnents, and Departnent of Defense public health
fol ks on how they interface, how they work together on

a daily basis. And finally, information on Iraqi --
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the infrastructure within the -- within Irag at the
present time, and, in particular, the public health
resources avail abl e over there.

Lessons |earned included the use of the
CDC s -- the CDC docunent, the docunent witten on --
for CDC on lessons learned from SARS on quarantine.
Next slide, please.

Alittle nore information on the CONPLAN
It is a federal plan signed off by the secretaries
for federal agencies on -- it's a process, basically
an outline of how they would work together to respond
to a noderate to severe outbreak of SARS in the United
St at es. The local response or response for an
outbreak would be at the local |Ievel. Feder al
government would play a role in this, and certainly
HHS woul d take the |lead, which is how this docunment is
witten. But we nust keep in mnd that |ocal state
heal th departnments would actually be the folks on the
front line, and their rules, regulations, quarantine
gui dance woul d be the starting point for all of this.

The plan, itself, is a threat-based plan,
Risk O up to, | think, Risk 4 on -- as things get
worse and as we nove towards a pandemc, certain
elenments of that plan would kick into place. And it

requires coordination from not only interagency but
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I nt ergover nnment . It is a -- it's a diagram It's
sort of a -- it's sort of an outline of how we would
do things. It's certainly not a blueprint. It does

not go into infinite detail on how we would respond

DoDs role --and | would say -- |'m happy to report
that the Secretary of Defense signed off on this
CONPLAN | ast week. Qur role would be supportive to
HHS. And in the event that it was declared a national
energency and Honel and Defense took over as the |ead
role, we would be supportive to them as well.

Next slide.

The DoD directive that | talked about, the
energency powers directive 1is established under
applicable | aws, and it gives powers to the
installation commander and ot her commanders to protect
installations and t he per sonnel on t hose
installations. It gives the commander of the
installation the ability to declare a public health
energency and to take actions to restrict novenent and
ot her actions that he feels are appropriate to control
the -- and including quarantine to control an
out br eak.

It also requires a designation of an
energency public health officer at each of these

instal | ations. That person typically is a senior
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medi cal officer in the facility there, | deal | 'y
preventive nedicine officer. And that person works in
close -- by design of this directive, works in close
contact with local health departnments; CDC, in the
event we're overseas, with the host nation, in that
response. Lots of coordination required as this
process goes into place.

One of the -- it's a new docunent. One of
the things that the task force talked about was:
What's the conpliance, where are we with this? And
they asked this basically in about Septenber. W went
back out and started asking that questions. Dr. Chu
ended wup signing off a nenorandum back to the
secretaries asking themto report back their plans at
how t hey were inplenmenting this guidance.

|'m happy to report, also, that each of
the services canme back with a plan on how they are
inplenenting this with time Iines appropriate with it.
And basically, by July or -- about July this year all
of these -- all of the services will have inplenented
this fully across the Departnent of Defense, which is
a -- rather rapid for the Departnent of Defense to be
able to get a new directive deployed and public health
energency officers designated, et cetera. There are

sonme plans to do quality assurance associated wth
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that, as well. Next slide.
Status at the present time, we're
preparing a interimreport to the Secretary of Defense

which will go out in May '04 as to where we are wth

t his. There'll be <continuing nonitoring of that
directive for conpliance that will go back to the task
force to give them updates on where we're at. The
task force wll also be reviewwng the results of

public health energency exercises as they occur

And also, the lessons |earned as we went
through this process of developing an approach for
SARS has mgrated over into how we wuld do this for
ot her public health energencies and di sease out breaks.

The joint staff at the present time is working on a
response plan, an overall response plan for this.
That will drive a lot of other things to occur,
including using this directive that we tal ked about,
and attaching instructions to it, which will get at
this issue.

If you think about this, it's nore than a
medi cal i ssue. That directive is not a nedica
centric directive. It is a directive to installation
conmanders, and the nedics support that comander
who' s maki ng these sort of decisions.

A lot goes into these quarantine things,

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

27

as you can inmagine. Transportation |ogistics,
security, those things need to be addressed. And in
nost  cases, as we talked about public health
energenci es and di sease outbreaks, they all have a | ot
of comonality. Each individual disease requires a
little different take to it as, you know, inherent
with the disease, and those things can be addressed
potentially through annexes to an overall plan. And
that's what we're working on at the present tine.
It"1l be a while before that is delivered. That's a
ot of coordination to get us there. W expect to

provide a final report from the task force in late

2004.

Questions?

DR OSTROFF: Col. G bson, thanks very
nmuch. Let nme open it up and ask if there are any

guestions or conments.

Let me ask you a question not directly
related to what you just presented. But as you
probably can inmagine, we've gotten a fair nunber of
gquestions over the last couple of weeks from
installations in Asia concerning the avian influenza
situation. |I'mwondering if you mght want to nake a
coment or two about what's being done through Health

Affairs related to that situation.
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COL d BSON: | can -- | wll defer -- or
let me not defer. | would add that I'm-- that Capt.
Mal one wi |l probably have additional coments on this,

because GEIS is playing a lead role in that.

We have provided information back through
Health Affairs through PACOM who is the conbatant
conmmand for that area, on guidance associated wth
t hat . W had a |lot of conversations, CDC -- there
were questions going to CDC that were really DoD
guestions on policy, inplenentation, resources, where
to send sanples, et cetera. W vectored those -- as
that information came to us from CDC, we vectored it
back through Arny CH PPM and Pacific Command, back to
provi de that support to the fol ks over there.

It's a big issue. It's a very big concern
for those folks, and they need to know how they can
provide laboratory -- or what types of |aboratory
support they need, and in one case, the availability
of antivirals.

Joe, do you want to add anything to this?

CPT MNALONE: M/ nanme's Joe Ml one,
Director of DoD dobal Energing Infection Surveill ance
and Response System

W have a large network of overseas

| aboratories, as well as mlitary health system
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| aboratories nostly of research orientation. You' ve
heard several of them speak this week. Kevin Russell
from NHRC, the AFIP, USAMRID, WRAIR -- Valter Reed,
and NMRC are sone of our key partners. But we also
have the overseas labs, AFRVMS and NVRU, two in
particular nost active with avian influenza. Each of
those labs are providing intensive |evels of support
on the veterinary side or wth human illnesses to
Thai | and. Al so Canbodi a, Vi et nam | ndonesi a
obvi ously. Al so sone support to Tai wan.

But these overseas |abs have extensive
contacts from foreign service national wor ker s,

professionals as well as the unifornmed ones who have

ongoing relationships with these people. They have
been providing support. As well, we sent sonebody
from our hub -- central hub office who is a US.

Public Health Service officer, Caire Wtt, has been
there to support to WPRO Wstern Pacific Regional
Ofice through Manila, and she's now in Laos providing
direct consultation.

W also have Randy Her who is our
representative at the GORN in Geneva, so0 there's
actually a naval officer on staff there who is giving
us information. So between these things, we can

coordinate, as best we can, of what DoD is offering,
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and coordinate availability of |aboratory reagents and

so forth. W also have AFIOH in San Antonio, experts

in i nfl uenza. They' ve provi ded ext ensi ve
consultation, as well. And, let's see, there's -- we
also are in -- we have regul ar tel ephone consul tations

with CHPPM wth NEHK, and with, again, AFICH on the
operational preventive nedicine side to ensure that
we' ve comuni cated. And then one of our nenbers is on
the CH PPM peg to nake sure policies and coordi nation.

So we have information that we're happy to share with

anyone.

LTC PH LLIPS: Additionally, if I -- this
is Steve Phillips. In addition to the scientific and
| aboratory support, | believe the inquiry that you're
referring to canme from an Arny MF in Korea. And

through the U S Arny CH PPM provided back to them
ri sk communi cation tools that they can use, because as
the avian influenza, every new story that pops up in
the news and in the press seens to create an
at nosphere of a growing, you know, fear about, you
know, this, you know, inpending pandem c doom that's
going to fall on the earth. And so the risk
comuni cators from USA CH PPM al so sent some materi al
formard to them to say -- to assist them wth

di ssem nating appropriate information about the status
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of things as they are.

COL GBSON Can | add one little on that
issue, as a sort of -- as a followup. VWe're -- we
haven't left that alone yet. W're really interested
in this individual, why he went to CDC rather than
going through what would be the typical chain of
conmand to get the information that he wanted.
Wiether there was a break in that process where he
didn't feel as though he was getting the response he
needed through that process, or whether he, in fact,
| eapf r ogged. And it's of interest to us, because if
there's a systematic problem we need to fix the
problem If it's an individual proclivity to do that,
then we can deal with that, as well.

DR OSTROFF: One other -- can sonebody
coment about availability of osotanovere (ph.), and
are you also making sure that the folks who are
engaged in sone of these investigations are on
prophyl axi s?

CPT MALONE: Well, we did -- an individual

that I was involved in putting to the field, we were
able to get osotanovere (ph.). It was a special
request, and it was -- | nmean, it wasn't in stock

nearby, but we were able to get it in a manner to --

so that she was protected. But 1'Il defer to Dr.
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G bson as far as the policy involved in that.

COL d BSON Current policy is -- let's
put it this way, we're looking at stockpiling -- we're
| ooking at stockpiling. W do not stockpile at the
present tine. But this issue, certainly the avian
i nfl uenza problem points out the potential to the --
for a need for that. Yeah, we all understand if this
thing -- if we get a shift in this organism or get
mxing within a human being, the possibilities of a
maj or pandem c are very, very real.

DR OSTROFF: | would sinply recommend you
buy it while it's still available.

Any ot her questions?

(No response.)

DR OSTROFF: Thanks very nuch.

Qur next presentation is by Col. Jones,
and he's going to update us on joint staff issues.
And, as nentioned yesterday, this is going to be your
final perfornmance.

COL JONES: Yes, sir.

DR OSTROFF:. Take it away.

COL JONES: Well, it's ny last opportunity
to give a joint staff update, so | want to begin by
just thanking the Board so nmuch for all that you do to

support our soldiers, sailors, airnmen, Marines, and
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Coast Cuardsnen. And it was exciting for nme to be out

there today and neet those officers and airmen that

are doing such a great job, and | know that it's
inspiring for ne, and |I'm sure it was for you, as
wel | .

It's always tough for ne to decide which
topic I'm going to cover, because there are so nany
things going on. But | thought today that an
initiative that mght be of interest to the Board is
one of those future issues that we're trying to work.

This one deals with an advanced concept technol ogy
denonstration, or ACTD, Medical Situation Awareness in
the Theater. Now, first of all, to try to say a few
words about an ACID, again, we have already talked
about, during the neeting, sone of the frustrations
with the current acquisition system Even with all
the acquisition reform and everything, sonetinmes it's
difficult to get a systemfiel ded.

And so the advanced concept technol ogy
denonstration |ooks at key capability gaps that war
fighters have in the joint arena. It seeks to -- it
has sone noney set aside to try to figure out where
those key gaps are, and the ones that are nost
inmportant, try to get them funded. And, of course

the idea is that there are advanced technol ogies that
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may be out there that could give us a quick solution,
a qui cker solution than we would normally achieve, and
so that's the idea. This is a conpetitive process, so
again, you're going to have all kinds of war fighter
needs that are going to be put forward.

This particular ACID has been put forward
by Ms. Enbrey's group. And so what |'ve done is |'ve
borrowed sone of the slides that they used for their
presentation in order -- to the group of senior
| eaders that are going to be involved in naking these
decisions. And so |'ve been selective and just chose
a few, because | know we don't have a lot of tine.
But | want to at |east give you a flavor for what's
com ng up. Next slide.

Sone key joint functional concepts that we

have within joint wvision 1is to achieve full
di mensi onal protection for our forces. Force self-
protection is obviously integral to that full
di nensional protection process. If we don't have

protection fromthe health threats, we're not going to
achieve that. W need to be able to do that. And I
think we do that well in nmany ways.

But we need to be able to do that
ultimately in such a way, in joint vision terns, that

we really need to support the commander's decision
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cycle. So that information needs to be very tinely to
support not only the conbatant commanders, but the
surgeons that support them with the information that
they need to assess threats, to use operational risk
managenent principles, to inplenent the appropriate
count er measur es.

And, of cour se, we're dealing wth
everything from a CBRNE environment where things may
-- we need the information very quickly, as well as
with infectious diseases and other things. So that's
what we're trying to achieve. Utimately, that's our
goal .

Were do we stand right now? Vel |,
unfortunately, there are -- although the Board has
been briefed on a nunber of very good efforts, and
t hose continue to inprove, one of the big problens in
that second bullet is the issue of stovepiping of
dat a. And so -- and really, the integration and the
fusion is where we really need to get to. And so |
want to talk about that with the next slide.

Again, all these areas that are here
represent even nultiple sources of data. You' ve got
intel, you ve got various sources of data, as you
know, on outpatient-inpatient data. VW were briefed

at the last neeting on these wi de anounts of data, and
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it was alnost nunbing the anmount of data that's out
there. DWI data, joint nedical workstation, which is
sonething | had nentioned during a previous neeting,
and it was also nmentioned in this neeting. The DW
reporting capability, they're a joint conmon
operational picture that we're trying to achieve.
That was just as an exanple, was an advanced concept
technol ogy denonstration in the Pacific Command, ACOR
is how that got started. And it eventually evolved
into sonething that we could transition for OF and
CEF.

Personnel data is critical to this, as you

know. W' ve got various types of exposures, but who's

been exposed. These units are various |ocations,
t hey' re noving. So these are all the kinds of data
that we need. And, again, really sonme good efforts
going on in each of these areas. | briefed last tine

on the occupational environnental health surveillance
system report and the inprovenents that we're naking
there. They're all a work in progress, but the main
thing again is that the current data domains don't
connect very well. Next slide.

O course, the only reason |I'm putting
this slide up here is just to nmake a point. That it's

obviously very conplex. W've got units all over the
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worl d, various |ocations. W need to be able to track
down -- we've got trenmendous nunber of sources of
data, we've got all different Kkinds of groups
analyzing that data and trying to make neaningful
information out of it. And right now it's a very
daunting task to try to take this trenendous anount of
data and turn it into actual information that's really
going to help commuanders within their decision cycle
to make decisions. Next slide.

Wiere do we want to be? Wll, as a
concept of operations, we really obviously want to get
to the point where these various sources of data al ong
the bottom fromthe intelligence, the unit |ocations,
the occupational environmental, all these threats in
the DWI data, we want to be able to begin to fuse
that data into sonething where we get a really -- a
true common operational picture that gives us a full
scope of the threats and so that comanders and
| eaders at various |levels can make the decisions that
they need to in a tinely way.

Qoviously we also want to be able to
capture that data for future -- in repository, so that
we can do the longitudinally type studies and things
we need to do. Also that data could be very useful in

formng our future operations that we're planning in
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simlar areas. So very -- this is the general concept
of operations. Next slide.

So what would be the deliverables of this
capability if this happened to be funded and approved
for FYO5? Well, obviously there's again, the ability
to capture data, not only from these various systens
that we've already -- you ve heard brief discussions
on in previous neetings, but we want to be able to --
other types of technologies where we can begin to
capture additional information, even. These need to
be consistent within DoD s conmunication platform so,
again, they need to work within the current comrand
control and conmunications infrastructure. They need
to be able to be interoperable in that sense.

Again, the idea of the fusion of the
technology is what's really inportant. And, again,
when we're talking about tinmely assessment of this
information, we're really starting to have to think
about artificial intelligence or division support
tools that are going to really help us to nmake tinely
deci sions. Next slide.

Vel |, what are the potential contributors?

Gobviously we're not starting from scratch here.
There are a nunber of things that have already been

devel oped that we would want to capitalize on. I
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mentioned during our last neeting for occupational
envi r onnent al health surveillance data, the DOR

system the IH capability that's a web-based system

that's been fielded. Def ense nedical surveillance
system you're aware of. There are just a nunber of
things, from the service-specific systens |ike GENMB

and SAM5, DI MHRS, JMEWS we've talked about, TRACES
the visibility of patient novenent. So all these
systens, including, at the bottom we nention sone of
t he chem cal / bi ol ogi cal / radi ol ogi cal type systens that
are being devel oped. Not only the diagnostic set of
it, but the warning systens. And again, within the
CBRNE community, they're trying to achieve the sane
kind of thing, which is we've got all these different
sources of data, we're trying to be able to rapidly
assess that information so that we can nake tinely

deci sions. Next slide.

And, of cour se, t he comer ci a
technol ogies would be key to this. Sone of the
appl i cations for i nt egrated dat abases, fusi on

applications, and |I've already tal ked about artificial
intelligence, the web-enabling technologies would
obvi ously be key to all this. Next slide.

And when would we do this? If it was

funded and approved, they would, of course, begin
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imediately during FYO5 wth the concept and
devel opnent. But the field trials and the stand up
that the Medical Situational Awareness System would
really begin the last quarter of FY05. Then you begin
in the field trials phases. This would be a spiral
devel opnent process, o) you woul d eval uat e
technol ogies. Those that are prom sing, you continue
to develop; those that don't work in the trials phase
that you delete. And then, of course, the process
would continue on from there into '07 and beyond.
Next slide
Wll, who are the players in this process?
Agai n, M. Enbrey's group in Deploynent Health
Support Directorate is playing a leading role in this.
You' ve got MRMC, Naval Health Research Center as the
| ead investigator, the PACOM surgeon. Again, a |lot of
these things are focused on conbatant commanders. So
a particular conbatant command, in this case PACOM has
been one of those that have been |eaning forward in
terns of volunteering to be the test bed for sone of
t hese new technol ogies as they were for joint nedical
wor kst at i on.
And, again, | think the issue of politics
was nentioned yesterday, and the ideas that within the

-- Hawaii there's a software devel oper who's been
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integrally involved in a lot of these processes, and
you get the support needed for that in nany cases.
Next sli de.

Well, again, you d have to obviously make
a transition strategy. And so, again, the idea is
spiral devel oprment, introduce and assess capabilities,
continue to transition those that | ook promsing. One
of the key things is, of course, that this should
eventually feed into our longer-term solution, which
is the Theater Medical Information Program Agai n,
that -- these technologies, by infusing sone noney
through the ACTD process, we can begin to test these
things in an operational environment, and hopefully
they can feed right into the developnent of the
Theat er Medical Information Program is the goal. So,
ultimately, that's where we're transitioning the Joint
Medical Information System PEO would be responsible
for that.

So, again, these aren't things that are
just going to be developed in a vacuum and separate
fromthe current team of devel opnent process. But the
idea is, by infusing sonme funding in, we nmay be able
to fill some capability gaps in a quicker fashion that
will help us to solve sone of these problens.

So that is a brief summary of this
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particul ar advanced concept technol ogy denonstration.

| don't know exactly when the decisions will be nade
for this particular fiscal year. But I wanted to at
| east put before you that this is one of the concepts
t hat bei ng pushed forward.

And, again, part of our longer-term
strategy needs to be the actual fusion of data, rather
than just the devel opnent of sone very good efforts on
i ndi vi dual systens.

DR OSTROFF: Thanks very much. Let ne
open it up to questions and coments.

COL RIDDLE: Who's the end user, David? |
mean, this is going to be on the desk top of -- at the
command | evel or..

LTC JONES: You know, there is a white
paper that's been developed on it, and it does not
specifically say exactly what |evel. I think the
idea, though, is that it should be a tool that's
useful at the conbatant conmmand |evel, but also at all
those JTF levels and everything below  So, again, it
hasn't been necessarily described in that |evel of
detail yet in this concept, but I think it would need
to be sonmething that is applicable at all |evels.

And, again, the idea of the key -- the key

idea is that it needs to be actionable information.
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So wherever the decisions need to be nade to take
action, | think that's where it would be inportant.
And | think that applies at all |evels.

DR OSTROFF: O her comments?

(No response.)

DR OSTROFF: | guess, help ne understand
this concept. It sounds |ike what you're saying is
simlar to what we've heard at previous neetings.
You're drowning in data, but lacking in information.

LTC JONES: | believe that's an excell ent
way to summarize it. In ny personal opinion, | think
that we've got trenendous -- as you -- it's probably
nunbing -- it may have been nunbing to you as it was
to me in the last series where we were briefed on al
t hese sources of information. W have tons of data
and we're getting nore and nore data, and then the key
thing is, the goal is, of course, not to just produce
data that we can archive and use. W want to actually
begin to make that data nore and nore that it becones
actionable information. And that is a daunting task,
not going to be an easy thing to do. But the
i ndividual efforts that we've briefed on in previous
nmeetings | think are key to that. But eventually we
need to begin to fuse this data in a way that's going

to really provide the comon operational picture that
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commanders and their surgeons need to nake sone
deci si ons.

DR OSTROFF: Vell, I'"m curious. As you
ook through these various data streans and you
determne that, vyou know, sonme of them are not
particularly wuseful or actionable, is there sone
strategy or plan to sunset any of then?

LTC JONES: Well, again, one of the -- |
think that's a great question. And one of the things
that they talk about specifically in the short white
paper is the idea that with a spiral devel opnent, as
we begin to |ook at these technologies and things, if
there's a determnation that they aren't wuseful and
viable, that's one of the good things, these are being
tested in an operational setting. So they're not --
you know, again, Pacific Conmand is going to be taking
the lead, and this wll be done in an operational
setting. So | think that that's one of the advantages
of the ACDT, is it has a very strong focus in the
oper at i onal setting associ at ed with conbat ant
comanders.

So, yes, that is the intent, would be that
we would find out what they really need and find out
what really works, and that that would be the things

that we pursue, if it's done right.
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DR CLI NE: Rat her than starting fromthe

bottomup with the data, seens to ne it mght be nore
useful to start with exanples of specific operational
deci sions and work back and see what actually -- you
know, | think you could cone up wth sone realistic
i deas of what options mght be faced in a real-world
situation and work backwards, see what actually hel ps.

LTC JONES: Yes, sir, that's an excellent
poi nt . | think that's exactly -- needs to be a key
part of the process, is to figure out what infornmation
do commanders need to nmke those kind of tinely
deci si ons. There may be other information that we
want to collect for other reasons from a |ongitudinal
per specti ve. But, again, that's going to support
future operational planning in many respects. So | do

think that that's an inportant way to | ook at it.

DR LAUDER  Just one quick question. [|I'm
| ooking at your |ist of databases here, and |'m not
famliar with what all of them are. Does the plan

include information like from the outpatient records
that | think is in CHCS, and then does it try to
sonehow capture the medical record out in the field,
as wel|?

LTC JONES: Right.

DR LAUDER: Is that all in there?
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LTC JONES: Yes, ma'am it's -- that's the

idea. And, again, what we want to nove toward -- and
one of the enphasis on this was that, in sone
respects, the systens that we have continue to be
personnel -i ntensive kind of systenms. And, of course,
what we want is solutions that are going to facilitate
people in doing their normal activities. And what
we'd like to do is get those patient encounter
information, which is already being done in systens
like GEM5S and | think SAM5, as well. And so that once
we have those patient encounters, that information is
entered once electronically, and then it becones
accessible very rapidly, so that it doesn't becone an
extra reporting requirement |ike we have now in some
cases. Even when we tried to do the five-item DVB
reporting on a daily basis, because of chem cal and
biological -- particularly biological type threats,
even in trying to do that, not everybody had the
patient encounter nodule capability, so there was
still some manual wuploading kinds of things and it
just --

So, yes, we need to really nake sure that
we do -- that, yes, that's certainly a part of it, is
the patient encounters, and that we would be able to

do that in such a way that's very tinely, that it
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doesn't increase the burden on people to report and
anal yze the data.

DR OSTROFF: Thanks very nuch.

LTC JONES: Thank you, sir.

DR OSTROFF: Qur next presentation is
from the Arnmy, and | think, Col. Underwood, you're
going to make a few opening comments and then turn the
pl atformover to Col. Shuping?

COL  UNDERWDOOD: Yes, that's right. Col .
Shuping will be presenting on the pneunonia cases.
But 1'd just like to give a brief few coments about
| ei shmani asis, as Col. R ddl e asked ne to do.

As of the 12" of February, from January
2003 to the 12" of February this year, we've had a
total of 304 confirmed cutaneous |eishmaniasis cases.
The vast mmjority of these are in Arny. W' ve had
two Air Force and one Marine. The vast majority of
these are comng out of Irag. Over about 50 percent
of them were seen in their exposure, of whom we have
exposure information, was central Irag, northeast of
Baghdad, about 33 percent in the northern part of Iraq
around Tekrit and Mzel, and about 10 percent in the
vicinity of Telil Air Force Base.

Now, the plan is that as they cone hone,

of course, now they're being seen at Walter Reed.
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There's a caveat to that. A lot of these soldiers are
preferring not to come forward, and this is
information, personal comunication wth Dr. Pete
Wnett who was in theater at that tine. And the
thinking is, with the bonding, that they don't really
want to cone forward because then they're air evac'd
to be taken care of. W know that this is a self-
[imting infection; however, for sone of these peopl e,
especially if they're larger lesions or if they have
nmultiple lesions or if they have facial |esions, we do
want to treat those to get a better cosnetic result.

There is a protocol being followed by Dr.
Naom Aaronson and her group at Wilter Reed. And
currently we anticipate -- or she anticipates that
about ten percent of these people wll probably need
to be put on Pentostan for |V treatnent. That usual
course was 20 days, but there -- they are taking that
down to 10 days. They're |looking also at doing a
short, nore sinplified protocol for Pentostan.

As the 101" cones back from theater, we
anticipate that there wll be large nunbers of
soldiers comng forward that my have | ei shmani asis.
So there is a plan underway with an algorithmto train
pat hol ogi sts at the |local MIFs to go ahead and do the

bi opsy and |ook for the pronastigotes. And if they
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clearly see them and the sanple is clearly positive,
then they will determne what type of treatnent they
need or whether they need to be evac'd. If the sanple
is equivocal or negative, those sanples will be sent
to the Arned Forces Institute of Pathol ogy where they
will be further studied to ensure, to rule out or rule
in, rather, if they truly are |eishmaniasis or not.

W' re also looking to set up a second
center to be based in San Antonio. And we're also --
Dr. Aaronson is also |ooking at heat treatnent. She
has enrolled 18 people on a heat treatnent protocol on
which -- and they've been on that for about two weeks
now and doing very well. She's looking to enroll a
total of about 50. So that's al so another option.

And a third option is a topical treatnent
for leishmaniasis. W don't have a -- there's not a
partner for this in ternms of a commercial partnership
for the topical treatnment w th parononycin. However ,
Col. Max Goggle has done a lot of research on that,
and that does | ook prom sing. And studies are stil
ongoing wth that.

Any questions at all about | eishnaniasis?

DR OSTROFF: Dr. Cattani.

DR CATTANI: | wondered -- this may be a

-- this question my date ny know edge on
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| ei shmani asi s. But WHO at one point was testing a
vaccine for old world |eishnmaniasis. Does anybody
know what ever happened to it? Was it -- 1 assune

that it wasn't highly effective or we'd know nore

about it. But could anyone give ne the status of it?

COL  UNDERWOOD: | certainly -- certainly
we don't have a vaccine for it, but | can't speak to
what happened to that. | don't have any know edge of
that. | don't know if anyone -- Dr. dine?

DR CLINE: | don't. | don't.

COL UNDERWODCD:  No? |'msorry.
VO CE: Paul a, any viscerotropic?

COL. UNDERWOCD: No. To date, there was

one questionable case, but that has been -- that is
not the case. So, no, we don't have any visceral
| ei shmaniasis to date. However, historically, from

Desert Storm we had a total of 12 cases of visceral,
and we had 20 cases of cutaneous |eishmaniasis. But,
to date, no, these are all cutaneous |eishmaniasis.

DR OSTROFF: What's being done to |ook
for visceral?

COL  UNDERWOOD: CGood question. That' s
obvi ously, as you know, very, very tough. And | think
Dr. Browmn -- | don't know if he's still here --

brought up a good point in terns of our concern in
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peopl e redepl oying and being rel eased from active duty
who go back, especially Reserve and National Quard,
who may later cone up with very anbiguous signs and
synpt ons per haps i ndicative of vi scerotropic
| ei shmaniasis which may not well be recognized by
their practitioner. So this is of concern.

LTC PHI LLIPS: This is Steve Phillips.
Al so the CH PPM developed a little wallet card that --
in the redeploynment Dbriefings all the returning
soldiers are getting a little wallet card. And it's a
great card, because on the back of it it describes the
synptons for visceral and cutaneous |eishmaniasis, and
says -- basically it says, "If you start getting these
synptons, take this card to your doctor, and tell him
you were in Ilrag and you're having these synptons.”
So to try to put sonething in the soldier's hands,
especially the reservists who go hone and end up
seeing a civilian doctor in Small Town, USA, that they
can give to their doctor and say, "I was in Iraq, and
now |' m having these fevers."

COL UNDERWOOD: Thanks. And | think Joyce
Atkins is still here. And we're -- there's a big
i nf or mati onal canpai gn, a trenmendous anount of
information on |eishmaniasis on the PD health website.

Also and part of this canpaign of taking care of
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t hese people, the information both for the clinicians
and for the redeploying soldiers is a very inportant
topic. And | believe the CHPPM has a very big role
to play in this in terns of that canpaign. But
they're working closely with Dr. Atkins and her group
and PD health, especially getting -- using their 1-800
nunber . | don't know if that's been finalized.
Perhaps Dr. Atkins could speak to that.

DR ATKINS: Joyce Atkins. W do have an
800 nunber for clinicians, and also for patients. And
we're advertising that widely. And we are going to be
replacing the nunber on the back of that wallet card
because the people at Walter Reed think they're
getting too many phone calls from -- directly from
patients. So we have that.

W also have the facts sheets that are
avai | abl e, and we have an automated briefing for both
patients and providers on | ei shnani asi s.

DR OSTROFF:  Thanks. One nore question,
and 1'll let Dr. dine go first.

DR CLINE O course, | was a bit
surprised to hear you nention the heat therapy,
because that's sonething that's been around for
decades. And as far as | know, | really haven't kept

abreast, but | think it's been pretty equivocal. I
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think the resident expert, if there is an expert, Dr.
Frank Nell at NH has worked on that for nany years.
You may have already been in touch with him But |
t hi nk he woul d be a good source of information.

COL  UNDERWDOD: Thank you. | think Dr.
Aaronson is seeing sone -- of course, not all the
results are in. But what was inpressive, too, are the
results that D. Goggle 1is getting wth the
par ononyci n. Very good cosnetic results with the
topi cal creamon that.

DR CLINE: One other brief comment. Wen
| see how much leishmaniasis is there, it neans
there's lots of sand flies and potentially other sand
fly transmtted diseases, like sand fly fever, which
is not a -- probably terribly inportant from a
mlitary point of view But | think there should be a
little flag out there to be looking for that. And
that -- the transovarial transmssion of sand fly
fever, and it can energe very abruptly in the spring.
And you can have -- could have |large outbreaks. So
it mght be interesting to keep an eye open for that.
And | assune there are diagnostic capabilities
avai l able to you for sand fly fever.

COL UNDERWOOD: That's a very good point,

and perhaps we can put together an information paper

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

54

on that to send out. Thank you.

DR OSTROFF: M/ last question is, as you
|l ook at the data and you recognize particularly hot
spots for leishmaniasis, is there anything that you're
trying to do preventatively to try to reduce the
exposures?

COL  UNDERWOCD: Yes, we -- in terns of
trying to get out the information, we're consistently
putting out there that the use of DEET, the use of bed
nets, the use of permethrin treated uniforms. And if
they can't get the pernethrin treated uniforns, then
to use the pernethrin spray on their unifornms in
trying to keep down the -- limt the anount of
exposure.

What i's i nteresting, t hough,
denographically, it appears that nost of these people
that have been exposed are really in the conbat
support types of MOS s, rather than the conbat. And
so there's certainly a lot of information there to
anal yze and determ ne what the denographics of it are.

DR OSTROFF: Thanks. G her comments or
guesti ons?

(No response.)

DR OSTRCFF: Let's turn it over to Col.

Shuping, who's going to give us an update on the
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pneunoni a cases that we heard so nuch about at our
| ast neeting. Thanks very much for being here.

LTC SHUPI NG Thank you, sir. CGood
afternoon. M nane's Lt. Col. Eric Shuping. |I'm one
of the team nenbers of the Southwest Asia or SATCOM
severe pneunonia epidem ol ogical investigation. [''m
here today to give you an update on this
investigation. Let's look at the outline for ny talk
t oday.

G ve you some background. In March, 2003,
there were two pneunpbnia patients in the 1CU at
Landstuhl who were in Kuwait. CH PPM Europe did an
investigation on these tw patients and found no
associ ati on between the two.

Then in June the first pneunonia death
occurred in Iraqg. This pronpted mlitary PMX first to
investigate. During the course of this investigation
it was determned that there were additional ICU
patients wth pneunonia at Landstuhl, Gernany. Then
t he second pneunoni a death occurred, and this pronpted
the Arny Surgeon Ceneral to issue a formal task in
EPICON to determine if there was an outbreak of severe
pneunoni a i n SATCOM

Three teans were deployed. The first team

went to Landstuhl, Germany, which | was a part of.
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The second team went to lIragq, and the third team
remained in the United States to coordinate
activities. Al three teans reconvened in the United
States in the l|ate Septenber, early OCctober tine
frane. W continue to work on this investigation to
dat e.

The nmethods for the investigation, first a
guestionnaire and database were developed. Al three
teans in parallel underwent case finding using
standard patient adm nistrative databases and tal king
to clinicians. Potential cases had their charts, X
rays, and |abs reviewed. And confirned cases, at
| east the severe cases, were interviewed, and
surrogate interviews were done on the two deaths. The
autopsy results were reviewed on the two deaths. And
finally, 13 of the severe patients were brought back
to \Walter Reed for a conprehensive follow up
examnation to include a clinical visit wth a
pul monol ogi st and an al |l ergi st.

The case definition that we used for this
investigation, the person had to be in the US
mlitary, he had to have served in Southwest Asia
bet ween March and August of 2003; and he needed the
t hree foll ow ng f eat ures: he needed to be

hospitalized; had to have a chest X-ray suggestive of
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pneunoni a, and one of the follow ng synptons: either
fever, cough, or shortness of breath. A severe case
is soneone with the above criteria who was either
i ntubated or died.

If one |ooks at the overall both severe
and non-severe pnheunbnia in Southwest Asia, in
Sout hwest Asia there is a conparable rate to the U S
Arnmy as a whole between 2000 and 2002. However, a
nmore perfect conparison mght be Arny basic training
posts where the day-to-day physical and enotional
stress may be conparable to a conbat environment. And
looking at this slide, you can see that the rate in
Sout hwest Asia was actually a lot less than the basic
training post. However --

DR OSTROFF: That's because they don't
have to worry about adenovi rus.

(Laughter.)

LTC SHUPI NG Anyway, |ooking at severe
pneunonia in Southwest Asia, there's actually a much
hi gher rate of severe pneunonia conpared to Arny basic
training post, and that's where the focus of our
i nvestigation |ay.

This is a time line of our cases. And as
you can see, there is no clustering of the cases.

However, nobst of the cases started in June and ended

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

58

i n md-August .

Here's a map of lraq and the surrounding
countries. On this slide I'll denonstrate that there
IS no geographical clustering. As each point cones up
on the map, these are the l|ocations where the person
first devel oped synptons. However, in general, this
is where they |ived and worked before they becane ill.

In March there were two cases in Kuwait;
and in April, there was a case in Uzbekistan; My, one
case in the north of lraq; June, five cases in centra
Iraqg and one case Qatar; July, five cases spread out
through Iraq; and finally, in July, three cases, two
in lrag and one in Jibuti.

Denogr aphi cs of these patients, alnost all
of them were in the Arny. Al nost all were evacuated
to Landstuhl, Germany. And alnost all of themwere in
different units. There is an exception to the unit.
Two people were in the sanme unit; however, they did
not overlap or spend any tine in theater together, and
their illnesses were separated by four nonths.

The 3’ PERSCOM nai ntai ns a dat abase of all
soldiers, all Arny soldiers deployed in Southwest
Asia. On this table |I conpare the CENTCOM Arny severe
pneunonia soldiers to the 3 PERSCOM dat abase. The

Navy sailor and the Marine was excluded this, giving a
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net of 17. In looking at this table, you see that
there's no difference in terns of sex; service
conponent, being active duty, reserve; their age; or
their rank.

This table shows the mlitary occupationa
specialties of these patients. And you can see
there's no clustering to one particular occupation.

Medi cal history of these patients was generally

unr emar kabl e. There was no asthma in any of these
patients. Prescription nedications, one patient had
hypercl etchialima (ph.) and t ook Sinvastatin

(Simstatin)(ph.). Sone people took doxycycline, sone
took nmefloquine for malaria prophylaxis, but their
conpliance was variable wth this. And anot her
patient was diagnosed with a latent TB infection at
hi s predepl oynent screening and was prescribed | NH

Various over-the-counter nedications were
taken. Three took ibuprofen or aspirin as needed for
aches and pains; three people took vitamns on a
regul ar basis; one person took creatine as a nuscle-
bui | di ng suppl enent; and anot her person took an over-
the-counter stimulant to help stay awake on guard
duty.

This table shows the distribution of

synptons of 16 of the patients. W were unable to get
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this information on the two deaths and one other
patient. If you look to the left, you'll see that
nost of the patients had non-specific synptons of
pneunoni a: fevers, chills, shortness of breath,
fatigue, and cough. There was very little sputum
production in any of the patients, and there was no
henoptysis or rash in any of the patients.

Their clinical course, all patients were
febrile; all had respiratory distress; and nost of
them had el evated white counts. Their chest X-rays
all showed bilateral infiltrates, and ten had pleural
ef f usi ons. The table here shows the wvarious
antibiotics that they were prescribed during their
acute hospitalization, and eight patients were given
steroids. This is a representative X-ray show ng the
bilateral infiltrates on this one particular patient.

In 1CU nedicine there's a ratio called --
that | call the PF ratio, and that's the anobunt of
oxygen in the blood as neasured by blood gas divided
by the amount of inspired oxygen. And a PF ratio of
less than 200 is a criteria for ARDS. And 12 of these
patients met this criteria. Three patients had a PF
ratio of between 200 and 300, which is called acute
lung injury. Two patients had a PF ratio between 300

and 400, which is far from normal, a value of 500 or
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greater being normal. And we don't know the PF ratio
on two of these patients.

During the acute hospitalization many | ab
tests were run. And 1'lIl go over the pertinent
positives. One patient had a positive streptococcal
pneunoni ae culture obtained by sputum another had a
positive acinetobacter obtained by bronchoscopic
al veolar lavage; and a third patient had a positive
strep pneunoniae obtained by streptococcal urine
anti gen.

At the fall visit many |ab tests were run,
and a summary of these tests is available in your
folder, the inclusive tests. And 1'Il go over sone
pertinent positives which include three of high Q@
fever titers, one of a high legionella titer. And
there were various |owlevel titers to wvarious
respiratory pathogens, such as chlanydia, pneunoniae,
and m cropl asm pneunoni ae. These followup tests were
run anywhere between two to six nonths after
i ncubati on, so that - - what [ 11 cal | | ate
conval escent serum In order to determne if these
titers were the cause of the pneunonia, they needed to
be conpared to acute serum that we have stored at
WRAIR in a paired serum analysis. And this is a

project that we're working on right now In addition,
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all fungal and parasitic antibodies were negative.
And it was al so considered that perhaps sone of these
patients were having an immunological reaction to
cigarette snoking, and we did tests of tobacco |eaf
extract IDG and this was uniformly negative in the
followup patients. However , in the Japanese
literature they describe pneunonia of eosinophil
patients reacting to tobacco snoke extract, and that's
something that we've tested, but the results are
currently pending right now.

Talk sone nore about the pneunonia of
el evated eosi nophils. Ten patients had evidence of
eosi nophils; four with lung involvenent and six wth
peri pheral eosinophils only. O the ten patients,
ei ght were new onset snokers as defined by restarting
snmoking or snmoking for the first tine when they
arrived into theater. And if you ook at the table to
the right, all of these -- all the new onset snokers
devel oped eosinophilia. | also want to point out that
the median tine between synptons to the first notice
of the eosinophilia by blood test was approximately a
week. Next slide.

This table -- during the hospitalization
all patients were put on nedications that could induce

eosi nophilia, and this table shows that no single drug
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is associated with eosinophilia. However, this does
not rule out a idiosyncratic reaction to an individual
drug in an individual patient. Next slide.

On our questionnaire we found no common
exposure to occupational, environnmental, and further
i nfectious disease questions, such as insect exposure
and contact with sick |ocals. | also want to point
out that no common nedications were taken prior to
their illness. | talked about snoking in prior
slides, and 37 percent of these patients snoked a
m xture of foreign and domestic cigarettes. No one
snmoked only foreign cigarettes. Next slide.

This graph shows the tine spent in theater
prior to illness onset. If there were a comon
pollutant or allergen in the environnent, one would
expect to see a clustering in tinme, which is not
apparent in this graph.

Ve al so consi der ed smal | pox/ ant hr ax
i mmuni zations as possible causative agents. And these
graphs show the tinme from|last inmmunization to illness
onset, and these graphs show no tenporal association
bet ween becoming ill and the i munizations.

So our findings to date, we have seen a
high rate of severe pneunonia in Southwest Asia as

conpared to Arny basic training posts. However, we
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see no comon link in terns of person, place, or tineg,
or conmbn exposure. There is a variety of possible
infectious etiologies. In |looking at the eosinophilia
cases, newonset snoking could potentially be a risk
factor for this. W find no comon infectious cause,
and no specific medication.
Also want to point out that we did test
t obacco products. These were sone products that the
patients actually snmoked and random sanples from
country, and we found no evidence of contam nation of
any of these cigarettes.
So, to give you a little bit of update,

Sout hwest Asia was quiet in terns of severe pneunoni a
bet ween m d-August and m d-January 2004. Then, in
m d- January there were two new cases. Both had rapid
onset of respiratory distress. They were both
transferred to Landstuhl, Germany, both admtted to
the | CU. One patient required nechanical intubation

Both patients had peripheral blood eosinophilia, and
one patient, the intubated patient, had a bronchoscope
with eosinophils in the BAL fluid. Both these
patients began snoking, and to date there is no
infectious etiology identified. And conplete recovery
is expected in these patients. Both have been

di scharged and are on CON | eave right now. Next slide
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So current wor Kk, our ongoi ng
investigation, | nentioned Irag and Kuwait. W' ve
identified seven severe patients wth eosinophilia.
W also have four non-severe pneunonia patients wth
eosi nophi | i a. W talked about the three CENTCOM
countries with eosinophilia. There's also a case in
Korea, severe pneunonia with eosinophilia identified.

So if you take all these cases, plus our new cases in
January, that's 17 patients wth pneunonia wth
eosi nophi | i a. In addition, AVMSA did a retrospective
case finding. Using key words, they found 17 other
potential cases of pneunonia w th eosinophilia. Two
of these cases were nentioned in a mlitary medicine
article in 1997 by Dr. Geocovy. These two patients
were at MIC, went home to Madigan (ph.) and devel oped
respiratory failure and eosinophilia. Col . Shanks
reviewed the record of the patient in Macedonia who
was transferred to Landstuhl, developed respiratory
failure with eosinophilia. W hope to review the
records of the other 14 patients to look for any
future associations wth the other 14 patients we
haven't identified yet from the 17 from AVSA Next
slide

Ongoing, our current projects, a case

control study of the severe pneunonia patients are in

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

66

progr ess. | already nentioned the paired serologic
anal ysis of the severe cases. Also Qfever has proven
to be an infectious cause of pneunonia in lraqgq, and
we're doing a pre- and post-deploynment serum study to
better define the prevalence of Qfever. Pr ovi der
education has been done. The team that went to Irag
put in place clinical practice guidelines for
di agnosi s and treatnent of severe pneunonia. However,
new providers are comng in, new troops are comng in,
and in order to educate the new providers, the teamis
going to Landstuhl next nonth to provide a patient
education experience on treatnent and diagnosis of
severe pneunoni a. In addition, witten material is
being sent to providers within lIraq for the diagnosis

and treatnent of severe pneunoni a.

So, in conclusion, as | worked on this
project, | asked nyself many tines why did these
patients becone sick -- you know, so severely sick.

And, wunfortunately at this point in time we cannot
give a definitive answer to this. W see that in this
series of 19 patients we've had nultiple different

i nfectious etiol ogies which you would expect in a w de

di agnosi s like pneunoni a with many possi bl e
eti ol ogi es. And it should be considered that we're
dealing wth susceptible people. Not necessarily
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susceptible in a genetic sense, but perhaps they have
weakened i mmune systens during the physical, enotional
stress of being in a conbat zone. Also to be
considered is the heat with the decreased appetites
and dehydration, dust, and tobacco snoke. And
probably the answer lies in a conbination of all these
factors.

| want to thank all the nenbers of the
EPICON team that are listed here. As everyone knows,
there are nmany, many different organizations, AFIP,
CGEl'S, who've been involved in this investigation. I
want to thank the AFEB for their support and gui dance
during this investigation.

And that includes ny brief, subject to
your questions.

DR OSTROFF: Col . Shuping, thanks very
much for a very nice presentation. And let ne
acknow edge the fact that Col. Snpak is sitting back
here and was certainly very heavily involved on site,
and she may want to add sone comments on her
perspectives on this situation.

Let me just ask one question, because |
didn't see it, and | don't know if you necessarily
have the data in ternms of the new onset snokers and

the ones that resuned snoking. You didn't present any
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information on how long after they had resuned, these
pneunoni as devel oped.

LTC SHUPING How | ong...

DR OSTROFF: After they either started
snoki ng or resuned snoking this happened?

LTC SHUPI NG | don't have that data
t oday, sir.

DR OSTROFF: First Geg and then Dr.
Ber g.

DR GRAY: Thanks. This is Geg Gay.

As | recall in the Japanese literature,
| ooking at this sonme nonths ago, they had, in addition
to sone of the tests that you're running, they had a
chall enge test. And |I'm wondering, of the people that
were in theater that devel oped eosinophilic pneunonia
of this severity, how many of them stopped snoking; do
we know? And if they' ve stopped snoking, has anyone
considered a chall enge? | mean, running one -- |
don't know what you're going to do wth your El
agai nst snoke, but there are many different products,
| think, in snoke, and it -- to weed out which one
m ght be causing the reaction mght be difficult.

The Japanese took a very aggressive stance
and did sone sort of challenge study. So do you know,

nunber one, if they continued to snoke; and, nunber
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two, if anyone's considered sort of a challenge study
to look at -- to actually have them snoke and then
| ook at their immne response?

LTC SHUPING Mst of these patients quit

snoki ng. Has a history of, "My last cigarette was,
you know, the day | got ill." However, sonme of these
patients -- and | can't give you an exact nunber --

but let's say maybe 25 percent have resumed snoking.
And as far as the challenge test, | think that'd be an
| RB chal | enge to adm nister.

DR GRAY: Wy?

COL ENGLER: M/ departnent is involved in
the allergy --

DR OSTROFF: You need to conme to a
m cr ophone.

COL ENGLER  Yeah. W discussed that, but
in regar ds to particularly a hypersensitivity
pneunonitis, the affects of rechallenge when the
potential for causing serious disease exists and you
have a choice for avoidance is very clear. You don't
doit. | mean, it's not in the standard of care. It
would only have to be done in the context of -- you
know, of inforned consent, and |I'm not sure a hunan
use conmttee, given sone of the guidelines that exist

regardi ng chal | enges in t he hypersensitivity
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pneunonitis literature, would approve it. And that's
one of the reasons we coordinated with Roy Patterson
(ph.) -- or rather with Paul G eenberger at Chicago,
was to try to do sone of the assays, and also to | ook
at snoke and the content of the cigarettes, to try to
clarify, you know, if there was a potential for it.
But, | mean, | don't know any human use comittee,
certainly not Walter Reed's Human Use Conm ttee, that
woul d aut hori ze the chal | enge.

DR GRAY: Wll, | nean, certainly wthout
inforned consent. But if you consider that 25 percent
are snoking anyway, and that there's the additional
risk of passive snoke, one mght argue that it would
be in their interest, in a controlled environment, to
challenge them at least to a limted extent, and see
if they have a --

COL ENGLER wll, the -- see, the
perception of the work ops as the cases were revi ewed
in our clinical case discussion is that the suspect
cigarettes are the black rmarket, on-t he-ground
cigarettes, not Anerican cigarettes. And whet her --
and that was why the search for sone kind of content,
you know, potential |acing or whatever. So I'm not
sure challenging them wth Anerican cigarettes would

be relevant. That was the clinical inpression in
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review ng those cases.

DR BERG | was going to suggest you
m ght not need to do a rechallenge, you would just
follow them see how many restart on their own.

Renata, though, raised an interesting
poi nt . If you' re that concerned about the possible
adverse effects, what were these people told about
starting snoking again? Were they told that this
could be life-threatening?

COL ENGLER They were vehenently
counsel ed extensively in regards to the risk, and that

t hey should avoid both active and passive snoke. And,

you know -- and they were offered extensive help,
also, and support to =-- in terns of nicotine
repl acenent therapy. Because obviously just telling

soneone to stop snoking has a less than two percent,

you  know, ef ficacy. So we offered nicotine
substitutes, et cetera. So -- but the behavior is
certainly -- even with replacenent, you have a failure

rate, you know, that's over 50 percent.

So -- but again, it was our perception, in
talking with these patients, and every case was
presented to the entire staff in the allergy rhinol ogy
departnment. W reviewed these at length. Is that it

would -- that the real potential culprit was the bl ack
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mar ket cigarette. And in sone cases they had snoked
-- you know, been exposed to snoke, you know, regular
cigarette snoke passively prior to their deploynent
and had no problem SO we were suspect. O the
conbi nati on of the heavy dust exposure, you know, is
there -- was there a permissive process by virtue of
being in Iraq and in that environnent.

One of the things that we are -- the issue
of -- redeploynent sites for the reserves |ike Fort
McCoy have contacted us because they have a very high
vol ume  of people coming back wth respiratory
synpt ons. So actually Col. Harten and one of ny
fellows is right now up at Fort Dx to try to do a
survey about respiratory synptons and seeing if we
could segregate whether it's asthma or new onset
asthma or whatever. So | think this is an issue that
-- on the clinical |level. And maybe with the VA
connection and followup as to how | ong does this take
to recover after return.

DR BERG What contamnants did you test
for and how did you sel ect then?

LTC SHUPING What, what --

DR BERG You said you tested the tobacco
for the contam nants.

LTC SHUPING Onh, right.

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

73
DR BERG Which ones, and how did you

conme to choose those?

LTC SHUPI NG Could you go to Slide 40,
please. 4-0. This is what we did. Dr. Jack Heller
at CHPPM he was the lead person on the tobacco
anal ysi s. And sonme of the patients -- one patient
snoked cigars, and we actually had a bag with one of
the cigars that he  snoked. But that was,
unfortunately, the exception than the rule.

A lot of these patients were way gone by
the time we knew about this investigation. Certainly
the March, April, My cases. But for the June-July,
they picked APCs, stores that the soldiers could have
potentially bought cigarettes. And | don't have the
exact nethodol ogy of what they sanpled, but they did
take a random sanpling from potential stores that they
could -- soldiers could buy cigarettes from

DR BERG Thank you.

DR OSTROFF:. Dr. Gardner?

DR GARDNER | keep -- we really haven't
sorted out very well that this is an infectious
hypersensitivity reaction to either dust or toxin or
snoke. But, and we have ten of the -- only 10 of the
17 snoked. That's -- you' ve got seven to explain

where the snoke isn't an exposure. And, again, nine
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out of -- | guess we have ten that have sone sort of
-- no, I'm sorry, we have ten also who have
eosi nophilia; right? That's -- so, again, we have

quite a large nunber to explain. And the other thing
that's -- continues to bother nme, no one really
docunented whether the eosinophilia was there at the
beginning and evolved in the pathogenesis of the
pneunoni a, or whether it was a response to sonething
that they received. They receive a lot of drugs and
t hi ngs, and eosinophils were docunented, | think, on
an average of sonmewhere around five or six days into
the illnesses, as we heard on the tel ephone. So
that's the other big block here. 1Is this -- was this
here at the beginning, or was it a -- something that
happened. Eosi nophils conplicate lots of pneunonia
therapy. So it's not too uncommon, if you | ook a week
|ater, to find eosinophils in the recovering pneunoni a
even. So I'mstill a little bothered with the -- the
m ssed opportunity here was to learn nore about what
happened at the very beginning, what was the
observations. W -- sone of the cases, | thought, at
the beginning were not febrile at all, the ones we
heard about on the telephone. And, again, sonme had
productive cough with sputum and many did not. So

there's -- | viewed this as a potpourri. The overal
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And I'm a

little loath to label this as a new type of finding

and give it a new nane of Ilragi pneunoni a

or what ever.

It seens to ne we've got a collection here wth

probably multiple etiologies.

CCOL UNDERWOCD: I t hi nk your
interpretation is where we're going, is that it's
definitely multiple etiologies. Part of the problem

of making a diagnosis in theater is one,

as you were

shown today, is that a soldier who beconmes ill out in
the field, his first contact with nmedical is that with
a person or a nmedic who will have antibiotics but no

way of rmaking any diagnoses other than

di agnoses. And their first reaction is

treat and get the guy back to his job.

a clinical

to try to

And it's only -- and that's why, when you

start reviewi ng these cases, you'll see there will be

multiple -- usually they have gone to the

first-level echelon of care once or tw ce

BAS or sone

in order to

try to -- and probably 90 percent or 95 percent of the

cases can be handled locally, and then they go

f orwar d.
But even at the hospitals in
time, the only way, if they wanted to

count, it had to be done -- they
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eosi nophilia they had to do a manual blood count, and
that just wasn't normal -- that wasn't standard of
care.

DR GARDNER | recognize that, but things
like fever, no fever, sputum no sputum they have to
be able to follow the patient from the beginning on
t hr ough. And they're the questions that we've been
rai sing yesterday, should there be, and maybe it's not
possible -- again, a tube of blood would have been
really hel pful even if you had no facilities to do it.

So maybe that's a possibility, think about getting a
t ube of bl ood.

COL UNDERWOCD:  Well, a tube of blood in

the United States sounds |ike a very reasonabl e thing.

A tube of blood in Irag was, you know, again, not

having -- you mght have been able to get a red top
because the caches were able to do -- you know, for
bl ood banki ng purposes, have sone tubes |ike that.

Again, refrigeration is a major problem How are you

going to transport that tube and keep it -- you know,
the anbient tenperature is 130 degrees. It's a very,
very harsh environment, and nmany of the -- even what

you woul d think are m ni num standards of care would be
al nost heroic to maintain in an environment |ike that.

| nmean, | think now --
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DR GARDNER: Sorry for the clinical

observation

(Laughter.)

DR OSTROFF: Dr. Patri ck.

DR PATR CK It's inpressive -- Kevin
Patrick -- the clustering in the sumer, and we were
chatting a little bit at lunch, what's the role of
heat and dehydration in this? |'m sure there was
specul ation on that, but |'m just wondering what the
concl usi on was?

COL  UNDERWOOD: I"m not actually sure
about dehydration because there was actually a very
active canpaign in theater to keep people hydrated and
try to get water -- there was water rationing, we were
only allowed about three bottles of water a day and

then, you know, whatever you could steal during neals

and stuff Ilike that. But people seened to be
relatively well hydrated. If anything, it was sone
peopl e were over-hydrated. That nmessage that you

needed to drink was there.

But | can't even describe -- the closest
thing I can describe about the heat is turn on your
oven and open the door and put your face in it, and
that's the sensation of how hot it was. | nean it is

hot, so hot that when you went to the store to buy a
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little candy, they were conpletely nelted in one glob.

| mean totally hot. So | think the heat had nore of
an effect on people's appetite and an unwi |l lingness to
go eat or even to really wanting to have to -- if you
didn't have an MRE, having to wal k down a quarter of a
mle, half a mle to a chow hall, because then, you
know, the nore activity you do, the hotter you get,
t 00.

So while | can't -- we've been trying to
docunent the decrease in nutritional status during
that time period and everyone involved, from the
physicians and from soldiers thenselves will tell you
it was not unusual for soldiers to | ose 20 pounds and
stuff like that during that time period, because it
was just literally too hot to eat.

DR OSTROFF: | would presune that it was
cool in January.

LTC SHUPI NG Yes, sir, here's some
objective data on the average daily tenperature in
Irag, and between June and August the average daily
tenperature was between 35 and 40 degrees Cel sius, so
it was very hot then. January, we don't have that, we
have February, much cooler. Actually we only have
Kuwait in February since we weren't in Iraq at that

poi nt . But 15 to 20 degrees Celsius is an average
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daily.

DR OSTROFF: Let ne ask you one nore
guestion and | think we'll have to probably nove on.
Since we are the Arnmed Forces Epidem ol ogy Board, can
you at least describe a little bit the case control
study and what you're doing in ternms of the selection
of control s?

LTC SHUPI NG Certainly. Each patient
that canme back for the patient interview, they
identified five people that lived and worked wth
them and the questionnaires are being sent to the
respecti ve bases of these individual soldiers and the
preventive nedicine physician at that base is doing
the questionnaire to these identified controls.

DR OSTROFF: And how nmany controls per
case?

LTC SHUPI NG W're Jlooking at three
control s per case.

MAJ W NTERTON: Maj or Brad Wnterton from
the Air Force Institution of Operational Health.

Just for a reference point for those who
haven't been to this part of the world, when you're
tal king about air tenperature of about 120 degrees, if
you take a baby doll stem (ph.) thernonmeter and set it

on the ground, it will read 160, so bottled water that
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these troops are drinking in theater that sits on a
pallet in the direct sunlight is sonmewhere between 120
and 160 degrees when they drink it. And part of the
problem is that the troops -- it's unpal atable. It
may be safe, it's definitely wet, you know, but it's
unpal atable when it's that hot and that prevents
troops fromdrinking what they shoul d.

VA CE: Are these quart or pint sized
bottl es?

MAJ W NTERTON One liter bottles. Somre
are one liter, sone are two and a half, depending on
t he supplier and the base.

Va CE: In a hot environnent I|ike that,
you can sweat two to three quarts out.

MAJ W NTERTON:  Absol utely.

VA CE: You can only sustain that up to
about 12-15 per day, but three bottles isn't going to
repl ace 12 quarts a day.

MAJ W NTERTON:. And just as another point
of reference, when you open the oven in your Kkitchen
and you get that -- you know, you're a little too
close to it, and you don't get burned, but it's a
little bit painful, that's what it's like to walk
outside in the mddle of the day in this part of the

world in the sumer -- it hurts, it's physically
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pai nful to the skin.

VOCE: | never felt that.

(Laughter.)

MAJ WNTERTON:  You're used to it, sir.

DR OSTROFF: Last question for you. Wien
do you anticipate having the case control study
conpl eted and anal yzed?

LTC SHUPI NG Part of the answer depends
on when the controls cone back in the country. It's
not feasible to track them down when they're in
country, so | would say three to four nonths. Most of
t hese troops are rotating back.

DR OSTROFF: Can | nake a request that we
have an update at the May neeting, so that we can hear
sone of the findings of the case control study?

LTC SHUPING Yes, sir.

DR OSTROFF: Thanks very nuch.

Wiy don't we take our 15 mnute break now
and then when we return, we'll have the update from
t he Navy/ Mari nes.

(A short recess was taken.)

DR OSTROFF: | think that Capt. Kil bane
is going to nake sone comments and then plans to yield
to Commander MM Ilan, is that correct?

CPT Kl LBANE: Yes, sir. For the court
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transcriptionist, |I'mEdward Kil bane.

| just want to nmake a very few brief
conmments so that we have enough tinme for the
presentation and for questions on the nalaria outbreak
that was a -- those were Marine Corps patients wth
Navy doct ors.

Let ne just say briefly in summary for the
Navy update, the requisite policies are being crafted
and published, the prograns for preventive nedicine
are being executed, and we still have overweight
people who snobke and drink too nuch and don't
exercise. That's our current status.

One positive note. I went through the
list of sone of the AFEB recommendations recently, and
the one that | think we are naking progress on, and |
know we're nmaking progress about this Dbecause
Commander McM Ilan was conplaining to nme this norning
on the bus about it, is the preventive health
assessnents. Sonehow, somewhere in previous regines,
soneone had the great stroke of genius to put the PHA
as part of the physical fitness program which is not
managed by the nedical departnent, it's actually
managed by a bunch of aggressive E-6s who want to make
chief petty officer, so therefore, it wll be done.

(Laughter.)
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CPT KILBANE: This is the first year that

they're really -- so far, they're enforcing that
requi renent that nobody can take the physical
readiness test wthout having a current preventive
heal t h assessnent done.

There's a field on the conputer screen
that nust be filled out, and it nust be within a year,
so we'll see how many of those are attenpted to be
filled in. Hopefully that will work.

The very last thing | want to say is that
| took over the job back in July, and |I'm discovering
nore and nore about ny job. And 1I'm just comng to
the realization of how sausage is nade there. It was
explained to nme that in an effort to elevate the |evel
of preventive nedicine in the Navy, that our office
was 18 nonths ago divided into three sections, put

into different departnments that can't conmunicate with

each other. So, hopefully, there's a nove afoot
within the next few nonths, | think, to, hopefully,
fix some of that. So I'm looking forward to better

things and to give you a better update next tine about
those fat people who are snoking and drinking and
beating their kids.

kay, 1'll vyield the floor to Conmander

MMIlan, who wll give you, hopefully, the final
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story on the mal ari a out break.

CDR MCM LLAN: | always hate to follow
such entertainment as that. Just as a bit of a
trivial thing, | don't know how many of you people

know that of the six nmen in this picture, one at the
time was the equival ent of a Navy hospital corpsnman, a

phar maci st nate. And it's this guy right there, and

he was one of only three of these six that |Iived
through the next two weeks of this battle. Next ,
sl i de.

Today we're going to talk about malaria
out break that occurred | ast August. The group, or the
situation wth the Marines of a Mrine Expeditionary
Unit assigned to an Anphi bi ous Ready G oup. These are
all the terms for you. It was to go ashore at Roberts
International Airport and provide security while sone
engineering repairs were nmade at the airport. So a
quick reaction force, which is a small group of
Marines were assigned with that responsibility. Next
sl i de.

So what we did followng the -- and where
this presentation is comng from is this was an
investigation that was done aboard ship imediately
after the outbreak, off the coast of Wst Africa,

because what we needed to find out was as best we
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could what happened, and the key was to determne
whet her we needed to make sone dramatic changes for
future operations to avoid simlar outbreaks. Next
sl i de.

In a neeting that we held in Washi ngton,
DC, we had -- all these organizations were
represented, including Dr. GOstroff who joined us by
tel econference. Next slide.

So to kind of help define sonme of the
popul ations that we |ooked at and that we're talking
about here, there were 290 people that spent sone tine
ashore, and we'll see that a little bit later, and
"Il point it out as far as a denomnator that was
used. The quick reaction force with a group of
mari nes, and that was 225 people. This was a joint
task force, so there were nore than just Marines
involved in this overall, but that was the group that
of course we |ooked at nost closely, and we surveyed
157 of those aboard ship. W got serum nefl oqui ne
levels on 135, that parentheses is because only 133
were testable. W'|l see that a little later.

The sequence of events, basically the
Marines were ashore at the tine between the 14th and
the 26th of August. Wen they cane back aboard ship -

- and this is alittle bit nmaybe msleading, it's just
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that a good nunber of them probably over half, had

sone vague synptonms, sonme with just headaches, somne
felt a little hot, sone had sonme abdom nal pain and
diarrhea, constitutional synptons, and the surgeon
aboard the USS Carter Hall imediately suspected
mal aria and he told them hey, go ahead and doubl e up
on your nefloquine, we're going to get this treated.
Probably pretty good catch for a guy that was straight
out of a pediatric internship from his scholarship
program at the Navy, and now he's off the coast of
West Africa taking care of Marines comng out of a
tropical |ocation.

But the synptons pretty quickly resolved,
nost of the guys started feeling well, and at that
point he goes, well, it couldn't have been nalaria,
they got well too quick. But then on the 3rd of
Sept enber , Marines started reporting again wth
abdom nal pains, fever, and chills. Next slide.

And then on the 4th of Septenber, it
becanme suspicious that there was sone type of
out break, they weren't really sure what it was and
they -- Carter Hall requested assistance from |Iwo
Jima. Two of the Marines got significantly worse and
were transferred over to Iwd, they had abnormal bl ood

chem stry studies, they had a hypotension that was not
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responding to fluid boluses. They were even given
t hr onbocyt openi a. One of the surgeons on board the
Iwo Jima who had just conpleted the mlitary tropical
nmedicine course a few nonths prior made the
confirmation of malaria by peripheral snear.

So at this point in tine, on the b5th
actually, the two Marines here were nedivac'd up to
Landstuhl, and they went up and started doing sone
kind of active case identification for anybody wth
fever and abdomi nal pain, and 31 were identified and
evacuated up to Bethesda. The follow ng day, ten nore
cases were identified.

So in the total cases that wer e
identified, it was 80 total, and this shows the
breakdown. O course, the nmajority were Marines, but
seven Navy were the corpsnen attached that were out in
the field also, had one Arny and one civilian; 51 had
positive snears, either at Bethesda or aboard ship.

So when we look at the AFM C prediction
for unprotected population in Liberia, it was 11 at 50
per cent. And so those that slept ashore, that group
had a 44 percent attack rate, so we kind of validated
AFM C s suspicions. For those in that 290 group, the
| arger group, 28 percent of those had spent any tine

ashore, had an attack rate.
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We had sone questions that we needed -- we
felt we needed to answer regarding future stuff, and
sone one of them was there was a generic mefloquine
was used, so the question was was this bad -- did it
not have the correct potency, was there sonething
wong with the medication. W actually had some of
the Marines that were nedivac'd to Bethesda, we
reached in their pockets and pulled out the blister
packs of nefloquine and sent those off in addition to
sone that was in the pharnmacy, so we tested stuff that
they were actually taking at the tine. And they
determned everything was at least wthin their
guidelines as far as they were concerned regarding the
formul ati on and the potency.

Conpliance with the nefloquine, we did the
133 serum levels that were tested, and only seven had
evidence of both a protective |level and evidence of a
st eady-state | evel.

W had 19 that had a protective |evel, but
they didn't have evidence of achieving a steady state
ratio, 93 overall had good ratios but wthout a
protective |evel. In other words, it indicated they
had probably been conpliant at sonme point in the past,
but not at the tine, and the blood was drawn fairly

soon after they got back aboard ship, so w thin about
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a week or so.

And then WRAIR did some testing, and the
parasite was determned not to be resistant to
nmefl oquine at the levels at which we determ ned woul d
be physi ol ogi cal | y active, 620 nanogr ans per
milliliter. It wasn't as sensitive as a sensitive
parasite that they used kind of as part of their
control in the testing, but once again, given the fact
that at the levels -- blood levels that we expected to
see, there's plenty of slack to nake sure that those
peopl e would be -- it would have been protective.

So then we |ooked also at the issue of
DEET use. They did have a long acting formulation
that's available now. It's the one that the New

Engl and Journal of Mdicine did an article sonetine

ago on repellents, and it was the one that they found

best . Consuner Reports even gave it their star of

approval . And this is 27 percent used DEET at | east
once. So that was a pretty low bar we set for just
t hat .

Pernmethrin-treated uni f or s, only 12
percent had them avail able ashore. They had their
uniforms all treated, but they had their desert
canouflage uniforns treated. They went ashore with

their woodl and canouflage, so there was only a few
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that had that treated.

Bed nets, when this was initially planned,
this was a three to five day evolution, they wanted it
to be man portable, get off the helicopters, get out
there, set things up, get back on, go back hone. It
was not |ooked at as being a long term thing, and
since they were going to be staying around the
airport, the ability to easily set up bed nets, they
just didn't decide to take those. As it kind of kept
creeping longer and longer and |onger duration
exposures continued. There were no screened areas,
there was no area to get away from the nosquito
popul ati ons.

So sone of the things that we've done as
far as inprovenent efforts following this is for the
current redepl oynent or our current deploynment back to
lraq this time, the Marines got their uniforns treated
by a commercial establishnment. They sent them out and
got it done. Sone of the issues there were the fact
that the new Marine uniform they're kind of digita
uni forms, have a permanent press treatnent, and the
guestion was how is that going to affect pernethrin
adherence and durability. So they were able to do
sone quick tests on that and found out it really

didn't appear to have any problenms with durability.
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They're still testing long termon that, but right now
it looks like that wasn't going to be a problem And
of interest, there is actually, if you go |ook at the
stock nunbers, there are factory treated pernethrin
uniforms in the stock system but nobody's ever
bothered to do <contract and get them put into
producti on.

So whether we'll be able to get that done,
but right now we have a good system for getting the
comerci al treatnment done.

Refresher training for nedical staff prior
to deploynent for the OAF-2 version, they locally
wor ked that together. Ri ght now we're trying to work
with several different organizations towards who best
can provide this kind of training to the nedical staff
before they go out.

And then the issue of we're actively
| ooking at trying to get an inproved bed net system
Change the slide. This is kind of a picture of it,
it's a self supporting kind of spring |oaded. It's
just sitting on the floor here, little straps where
you can strap it down to a cot or you can actually
strap it to a stretcher for patient transport. It's
actually lighter weight than the current four wooden

poles and net. And so the trouble is that the fabric
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is made in China, and it's assenbled in Korea, so when
you |look at sone of these buy in America for DoD
acquisition stuff, that kind of changed the apparent
price. It's a very small vendor, it's a DoD -- it
turns out it's a DoD owned patent, so we didn't run
into any problenms with that, but it's a very small
vendor so the Marine Corps SI SCOM has ordered 1000 for
further evaluation and also just to see how long it's
going to take the vendor to get them at |east 1000 of
t hem

Sone future efforts, stuff that we're
working kind of with the Navy on is to get Malarone
and qui nine added to the ships' pharmacy. These guys,
the two that were nedivac'd to Landstuhl were put on
'V quinidine. The rest of them were treated wth
doxycycl i ne.

There is a rapid serological test for
mal aria, kind of as an anecdote. It's certainly not
FDA approved at this point in time, but they had
several of them that were down at the Uniforned
Services University, used as part of kind of a
denonstration, this is what it |ooks Iike. So they
went and got a handful of them conpared them to --
tested sone of the sera on patients that they had

snmears on, and one of the tests cane up positive that
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they had had a negative snear on. They went back and
| ooked at the smear again, and it indeed was positive,
they had mssed it. So they were pretty inpressed
with the results of the little serological test.

And then of course nmalaria vaccine
research is sonething that we're supporting and
conti nui ng.

Any questions?

DR OSTROFF: Thanks very nuch. Let ne
open it up to questions, but 1'Il just preface ny
comments that this gives airport malaria a whole new
di mensi on.

You know, there was a lot of discussion
when we |ast heard about this, about the fact that
they all basically said that they were taking their
nmedi cation. D d sonebody go back and do sone sort of
an assessnent of what actually happened? | nean, you
know, as was pointed out the last tine, this was
essentially a total system failure in terns of
protecting these people. Part of it on their part and
part of it on the Navy/Marines part.

What was the real story once you got the
| ab results back?

CDR MM LLAN There were only -- 1 do

know the two Marines that were eventually diagnosed
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with having cerebral nmalaria were one of | think only
about four that had essentially no detectable |evels
of rmefl oqui ne. Everybody else had sone evidence of
past conpliance, of at |east taking sone nedication.

DR OSTROFF: | thought at one point, if |
renmenber correctly, weren't they all being lined up to
take it once a week on board ship and supposedly
sonebody was wat ching themtake it.

CDR MCM LLAN: It varied by unit, as it

turned out. | nean, there's nefloqui ne Monday, and |
don't know they've got all sorts of -- psychotic
Thursday, | don't know, but each unit would pick a day

of the week that they would remnd the people okay,
today is the day to take your nedication. There was
not really any directly observed therapy across the
board. Sone units did it in formation, sone did not.

DR OSTROFF: So has that problem been
addr essed?

CDR MCM LLAN: There is a JAG manua
investigation that's floating its way through the
system It's still at the European commander's desk.

And that | believe is going to serve as an inpetus to
really address the unit |eadership issues that may be
i nvol ved here.

W've | ooked at the issue and that's been
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guestioned before as far as lining people up and doi ng
the direct observe therapy. Depending on the
situation, that may or may not be a good idea. Aboard
ship, it's probably not a difficult thing to do, but
once you get theminto the field, it may be tactically
di sadvant ageous to do that.

So we're trying to work around what's
going to be the best thing, but -- and that's the
reason | kind of qualified this at the beginning.
This was a quick and dirty kind of epidem ol ogical
investigation, to look at just the issues of
nmedi cation, parasite resistance and then, of course
conpliance to see what was the failure and where the
pr obl em was.

DR OSTROFF: | guess fromny -- | nean,
not necessarily wanting to place blane, because that's
not particularly helpful, but |ooking forward, you
know, when you have people going into a zone where the
risk is approximately 50 percent |ikelihood of
acquiring malaria in a week, you've got to do
sonething to nake sure that they take the nedication

And it's just not acceptable to say, you know, maybe
we'll do directly observed or whatever, because, |
nmean, it's guaranteed that in a simlar situation,

you're going to get right back where you were before

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

96

if you don't systematically put sonething in place to
make sure you've done everything that is feasible
within your power to nake sure that they get
pr ot ect ed.

COR MCM LLAN:  And | think that's what has
been brought up before, is the issue of conplacency
her e. I think it was an issue of a crying wolf once
too many tinmes, they had been in Irag, and they'd been
on the malaria prophylaxis and you know, those that
were non-conpliant or poorly conpliant suffered no
consequences of it, and they just, | think, really
failed to realize -- and | think they also had sone
failure in comunicating the difference in risk that
was -- that they were going into.

DR SHAMOO  But that's not an acceptable
explanation. Irag doesn't have a history of nalaria
Africa is full of malaria. There's one mllion deaths
a year frommalaria in Africa. So the know edge and
information fromthe nedical command shoul d have known
t hat .

DR OSTROFF: Jacki e.

DR CATTAN : Yeah, Jackie Cattani. I
think your coment when you said regarding the
insecticide treated bed net, that they thought they

were going in there quickly, and they wanted to get
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out quickly, and put that together with the fact that
there was nmefloquine in a lot of the blood sanples,
but not a stable dose, is a factor of nefloquine, that
in fact they need to be taking it two weeks before
they go into a place in order to have stable levels
when they go in. And a drug |ike Ml arone woul d have
been useful in this occasion because you can take it
the day that you go in. So if you are using it on a
very short term basis, in a small group of people,
even though it's nore expensive, and it needs to be
taken daily, it seens like this would be the perfect
indication for a drug |ike Mal arone.

And | think the other thing that's very
important, when you l|look at resolving this whole
i ssue, conmes back to risk communication. And | don't
think there's been a very good job across a lot of
areas of communicating risk. | nean we tal k about oh,

yeah, you have to tell them that there's malaria out

t here. But | think you have to do nore than that.
You really have to talk about -- you have to address
the issues. If they're concerned about the side

effects of nefloquine, we can sit here and say thta
there is no good scientific evidence or that their
studi es have never conclusively proved, but the fact

is people that have had their experience wth
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mefl oquine and don't |ike it are going to |look for
reasons not to take it. And unless you are honest and
above-board -- if you go to these forces and say well,
you take this mefloquine, there's nothing wong wth
this, this is just all in your head, you know
They're not going to buy it. I think if you expect
them to take it, you have to be up front about the
side effects or you have to offer them a different
option, and | think in the case of these short term
i ssues, that Ml arone would be a good option

DR OSTROFF: Let ne just say | agree with
you 110 percent, that this is the ideal situation for
Mal ar one.

VA CE: I'"'m not sure why vyou chose
Mal arone over doxycycline in this instance, but in
both cases, you have to realize that the problemwth
the daily dose -- well, first of all, Milarone is
extrenmely expensive, and that's why it really hasn't
made its way into the mlitary pharmacy as a drug
that's used for a large nunber of troops. And that's
why we still rely on doxy and nefl oqui ne.

DR OSTROFF: I"'m tired of hearing that
drugs are expensive. Honey, get your head out of the
sand. Mlarone is a great drug, and it ought to be a

vi abl e option. | mean if you, to a certain degree,
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enpower the troops to mnaeke decisions about which
choice of prophylaxis they would like to take, your
conpliance is going to go up a lot.

DR CATTANI: Especially in the case where
it's short term and relatively small nunbers of
people. And it's a quick entry, |like these helicopter

guys that we were talking to today, they go in, they

don't have much advance warning -- it's the best drug.
And the reason | would suggest Ml arone over doxy
really apart fromcost -- | know Mal arone i s expensive
-- is that it has even fewer side effects. | nmean
doxy does have sone, you' ve got -- and then there are
people that don't |ike doxy, that get upset stonachs

and photosensitivity, and Mal arone really has very few
side effects.

VA CE: The other point | was going to
make is the length of the deploynent. Just as they
t hought they were going to go in and out quickly, they
weren't able to do it. Likewse in Sonalia, there was
a Marine unit that went in on doxy and where it had to
be switched to nefloquine is a policy decision and
again got into the problemof it's not two weeks, it's
actually seven weeks you have to be on nefloquine to
reach steady state |evels. And did not have enough

overlap and then had over 60 percent -- not 60 percent
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-- 60 individuals that canme down with nmalaria while
they were in Somali a.

So none of these are easy decisions to be
made, and | think, you know, it is true we need
command enphasis, and that command enphasis cones from
the line, and it's a nmedical responsibility for us to
educate the line as much as possible and to advise
them to do direct observation. And you know, that's
what our job is on the nedical side.

DR OSTROFF: Yeah, | agree with you, but
| think that, you know, all of us who deal wth
malaria and deal with travel nedicine and things of
that nature know that trying to get people to conply
with nefloquine, particularly in this population,
you're swinmng upstreamif you think you're going to
be able to inprove their wllingness to conply wth
this therapy. And so | think that particularly in
very high risk locations, you ve got to think of what
plan B is, and you know, plan B is not necessarily
just doxycycline. You know, sonebody at sonme point
has to reasonably think that WMilarone is a great
alternative.

COL d BSON: I would point out that
including Malarone as an alternative anti-nalarial for

resistant areas was a policy statenent that was made
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by Dr. Tornberg, the Deputy Assistant Secretary in

'02, late '02. And it is in our formulary, and we've
been asking sone questions back to the joint staff
about when nessages are put out as to what types of
mal aria prophylaxis should be used, statements from
t he conbatant commanders why ©Malarone is not included
as at |least an option on those things.

Now in ny mnd -- and |'m speaking
personally here -- the cost issue is way, way at the
bottom Al the other things that Bonnie has pointed
out are very true, and certainly what you said about
short term getting them on, is absolutely true, but
that drug needs to be part of our materiel. The AFEB
has issued reconmendations on those, and froma Health
Affairs standpoint, we have very nuch taken those
recomnmendations to heart. R sk comunication -- and |
was hopi ng Dave woul d nention the know edge, attitudes
and beliefs study that we're beginning on anti-
mal arials as a whole and anti-nmalarial prevention as a
whole, to get our hands wapped around it, for two
reasons -- with respect to nefloquine, for two reasons
-- one, we need to know why, clearly why we have this
resi stance so that we can target risk comunication.
And if it's so profound, we need plan B.

So the results of that are going to be
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very hel pful.

DR OSTROFF:  John.

DR HERBQOLD: My favorite diagnostic tool
is the retrospectroscope, and if | could afford it,
|"d buy two.

(Laughter.)

DR HERBOLD: That said, 1'd like to shift
the enphasis back to the statenment about the risk
assessnent, and the phrase | saw up there was that
AFM C said the risk was 11 to 50 percent. M/ question
is about the precision of the estimate, having used
AFM C information before. Was that about that
particular airport, was that about Liberia, was it
about that quadrant, was it about this tine of year or
was it no better than going on the CA website and
getting their national nedical estimate? That's ny
guesti on.

DR OSTROFF: | don't know the specifics
of that, but everybody knows that you get nmalaria in
Li beri a.

(Laughter.)

DR OSTROFF: It doesn't nake any
di fference where you are in Liberia, you re at risk.

DR HERBOLD: So if sonmebody was going,

and for our people, for our enbassy people, are they
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al | on anti-malarials when they're assigned to
Li beri a?

DR OSTROFF: | can't answer that.

DR HERBOLD: O for all travelers going
to -- staying in the city in Liberia -- that's ny
guestion, is about the precision of the estinmate and
the risk, because that, | think, mght be sonething
that we could back up into the nedical intelligence
side and be able to say whet her we know or don't know.

DR PATRI CK: | want to pick up on
sonet hing Roger said and also Jackie. This notion of
ri sk communication, which in ny world they call health
behavi or change, and you nentioned that there's a
know edge, attitudes, and beliefs study, but in ny
world, that's fairly old fashioned. Knowl edge,
attitudes, and beliefs don't nmean nuch, you use covert
and subversive strategies to change behaviors and
other things that really don't depend a |ot on this.

Actually we heard this story of the fellow
who briefed us this norning, about what soldiers are
doing, take this, take that, what-not.

Agai n, these are changeable things,
they're difficult to change, but research suggests
that you can chip away at them and | think we -- and

| don't think this is isolated to nalaria, there are a
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whol e bunch of drugs that are going to be in the
pi peline down the road that require having to take
them and they have unconfortable side effects, but
until we get to bio-inplants and things like that,
this is going to be sonething that's going to be
important. And | think | for one would like to hear a
briefing on the research that's being done and the
interventions that mght be being put in place to chip
away at this issue of lack of conpliance. It's not
going to be solved overnight, but I think if there's a
popul ation in which conpliance with nedication is
inmportant, it's this population, and | think DoD, we
have a real opportunity to really encourage genuine
research for this, and whether it's devel oping
conpetitive strategies, novel strategies, tailoring
information using information technologies, using
remnders or whatever, this is a critical issue. And,
again, whether the nedication costs a lot or not
doesn't matter. It costs a fortune if they don't take
t he medi cati on.

We sort of blow this off. | always tell
people when | was in nedical school, the fact that
soneone was a snoker was |ike saying that they were
59" tall, it was a fact of [ife. Now we act on that,

we act on it through behavi or change, through
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phar macol ogi cal i nterventions, t hr ough ot her
strat egi es. The sane thing has to happen in this
area, and | think we really need to really hear what's
being done to inprove conpliance at every level wth
t hese things. And again, the behavioral researchers
will tell you don't give up, there are theory-based
excel l ent strategies that can be used, and we shoul d
be depl oying them and finding out whether they work in
t hese popul ations, what, if they don't, what can we do
to i nprove them

COL d BSON: "1l point out that one of
the recomendations from the AFEB was a know edge
attitudes, and beliefs study on anti-nmalarials, which
is one of the reasons we're starting along this track.

I"d also -- this norning's, or our little trip today,

you saw one of our best know edge, attitudes, and
bel i efs changer right there when the general said we
take our pills. This is a l|eadership issue, to a
great degree it's a leadership issue in ensuring
conpl i ance.

From ny standpoint -- and this is not
Health Affairs' opinion, this is ny opinion -- we set
ourselves up for this problem in Liberia to sone
degree by recommendi ng preventive precautions in lraq

that didn't fit Iraq.
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DR OSTROFF: | agree wth vyou 100

percent .

COL G BSON: And doing that, we trained
these folks not to listen to us. And we are going to
have to live wth that and fix it. And | can tell
you, there is -- |I've spent the |last two weeks working
on this issue alone, so there's a |ot being done. W
can try to provide a briefing on how we're chipping
away with it, but we're developing risk communication
tools where we are working this issue actively. I
don't know that we're at state of the art yet, but
we' ve got sone pretty good risk comrunicators that are
wor king on this issue right now

VA CE: Can | follow up on that a little
bit? 1'd like to know if the physicians involved here
were USIS graduates, because in the md-'80s, Dr.
Lectors, Chai r man of t he Preventive Medi ci ne
Departnment, developed an exercise, a week Ilong
exercise that we did with every senior medical class
that involved a scenario, they called it CENTCOV
where they invaded lIraq -- or Iran, and one of the
scenarios was exactly this scenario, a unit that got
mal ari a because they didn't take their pills. And
every single USIS graduate for | think the next 15

years went through that scenario and knows that the
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only way to do it is observed taking of the pills in
order to prevent exactly this scenario from happeni ng.

You know, if we can't get it -- if we
hammer it in to every graduate, and we still can't
make it work in the field, then I don't know what el se
we can do.

DR OSTROFF: Last coment and then we
need to nove on to the next presentation.

VO CE: Let's talk about chenmo prophyl axis
and doxy versus nefloquine versus Ml arone. W need
to understand that in the schene of protecting people
from these and other diseases within the DoD, these
cheno prophyl axis neasures were never nmeant to act on
their own. They were neant to act in concert with the
DEET and with the pernethrin. And so the conpliance
with those itens is as inportant, naybe even nore
inportant in ny mnd, than the conpliance with the
drugs, because --

VO CE: Not in Liberia.

VO CE That may be true, but at |east as
i nportant. And as our experience from Iraqi Freedom
shows that alnbst no one showed up from their home
station with their wuniforns treated and wth the
requisite three tubes of DEET in your bags with you --

al nost no one. Sone had one or the other, sone had a
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couple of treated uniforns, sone had one tube of DEET,
but al nost no one showed up with all of the required
itenms to protect thensel ves.

And when we asked them the depl oyers as
they arrived, why -- you know, not getting mad at you,
hel p us understand why you didn't have these things
when you arrived. Their answer was either they told
me | didn't need it, or they told ne I'd get it when
got here. And so we took it on ourselves to call back
to some of the bases and say okay, help us understand
why you didn't send your people with these itens. And
the answer fromthere was oh, well, we used to send it
with them and they always brought them hone unused
t hey never used them

So, you know, |I'mglad we don't adopt that
sane attitude with helnets and flack jackets. Sorry,
soldier, you didn't use your helnmet and your flack
jacket last time you deployed, we're not going to give
it to you this tine. | agree with Col. G bson, this
is a command issue, conmanders being held responsible
for issuing their people the itens that they need to
protect thensel ves when they get there.

DR OSTRCFF: Thanks. Thanks for the
presentati on.

Qur next presenter is Col. Wodward.
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COL WOODWARD: CGood afternoon. dad to

see the hardy are still here.

Before | do ny presentation, |'d like to
just nmention a couple of issues from ny position as
the Chair of the Joint Medicine Policy G oup. First,
I'd like to acknow edge all the support and
col l aboration and participation of Col. Riddle in our
group over the years and wish himall the best in his
new endeavors and are very proud of his contributions
to our collective works.

Also, Lt. Col. Dave Jones, who as was
mentioned before is going to be noving on to new
adventures and has been a very val uabl e nenber of our
team bringing a joint staff perspective as well as, |
think, taking back to the joint staff sone of our
perspectives, and it has been incredibly valuable and
we thank you and |ook forward to hearing about your
further successes.

Also Col. John Gardner, who is going to be
retiring fromhis position at Health Affairs, who has
al so been very active in the joint preventive nedicine
work groups and many activities we've been doing. He
has been a val uabl e nmenber of our team and we w sh you
well as well.

And finally, |1 thank Dr. Berg and Dr.
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Gardner, both of whom are not here now, they left a
little while ago, but we do very nuch cherish our
relationships with the Arnmed Forces Epidemn ol ogical
Board and the opportunity to work with all of you and
get your perspectives and recommendations on our
conpl ex problens, and we very nmuch appreciate their
contri butions.

Two other things real quickly. Capt .
Ki | bane nentioned briefly kind of a follow up on one
of your recomendations and that was about periodic
health assessnents, the recomendations you all had
made to the Board. There is action in all services in
regard to those recommendations in having a nore
standardi zed and effective nethod for periodic health
assessnents, and that is noving along. It has been
di scussed anong the surgeons general specifically, and
services are about working their plans for neeting
pretty much the spirit and content of your
reconmendat i ons.

O her recommendations, three others that |
can say we're naking steady progress on -- one is your
recomendati on regarding periodicity of H 'V screening,
there's policy in final coordination, | believe, on
that, that matches, | think, pretty closely to the

| etter of your recommendati ons.
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Also, Col. Gbson nentioned before the
recruit assessnent program That one | have to say
has been a little bit nore fits and starts and some
stunbling blocks, but I am very confident that we are
all on the sane trajectory there.

And then the last is that | know you all
have nade a recent recomendation regarding GGPD
screening, and the Arny has taken up changing their
policy regarding that, and that is in coordination as
wel | .

So let ne give you a follow up on sone of
the many things that are being worked, nost of them
spurred al ong, i f not concei ved, t hrough  your
reconmendat i ons.

Finally, 1 just want to nention this
norning at Hurlburt, there was nention of the
international health specialists program and it's an
Air Force program where we have people who work
sonmewhat as liaisons for the conbatant comrands in the
Air Force with various nations, and | just want to
mention that ny coworker, Major Mland Wnn, who is
sitting behind Dr. Ostroff, was actually selected for
a position in @Qam responsible for several Pacific Rm
countries, a highly selective process, and she'll be

moving on to that position. You heard a little bit
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about that, but there's a face to that process.

Ckay, now let ne talk about what | really
had prepared in these slides. This is an entirely
different angle for you all from today's discussion,
and maybe a wel cone change of focus for a few m nutes.
| wanted to put sonme attention on sone health
pronmotion issues and specifically the Ar Force's
fitness program and welconme your thoughts as |
describe very quickly sone changes that were nade to
the Air Force fitness program Next slide.

First, let me just say that it was
interesting as we started briefing our new fitness
program and many other issues have conme up recently.
There has been a recent release of a survey of health
ri sking behaviors anong mlitary personnel, caused the
services to all go back and look and see what we're
doing in regards to sone of the highest priorities for
heal th pronotion, disease prevention in the nation, as
reflected by the 10 leading health indicators, and
it's safe to say we have initiatives in all these
ar eas. Wiat |I'm going to talk about is actually the
top two physical fitness and overweight and obesity,
where we have in our fitness program recognized the
inextricable link between those two issues. Next

sli de.

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

113

W started on a journey quite awhile ago -
- about two years ago -- in the Air Force to relook at
our fitness program and our current Chief of Staff,
Ceneral Junper, took a very personal interest in the
physical fitness of the Ar Force. Heretofore, the
Air Force, sone long tine ago, made physical fitness
an individual responsibility, and that has resulted
per haps, in some conplacency on the part of
i ndi vi dual s. Some people were very good at
mai ntai ning their physical fitness, sone people were
not so good at it, and the Chief of Staff was very
concerned, as were actually several other of our four
star leaders in the Air Force, all simultaneously sort
of came to this same concern about the fitness of the
Air Force and the ability to denonstrate and be very
confident that our troops are ready and fit to fight
in increasingly austere environnents that have extrene
physi cal and nental denands, and so the Chief of Staff
set out last spring to revanp the Ar Force fitness
program And in this, he recognized very clearly this
i ssue of commander responsibility. Next slide.

So what he directed is to go back -- to
nove away from purely individual responsibility for
fitness but nmake it a command and unit |evel

responsibility to ensure that troops are fit. This is
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not at all foreign to the other services because |
think they, to a letter, all have much nore of a unit
based fitness program but as | said the Ar Force
wanted to try sonething different, and now we have
changed our approach. So CGeneral Junper has charged
that all wunits wll have a fitness program that
i ncl udes regul ar physi cal traini ng i ncl udi ng
recognizing that it's very inportant that we nake sure
people have the tine they need for physical fitness,
whether that be during duty or otherwi se, and that
t hat is an acceptable part of our mlitary
responsibilities. It needs to be tailored to the
needs of the mssion, neaning that sone places can do
it and nay have to approach it in different ways than
others and that it's a comander who is responsible
for ensuring the fitness of his or her troops and
knowwng at all times who needs help and who's doing
wel | .

Like all great public health endeavors,
this presented an opportunity to the nedics. Cenera
Tayl or, surgeon general of the Ar Force, was tasked
to actually develop the new fitness program Even
though it was a conmander driven program this was a
fortuitous thing that General Junper asked the nedica

community to construct this program and | think that
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was again a very fortuitous opportunity, and GCenera

Taylor seized it, to cone up with a fitness program
and a fitness assessnment that w Il achieve objectives
that inprove health and decrease the risk of disease
and injury, not just denonstrate physical prowess or
sonething like that.

So what we have is consistent with the DoD
directive, we have a new physical fitness program that
conbines into a single program aerobic fitness, body
conposition, and nuscle strength and endurance. Qur
aerobic fitness test is now a 1.5 mle run, and our
physical training is not necessarily specifically a
mle and a half run, but the regular ongoing training
needs to address each of these conponents but doesn't
necessarily have to match the specific assessnent.

The ot her piece of our physical fitness is
an assessnent of body conposition with which we use a
singl e neasure of abdom nal circunference as pronoted
by the NIH And I'Il talk a little bit nore about
t hat .

And then finally, we wuse pushups and
crunches as our assessnment for nuscle strength and
endurance, but our prograns for the actual physical
training that ought to be an ongoing year-in and year-

out, day-in and day-out process, includes a whole
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variety  of muscle strength and endurance and
flexibility training. Next slide.

Along with this, fromthe medical side, is
we wanted to ensure that our physical training and our
physi cal assessnent prograns didn't increase the risk
of illness or injury or adverse events for our
menbers, and this has been a very inportant thing.
Sone of you may not be aware that the Ar Force 10
years ago or so actually went away froma tinmed run as
an aerobic assessnent and adopted a conputer-based
psycho-odonetry (ph.) test to estimate V2 nax. And
that was done because we were |osing several people a
year to cardiac events that occurred when they did
their run, their timed run. Wiat we call naxinal
test.

So now when we noved back to this run --
and that was mainly at the preference of the Chief of
Staff, we recogni zed that we needed to assess people's
risk and intervene so as to mnimze the risk of
cardiac event in particular, and identify people who
shouldn't participate in one or nore of these
conponents of our fitness program

W leveraged sone of the prograns we
already have in place, our periodic health assessnent

program that you all are aware of is now going to be
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augnented by an annual automated conputation of
fram ng ham (ph.) risk for cardiac events and |inked
to interventions. W've trained all of our providers
in what constitutes the framng ham (ph.) risk
assessnent and the interventions that are needed to
reduce that risk, and we have an in-place program to
[imt people who should not participate in certain
parts of the fitness program either the training
programor the specific assessnent. Next slide.

This is really the meat of the focus of
our new program and the novelty, | guess, is our
fitness assessnment which is an annual requirenment by
DoD policy to assess physical -- excuse ne, assess
aerobic fitness and nuscle strength and endurance, and
then there's also a separate DoD policy requiring
assessnent of body conposition. Wat we decided to do
was to put these into a conbi ned conposite index that
woul d, hopefully, not over -- that would give people
the opportunity to inprove their fitness and not
necessarily, if they're on a positive trajectory and
doing better and better, would allow them to not
necessarily be punished if their body conposition, for
exanple, wasn't as good as we'd like it to be, or they
had a good body conposition but weren't as aerobically

fit, we thought that they ought to be conbined
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t oget her, because then people can work on all these
t hi ngs sinmul t aneously. So in other words, inprove

their body conposition by being nore physically active

and so on.

So what we have in our program is a
conposite score that is a -- 50 percent of the score
is based on the aerobic fitness which is -- the scores

are all based on tables for nmales and in five year age
groups and females in five year age groups, and they
get atine for the mle and a half run that equates to
a VA2 max, as determined by the scientific literature.
And that constitutes 50 percent of their score.

They get an  abdom nal ci rcunf erence
nmeasure, a single neasure just above the iliac crest,
and that 1is probably the biggest change in this
pr ogr am and the one that requires the nost
explaining, | guess, is that abdom nal circunference
is now being recognized as probably the single best
nmeasure for body conposition -- assessnment of the body
conposition's inpact on risk of norbidity. And so we,
| think, are probably the first program |I'm aware of
that actually has systematically adopted that as our
body conposition neasurenent. W feel like it's a
better neasure than body nass index, a better measure

than percent body fat, and it is highly reproducible,
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easy for individuals to do to assess -- kind of
nonitor their own progress, and, again, it's a good
approximation of visceral fat, which is really the
risk factor.

Anyway, so for that, people get 30 percent
of their conposite score of a total potential of 100
points, is from body conposition, and the real Kkey
thresholds for a male, for exanple, is 40 inches,
that's a CDC threshold for high risk abdom nal
circunference. CDC is inplying that there's a nedian
sort of risk threshold of 35 inches for nmales. Wnen
it's 29 and a half inches for a noderate risk and 35
for high risk. And our tables -- our assessnent is
Il ined up accordingly.

Miscl e fitness, abdom nal -- excuse ne --
crunches and pushups each account for 10 percent of
t he score. They are a lower proportion of the score
because there's very little scientific data to really
equat e how many pushups or situps soneone can do with
the association of that wth relative risk for
nmorbidity or nortality. As you are aware, V2 nmax
which is what aerobic fitness scores are based on, is
a very good predictor of risk for nortality. And as I
said before, abdomnal circunference is a very good

way to assess risk for norbidity. Next slide.
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So people get a score, as you saw,
additive, on that table there, and then these scores
fall into some categories, and, again, these are
sonmewhat arbitrary, but it's a way to start. It
starts to put people on a scale that gives them a
direction that they need to be noving, and then it
links with actions related to how they do on the
assessnent . People who do very poorly, score |ess
than 70, need to be retested in three nonths, they
attend mandatory prograns both for behavi or change as
wel | as exercise prescription as well as nore frequent
testing. Peopl e who have a nmarginal score retest in
six nonths and also get education. And we have
standardi zed prograns that are available that we are
i npl enenting across the Air Force. And then people
who have good and excellent scores just retest in a
year. But we are |ooking at some -- giving sone sort
of favorable recognition to people who score in the
hi ghest category.

This has been very interesting. The
interventions have been developed wth teans of
experts that |ooked at various interventions to help
peopl e address each part of this conposite score,
whether it's a body conposition issue, an aerobic

fitness issue, a nuscle strength and endurance issue,
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and we're working to continuously inprove those
programs. Next slide.

The other part of our program and this is
also, | think, powerful in terns of inculcating
fitness, and our attention to addressing the grow ng
concern in this country with overwei ght and obesity is
the environnmental facilitation, if you wll, of good
lifestyle habits. So all of our installations are
goi ng about assessing their facilities for support for
physical fitness prograns. They're inproving the
conmunity environnent to nake it safer and nore
attractive for people to participate in physical
training, not only the active duty nenbers, but their
fam |y menbers and our civilian enpl oyees.

Also, as | said before, we're naking
standardi zed fitness and nutrition prograns, and then,
finally, our healthcare services to support this are
being -- we're inculcating the recognition of in every
visit we assess people for their ability to perform
physical training, how they're doing, where do they
need help, what are their cardiovascular and other
risk factors that we need to intervene on. Next
sl i de.

There's been a Ilot of turbulence and

change here. It's incredible how this whole notion --
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we sort of | obbed this notion of abdom nal
circunference all the way to the senior |eadership,
and boy, 1'll tell you, everybody said where did that
cone from what is that all about, and we had a | ot of
explaining to do, but there is a pretty good body of
literature suggesting that it's a very good neasure
and | think even the NIH is now considering putting
nore enphasis on abdom nal circunference than the
current enphasis on body nmass index. Body nmass index,
as you all know, doesn't actually account for the nost
important distribution points for the fat, which is
the visceral fat, is really the point where the risk
occurs.

So we think it's a good neasure, and we're

going to collect a lot of data and see how it plays

out here in the next vyear. But we'll be happy to
share sonme results. I think we'll have sone very
interesting results. The conposite score is novel,

but we had a pilot program out in our space conmand
for over 7000 people, who participated in that pilot
program not using the exact sane programas this, but
using a conposite score nethodol ogy, and it was very,
very powerful at getting people notivated to inprove
their overall fitness in conbination wth inproving

their body conposition, which we think is a powerful
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conbi nati on

The ot her i nteresting t hi ng about
abdom nal circunference is as a risk factor, it's
i ndependent of age, height, and race or ethnic group.

People ask us repeatedly what do you nean, taller
people have to have less than 40 inch waists too?
Well, yes, if you look at the risk for norbidity, the
dat a suggest that, yeah, you do have to have a snaller
wai st too. Age, we know people as they age, their
abdom nal circunference goes up but, guess what, if
you want to keep your risk down, you need to keep your
wai st down as wel .

So we're on that journey, people are now
starting to accept it, and | think they're starting to
recogni ze the sort of sinple beauty of it, and we'l
see how it plays out again.

The other thing is the change back to a
maxi mal aerobic test. Wien people go out into a tined
run, they tend to push thenselves pretty hard, and so
we know people are going to red line their hearts, who
maybe haven't done so in awhile, and we want to
mtigate any risk associated with that. | think Col.
Gardner had published sonme very interesting, good data
about the experience in Arny or in deaths in the

mlitary during exercise, and there have been a |ot.

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

124
And we'd like to keep that down.

Finally, we want our focus to be on
actually fitness training, not on the test. So we
actually want people to be out regularly exercising,
and then when it's time for your assessnent or your
test, you already know how you're going to do, we
expect you'll do well. If you aren't going to do
wel |, we should have known about that, and that's kind
of Gen. Junper's nain nessage, is | want people to be
out exercising regularly, and | want commanders to
know about it, so that there aren't any surprises.
Wien it's tine for an assessnent, it's the commander's
problem if sonebody gets a result that the conmmander
didn't know about. W think that's a very effective
appr oach. So this issue of command |eadership, we
think actually this is a very powerful nessage from
the Chief of Staff to really want to get back to
physical fitness, but also to recognize and be wlling
to link it to abdomnal <circunference and body
conposition as a risk factor for disease. So | think

it's going to yield sone great benefits.

And that's all | have. Thank you.
DR OSTROFF: Thanks very nuch. I think
that seens terrific to ne. I know that there are

others on the Board who are nore famliar with this
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area than | am but it sounds like a very interesting
and refreshing approach to looking at this issue, and
| congratulate Gen. Taylor and Gen. Junper for
t hi nki ng about inplenmenting such a program | don't
know, do others on the Board have any thoughts about
t hi s?

DR CATTAN : Yeah, | think it's a great
idea -- Jackie Cattani. | was just curious as to the
7000 people who have gone through sone Kkind of
conposite score. Do you have the figures on how they
break down between excellent, good, poor, whatever?
Just out of curiosity.

COL WOODWARD: | was afraid you were going

to ask. | left it inm files that are on the network
back in ny office. What | do know -- | don't actually
remenber the distribution, but what | do know is the

curve shifted toward the hi gher scores over the course
of a year, very substantially. And we haven't --
we're wi thholding our nost rigorous analysis for this
new program because there are sonme changes nade since
t hen, but the whole concept of command ownership, that
program was very nuch a comand | eadership issue and
the conposite score and ensuring that people could
slip away when it was convenient during duty tinme, and

those are the things -- and getting commanders to
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recogni ze that, all of that resulted in, over the
course of a year, a substantial increase in their
conposite score. And what is -- particularly people
were able to nost easily inprove their aerobic fitness
and their nuscle strength and endurance tests. It's
interesting, the abdomnal circunference one is the
one that really -- there's not a huge anount of data
to say how nuch change you can expect over what period
of tine. So we have a little bit of learning to do
there, but -- and | know there's plenty of ads on TV
about all kinds of creative ways you can |ose inches
in weeks, but --

(Laughter.)

COL WODODWARD: -- |"m not sure our program
is going to bear that out.

So we will get back to you. W are -- we
have promsed to not only Gen. Junper, but to actually
the Undersecretary of Defense, that we will do a very
rigorous analysis later this calendar year, and we
hope to have sone very interesting data.

DR OSTROFF: Dr. Patrick and then Dr.
d i ne.

DR PATRICK | second this, | think this
is a great area, it's an area that | work in too,

physical activity and dietary behavior change, and
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this is really great, including building in the
envi ronnental changes which | think again you have a
wonderful opportunity to explore, if you' re really
putting this into place, how nuch or how little those
types of changes mght contribute on a going forward
basis to this, so | really do hope -- and it seens to
nme we've seen a paper or two generally related to sone
of this. And |I'm hoping we can see sonme good
eval uation studies.

| do have a question. You nentioned duty
time physical training. So actually this is built
into the 40 hour work week or into the tine, the
actual tine to be active? D d | hear that correctly?

COL  WOODWARD: Vell, no. Let nme say

that's a very fascinating thing, and it depends on how

you define -- what it cones down to is people have
been asking, well, what's the duty day. And sone
people would say it's 24/7. That wasn't the
i ntention. Gen. Junper actually did say -- and, by

t he way, what he has done to follow through with this,
that quote | showed in an earlier slide was last July.
Every nonth since then he has followed with a quote
to the field about the fitness program He is
following through very regularly with his expectation

that this be done.
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But what he did say is he has authorized
conmanders to allow up to 90 mnutes three to five
times a day of duty tine -- I"'msorry -- three to five
times a week for -- thank you -- three to five tinmes a
week for physical training.

Now every conmander out there has the
responsibility to sort of figure out how to nassage
their way through getting that inplemented wi thout
sort of toppling the mssion. So, for exanple, anong
nmedi cal staff, for exanple, is one of the hardest
places to do it, because we are putting a |l|arge
enphasis on efficiency and appointnments are schedul ed
between 7:30 in the norning and 4:30 in the afternoon,
and you can't just, you know, walk out of a clinic
full of patients. So there are lots of fits and
starts, and we're looking for lots of creative ways
for how to fit that into a duty day and what
constitutes a duty day. Sone are doing nore than
ot hers.

It also doesn't necessarily require
commanders to assenble the whole squadron, if you
will, and all go out and exercise together, because
that doesn't work either, a whole security forces
squadron, sone of them have to stay back and guard to

gate and that sort of thing. And sone of them are
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working shift work. So we're actually enpowering them
to be very creative but Gen. Junper has said if you
can manage it, you certainly can offer up to 90
mnutes three to five tines a week, including for our
civilian enpl oyees.

DR PATRI CK: Can | ask, do you have a
time certain evaluation, a point for this? Are you
going to be doing sonething at 12 nonths or at 18
nont hs?

L WOODWARD: W  expect to start
analyzing the initial data by Septenmber. The program
just started actually four weeks ago. And between the
active conponent and the reserve conponent, we have
600, 000 people. W think by Septenber, there ought to
be enough data in there to start getting an
eval uati on. W promised to do it annually at |east
for the next few years.

DR CLI NE Barnett dine. | echo ny
ent husiasm for this program I have a couple of
guesti ons.

I"m just curious what triggered GCen.
Junper's interest in notivating him to nake this
deci si on. Was there specific data that came in or
conparable data with other services or other groups?

And ny second question is was any thought given to
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sonehow including snoking in the conposite score
because of its overriding inportance?

CaL  WOODWARD: Let ne answer the latter
one first, because the fornmer is a Ilittle nore
interesting story. W haven't actually figured out --
we haven't explored how to incorporate snoking into
sort of the conposite score, but I wll say we have
put a -- we continue to put an increasing enphasis on
commanders' awareness of things they can do to help
intervene in snoking as well as making sure providers
have realtime visibility to who are snokers and who
are not, as well as including any opportunity
including this opportunity when we do eval uate people
to assess them for snoking and connect them wth
interventions. Haven't thought about how to add that
to sonme sort of conposite score, but that's an
interesting thought. 1'lIl have to think about that.

Regarding the former question about what
sort of inspired or what pronpted Gen. Junper to get
into this, a couple of things. First, | am very
convinced that Air Force conmanders were cascadi ng up
to Gen. Junper a nessage that our -- we were using --
our physical assessnment before was this conputerized
perdonetry (ph.) test on a bicycle, and I'm here to

tell you I think commanders out there just felt I|ike
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this isn't relevant, it's not tangible, | can't tell
whet her or not a troop can get fromhere to there in a
mnute and a half, judged by what their V2 max score
was generated by a black box on a bike. I think it
was just not relevant, and they needed to see people
out doing things that they could say okay, that person
is doing well, and that person isn't. And it needed
to equate to a physical training program that sonmehow
woul d predictably inprove peopl e's performance.

That and | think there was some conpari son
anong the services about the different prograns, and
it was very clear that the other services had a much
nore well established culture of unit-based training
and people visibly seeing people out doing physical
traini ng. So | think if you didn't change the
assessnent program the training program mght not
change either, so | think he really wants for
conmanders to be able to have sonething that they can
see how their people are doing and see that they're
out exerci sing. So | think it was a relevance thing,
the type of test that would be rel evant.

DR OSTROFF: Thanks very much. That was
a great update, and all | can say is it looked Iike to
me all the people that we saw this norning [|ooked

pretty fit. Maybe you can figure out sone way that
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they can do sone exercise during the 13.5 hours of
their 14 hour flight, when they seem to be just
sitting there doi ng not hing.

Qur next update, Commander Ludwig fromthe
Coast (@uard was wunable to attend this particular
neeting and sends her regrets, but we do have Capt.
Gorans, and | was going to ask if you had any conments
to make or anything to present.

COL OBRAME: Il will not keep you with a
presentation; however, out of the many, nany questions
that have arisen in the last two days, there's one
that particularly caught ny attention, which was
sever al guestions that arose about active duty
suicides and their risk factors.

I wanted to give you a piece of
information and a website. The DoD has had annual
sui cide prevention conferences, the last one was in
Novenber of 2003 at Quantico. | happened to be one of
the service representatives to this neeting, and at
the website, which I have on the slide which | created
for you, under the heading "After Action" -- in other
words, after neeting actions, there are all of the
Power Point presentations that sunmarize all of the
service suicide prevention prograns as well as sone

presentations on risk factors for suicides and suicide
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attenpts in the various services.

| prepared one, for exanple, for the Coast
Quard. And if you're interested in this particular
topic, | think you mght find this website of value to
you in answering at |east sone of the questions or
rai sing sone additional ones.

Thank you.

DR OSTROFF: Thanks very much. Qur | ast
presentation, but certainly not least is from our
colleagues to the north in Canada and, Dr. Mark
Zanor ski, who has given us sone terrific presentations
in the last several neetings, |I'm sure we're really
interested in hearing what you have to say today.

DR ZAMORSKI: Thank you very nuch. [It's
an honor and pl easure to be here.

W didn't capture OCsama bin Laden,
unfortunately we |let himget away.

(Laughter.)

DR ZAMORSKI : And this is sort of neant
to be the flip side of the last presentation | gave
whi ch was on a post-depl oynent assessnent process. So
if you would go to the first slide, please -- and
next, thank you, yes, you can keep going, this is just
the basic outline here, go to the next slide, please.

First and forenbst, just |ike you guys,
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we' ve al ways done sonme nedical screening before people
went away, and we've al so had a psychosocial screening
process that we followed as well that typically is
pretty cursory -- the psychosocial part, it takes
around five mnutes. And the general physical is
often done in the context of, you know, no problens
here, no problens here; yes, sir; yes, sir; yes, sir
And it's over with, and you' re good to go. The next
slide, please, thanks.

W noticed, however, at the tine of our
post - depl oynent assessnment on our first Afghanistan
depl oynent that there was relatively disappointing
heal th status. You may recall -- [1'Il show you the
figures in just a noment, but the general health
status was substantially poorer than that of the
Canadi an general population of the sane age and sex.
Next point.

W didn't have any pre-deploynent data,
but when we actually talked to the people who were
doing the assessnents, they said nmany of these
problens clearly pre-dated deploynent. And next
bul | et point. So the question was were we depl oying
sick people, which we thought was probably not a good
thing. And then next bullet point.

And so the Chief of Land Staff, which
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woul d be our equivalent, | guess, of the Chief of the
Arny, said that we should do an enhanced pre-
depl oynent screening prior to going back to
Af ghani stan. Next slide, please. Thank you.

So the process was as follows -- this was
about one nonth prior to deploynment. W had wanted to
do it about three nonths prior to deploynment, but
logistically it didn't work out. Next slide.

The nenber conpleted a survey booklet,
whi ch took around 20-25 m nutes. Next point.

And the surveys we used were the SF-36
whi ch nmeasures health related quality of life, the PHQ
whi ch neasures nental illness and physical synptons,
the audit which is a neasure for al cohol problens, and
the PCLC of course for post-traumatic  stress
phenonenol ogy. Next point.

The nedical officer reviewed a survey

report t hat was generated from the nenbers

guestionnaire responses, because t hese are
guestionnaires that you can't necessarily eyeball, so
you really have to have interpreted first. Next
poi nt .

As it happened, there was sone sl oppiness
here -- well, not sloppiness, but logistically we had

a shortage of nedical officers, which is a chronic
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kind of problem So as it happened, sone of the
people who clearly were identified with nmental health
concerns at the tine of the survey, they happened to
be seen by a nental health professional first, for
sort of a screening nental health interview, and then
they saw the nmedical officer. Next point.

And the nedical officer did the nornal
medi cal exam Next point. The nmedical officer
indicated green, vyellow or red -- green neaning
they' re good to go; yellow nmeaning nore information is
needed, it's not clear whether they're good to go; red
nmeans depl oynent is contraindi cated nedically. Next
poi nt .

And then they had consultations, i f
needed. Next point. And then, ultimately, they were
either declared fit or unfit at the very end. And for
this group of people -- we're still actually, believe
it or not, trying to figure out how many people ended
up being fit and unfit, but my best guess is probably
about six percent or seven percent were unfit, which
was perhaps a little bit nore than we would have
expected using our conventional processes. Next
poi nt .

So here are the results from the surveys.

VW have about 1643 out of about 2054 who actually

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




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

137

ended up in theater. The respondents were virtually
everybody who was depl oying out of the principal base
that was nounting the deploynent. Peopl e who were
augnentees, there were a couple of large reserve
units, a construction engineer's battalion that did
not pass through the staging area, so they were
m ssed.

As you can see, 90 percent male, 31.3 is
their average age, 60 percent married, virtually all
land forces or Arny. They've had an average years of
nine years of service, six percent of them were
officers, and, unfortunately, we didn't capture, due
to a programmng error on ny part, the previous
depl oynent s. However, we can get that figure
el sewhere, and our guess is it's probably about 2.3
previous deploynents. Next slide, please.

So here are the SF-36 results. For those
of you who are not famliar with the SF-36, it is the
nost wdely wused health-related quality of life
instrument, and it neasures health along eight
different dinensions or scales, and the physical
health neasures are on the left of the scale, and the
nmental health neasures are on the right of the scale,
and those in the mddle reflect both nental and

physi cal health. Just to quickly nane the scales
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without going into nuch detail -- PF is physical
functioning; then role physical; bodily pain; genera
health perception; wvitality; social function; role
enotional ; and nmental health.
What you see in red there, this is for the
Canadi an general popul ation of approxinmately the age
and sex distribution of the nmenbers who deployed to
Af ghani st an. This is a typical SF-36 profile where
you'll see this sort of sloping line and then a trough
at vitality and then sort of this curve up through
nment al health, and you'll see that pattern is
persistent.
If you'll go to the next line, this was of
APCLLO post -depl oynment assessnent, this was our first
Af ghani st an depl oynent, the one that raised questions.
As you can see, the health status is substantially
bel ow t hat. And the magnitude of that difference is
equivalent to the health effect of nmany serious
di seases. So not only are these statistically
significant, but these are huge differences, and the
vitality score there -- this is for everybody, but
just for the land forces, | pointed out last tine, the
average vitality score was the same as a 60-year old
di abetic, which is not exactly what we're searching

for. Go to the next slide.
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Just another sort of conparison point
t here. In green, you'll see US @ilf War veterans,
this is fromthe lowa study, and this is their SF-36
scor es. As you can see, they look quite simlar to
our Afghani stan deploynent, except actually better.
And why they |ook better than the Canadian general
population is a bit hard for me to explain
i mmedi ately. | have sone theories on that.

Finally, this is the data from Operation
ATHENA, our pre-deploynent assessment. And, as you
can see, there is a substantially elevated perception
of health and well-being in these people -- a huge
difference there, especially if you look at in blue
that's the post-deploynment 1ine. If you go to the
next slide.

So the Op APOLLO is worse than the genera
popul ation. Next point. And o ATHENA is nuch better
t han everybody, basically. Next slide, please. One
nore, please. G eat. And you can nake the bars
appear, one nore set. Thank you.

So this is looking at the PHQ di agnoses,
these are nmental health surrogate diagnoses that cone
fromthe instrunment, and you can see the percentage of
people wth the diagnosis on the Ileft and the

different diagnoses that we could nake. And I'm
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conparing here t he O APCLLO  post - depl oynent

assessnment figures with the OP ATHENA pre-depl oynent
assessnment figures. And as you can see, next slide or
next point there, that the rate of nental illness is
much, rmuch, nmuch lower, and that is consistent wth
what we saw in the SF-36 scores. If you go to the
next slide.

We asked people to fill out a satisfaction

form evaluation form to try to see what they thought

about this process. The first question there -- these
are in -- it's a Leckard (ph.) scale, five point
Leckard scale -- green is good, and red is bad. And

the first question, logistics was, the |ogistics were
satisfactory overall. You can see substantia

sati sfaction. Mental health was ny nmental health was

reviewed in appropriate detail. My physical health
was reviewed in appropriate detail. And probably the
last bar is the nost inportant, confort is | felt
confortable sharing personal information wth ny

interviewer. And, as you can see, virtually everybody
was either at |east neutral about that, and there were
very, very few people who strongly disagreed, on the
order of | think a couple percent who disagreed or
strongly di sagreed.

Go to the next slide. Again, the first
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bar here is really to the inportant one and that is I
was able to answer the questions about ny health
honestly. Again, this is an anonynous survey, we took
great pains to nake sure that people could pass this
out w thout anyone knowing who it was. And again, you
see just that little teeny sliver of people who felt
they were unable to be honest. Understood is at the
end of the interview, ny interviewer understood ny
current social situation. The timng was appropriate,
and | found this process useful overall.

So not only is t here subst anti al
satisfaction wth this process, on the tw key
variables of | was able -- | felt confortable and |
was able to be honest, it appears as though these
people felt like they could share problens if they had
t hem And |1'Il get onto the significance of that in
a second. Go to the next slide.

This is sort of an entirely parenthetical
thing that | just thought was interesting. On the
evaluation form | asked people were they concerned
about the effects of deploynent-related stresses on
their |ong-term health. And, as you can see, -- in
here, the colors are reversed because the scale is
reversed. So strongly disagreeing is a good thing, |

guess. But the people who were concerned, who agreed
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or strongly agreed, were about six percent total. And
| think there may have been one person who said they
strongly agreed, and that was about it. And let nme
remnd you, this is an influence that we know is toxic
to people's health and wel | -bei ng.

In contrast, we asked people, are you
afraid about the effects of nedications, vaccinations
or exposures that you will experience in theater, that
they may harm your health over the long-term And
here you see, about 18 percent who either agree or
strongly agree with those figures. So here we have
sonething on the right t hat we believe is
substantially safe and sonething on the left, we know
is substantially toxic. And our rmenbers have
precisely inverted senses of vulnerability. And what
to do about this is interesting. Next point. So,
agai n, next point.

And then the other one here is that
there's also nore wuncertainty wth respect to
exposures, that half the people were uncertain as to

whet her the exposures would be toxic and about 39

percent -- PowerPoint cut that figure off -- wth
respect to the effects of stress. Go to the next
sl i de.

And we asked what were you concerned
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about, and the three topics that came up were anti-

mal arials and vaccines and air quality. By far the
nunber one was anti-malarials. |If you go to the next
sl i de.

So there's sone inportant Ilimtations

her e. First and forenmpbst are unavoi dabl e biases that
have to do with the context. And especially I'm
conparing a pre-deploynent interview, which is done
for a deploynent that this group wanted to go on, and
you can see that by the really |low rates of people who
were going to be kicked out. Because in the end, for
nost cases, we're relying on the nenber to cone
forward and say that they're having a problem or they
t hi nk they ought not go.

And then, of course, on the return side,
you have people who want to neake sure that any
conplaints they have get on the record. This is not
an anonynpus survey. This was a clinical exercise
and so the person who is answering it knew that
soneone else was going to review it. The other is of
course it's unpaired data, |'m conparing one group
pre-depl oynent with another group, post-deploynent.
CGo to the next point.

It's a prelimnary analysis, we're still

maki ng the adjustnents. | don't think the overall
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concl usions are going to change. Next point.

| did not <correct for all of these
confounders, including the age distributions that are
slightly different in the different populations, but
if you look at them it's not going to make nmuch
di fference whatsoever over a reasonable range of
assunptions. |If you go to the next point.

There's sone possibility of selection bias
in the evaluation data in particular. I'ma little
concerned that those people who were flagged as being
sick may have had |less of an opportunity to conplete
the evaluation form And I'm still trying to figure
out if that really is the case or not.

So conclusions, first and forenost, the
self-reported physical and nental health status one
nmonth prior to deploynent is dramatically nore
favorable than that of the general popul ation, matched
for age and sex, and of a simlar group of soldiers
about four nonths post-depl oynent.

And second of all -- and this is probably
the nost inportant thing in the whole business -- is
that nuch of this difference cannot be accounted for
by sinple deception. I think if you look at the
anonynous eval uations, people felt they «could be

honest and forthcom ng. And the nunber of people who
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weren't, even if you assuned that all those people
were dreadfully ill, you would still see a
dramatically favorable health status. Can you go to
t he next point.

So it seens to ne -- and this is one of
the things especially someone who's never deployed,
doesn't spend a lot of tinme actually working wth
people in that kind of environment -- is that our
menbers genuinely feel great pre-deploynent. And this
really punped up sense of well-being. This group in
particular had this huge elaborate training exercise
that they'd just been on for six weeks under really,
really difficult conditions. And sone people were
weeded out in that process, but the people who
remai ned were given the nessage every single day, you
guys are ready for this, you're going to do a great
job, you're going to nake a difference, et cetera.
Next point.

And this is sort of a cautionary note --
if that's their frane of reference, how they felt when
they left, ny sense is even if they come back just the
way they were say six nonths before they deployed,
they're going to be disappointed, and | think this is
where a lot of this sort of, when you talk to veterans

wi th post-deploynent illnesses, they'Il give you this
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picture that they were in the nost spectacular picture
of health before they went. And | think a lot of
times | interpreted that to nean, you know, in the
year before | left, | was in this absolute prine
state. In fact, | think what they nean is when --
their frane of reference is just when they left. And
when that happens to people, they're likely to be
di sappointed. Go to the next point.

Menbers were quite satisfied with the
program W were pleased with that. | personally
thought it was going to be a total bust. | thought
that the nmenbers would say why are you doing this one
nmonth before | deploy, this is a ridicul ous exercise

But they -- you know, nost people seemed to think it
was okay. Go to the next one.

And then sort of parenthetically, a
significantly greater proportion of nenbers reported
concerns about long-term health effects of exposures
rather than the long-term effects of stress. |'m not
sure what the conclusion there is, that we shoul d nmake
people worry nore about one thing that there's
probably not nuch they can do about anyway, or worry
| ess about the other. If you go to the next point.
kay, that's the end.

So questions?
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DR OSTROFF: Thanks very nmuch. Let ne

open it up to questions or coments.

Dr. Patrick.

DR PATRICK: | think that's fascinating
This actually speaks back to our previous discussion
about the conpliance issues, especially this |ast
point related to, you know, the concerns about
exposur es.

The next |evel of questions that this begs
are questions that relate to itenms on which one could
intervene -- why mght they have these concerns about
exposures as opposed to stress? The nedia and all the
stuff that's out there sort of punping up these things
and the concerns. And if there are ways to devel op
scales or nmnmeasures of the processes by which they
gather that information, which then can be acted upon
through interventions, then that's the source of the
types of experinments that we're really tal king about.

And it was the spirit of nmy comment on the know edge
-- this is know edge and attitudes, but it's not done
in an actionable way. You really need to deconstruct
this into, you know, the nediating variables that
really lead them to this point. So again, this is
highly inportant research for the types of stuff we're

talking about. It's really neat, interesting study.
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DR CATTANI: Jackie Cattani. | was just

curious, Mark, these anti-malarials, is this, do you
feel associated with a particular anti-malarial that's
given out by the Canadian forces, or do you have any
insights into that at all? Li ke, is it mefloquine?

DR ZAMORSKI: Yeah, | think in this case
it was nefl oqui ne because the people who had cone back
-- the first rotation as they conme back actually
received termnal prophylaxis wth prinmquine, and
sone of them they were nentioning the prinmaqui ne was
an issue. But in this case, | think the people were
principally focusing on nefloquine. This is a free
text thing, so sonetines they said malaria pills,
sonetimes they, you know, butchered the spelling of
what | ooked |ike nmefloquine. But it was pretty
consistent that that was the issue. It was a big
issue in the newspaper in Canada during that whole
period of tine as well.

DR OSTROFF: You know, there's a travel
nmedi cine person in Qtawa, Ann MCarthy, who has a
fabulous nmalaria risk assessnent form that she gives
to people pre-travel that hel ps them assess their risk
and walks through the various choices of anti-
mal arial s and actually enpowers themto make their own

deci si ons. You mght want to take a look at it if
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this is such a big concern anong the Canadi an forces.

DR ZAMORSKI : That's a good point. And
of course, the fact is that again, if they didn't take
that going to theater, it's unlikely that they would
have nuch trouble -- they're going to be in Kabul,
where | understand --

DR OSTROFF:  Yeah.

DR ZAMORSKI: -- malarial transmssion is
really not an issue.

COL @ BSON  What nalaria prophyl axis was

bei ng prescri bed?

DR ZAMORSKI : Mefl oquine was the
standard, doxycycline was the backup. | don't know
whet her Malarone is formulary or not. It could be --

if it was our formulary, we could procure it, but
mef | oqui ne i s standard.

DR CATTAN : It's registered in Canada,
is that what you nmean?

DR ZAMORSKI : No, whether it's on our
formul ary.

DR CATTANI: Onh, | see.

DR OSTROFF: O her comments?

Dr. dine.

DR CLINE: Mark, I've got a little

trouble reconciling the very rosy pre-deploynent
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picture wth the statenments and the background that
many problens appeared to pre-date deploynent.
They're not directly conparable, but it seens a bit
i nconpati bl e.

DR ZAMORSKI : I think what the point was
is that if you listen to people's story about, say,
their depression, that they indicated they had had
troubles with depression beforehand, and ny hypothesis
is that they had a remssion, if you will, a tenporary
rem ssion of depressive synptons that was brought on
by the mlieu of the pre-deploynment mndset and all
that excitenent and all that distraction, and to sone
extent sone optimsm

| nean depressed people often have this
belief that there' |l be sonme kind of geographic cure.
And amd all the pessimsm is often these little
glimers of optimsm that, you know, if | get a new
truck, I'Il be better or, you know, if | go to
Af ghanistan, 1'Il just get all this stuff behind ne
and such. So | agree with you, | can't reconcile it
unless | say that there is sonme sort of a pre-
deploynment blip in well-being that is present, at
| east at one nmonth prior to deploynent. And | wonder
how much -- if that's true, | wonder where it starts.

DR OSTROFF:  And how do you export it.
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DR CLI NE: It has inportant inplications

for the recruit assessnent program If you're
starting with a blip, it creates problens.

DR ZAMORSKI : And also, | really think
even those people who don't have deploynent-related
illnesses -- and this is a phenonenon that | think I'm
seeing in our post-deploynent data, and |I've nentioned
this to several people here already -- is it appears
that not only do we have a tale of people who have
sone serious health problens, including nmental health
problens in the post-deploynment context, but we also
have a striking absence of people with very favorable
health states. Those people who have high SF-36
physi cal conponent summary and nental conponent
sunmary scores. And they seem to be absent from our
post - depl oynent sanpl e.

Now maybe the biases that have to do with
the collection of that data have skewed that, or maybe
we' ve taken people with genuinely excellent health and
have brought them back, and now they're just okay.
And those peopl e have the experience of feeling harned
even if they don't have a di agnosi s.

DR CLI NE It would be very interesting
to see what the yellow |ine does when they get back

DR ZAMORSKI : Ch, | warned the Chief S
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that if we go up on this, you're going to see a huge
di fference, because every tinme | briefed anyone in the
chain of command about this, about five mnutes into
the presentation, they would get upset and say, you
know, we don't know what these people were |ike pre-
depl oynent, you know, show ne the pre-depl oynent data.

And so what cane out of that, although I
think it was couched as we need to nake sure we're not
sending people away sick, | think that an ulterior
notive was that we were going to get sone pre-
depl oynent data so we're going to prove to these
peopl e that they were really sick before they went.

| have warned as nmany people as | can that
that's not the way it's going to turn out.

DR CLINEE WIIl you be able to get to --

DR ZAMORSKI : W' [l have current data,
yes.

DR CLINE: Next year, stay tuned.

DR ZAMORSKI: | don't think you really --
"1l print up the slides tonight, and I can --

(Laughter.)

REPORTER: Excuse ne, Colonel, vyour
m crophone i s not working.

VO CE: These are higher scores, post 9/11

and what we saw pre 9/11, and we were trying to
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explain that and it was really a sense of purpose and
focus and a sense of mssion that these individuals
had that in essence prepared them to war, prepared
themto go to war.

DR ZAMORSKI : M/ sense is that these
nmeasures are accurately reflecting those people's
inpressions at the time that they're collected, and
that these people genuinely do feel, you know, super
fit, super ready, and super focused. I think it's
real . | don't think it's that they really feel one
way, and they're pretending to feel another way,
that's not ny inpression.

DR OSTROFF: One last coment from Col .
Gar dner .

COL GARDNER: I think that's the point.
As you're preparing to deploy on soneplace you're
excited to go to and you're -- you know, you're trying
to convince people that you' re capable, you' re going
to feel super fit. Wien you're comng back, and
you're saying wow, it's over, and now |'ve got to go
back to regular life, and 1've got to make sure |
docunent every problem in case there's sone
conpensation issue, then you re going to give just the
opposite answers and --

DR ZAMORSKI :  Absol utely.
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COL GARDNER:  And defining the reality of

the real physical and nmental status -- well, physical
status nore than nental, because the nental is going
to change -- before and after is extrenely difficult,
because they are totally different settings.

DR ZAMORSKI: You're absolutely right.

DR OSTROFF: Thanks very nuch.

| think before we conclude, Col. R ddle
wanted us to take a |l ook at the video that was |eft by
Dr. Brown and, | think, Dr. Drew Helner. This is the
vi deo that he was nenti oni ng.

VOCE: |'mhere to answer questions.

(Wher eupon, a video presentation was

nmade. )

DR OSTROFF: Thanks very nuch.

Any comment s?

(No response.)

DR OSTRCFF: If not, | think that we'll
call the neeting to a close. 1'd like to express our

appreciation to Dr. Hackett and to Dr. Scott for being

here, and thank you very nuch for your attendance and

| i stening. | hope you found the neeting to be of
interest, and | hope you enjoyed the tour this
nor ni ng.

We certainly look forward to working with
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you and hearing nore, particularly when you finish
with the marnosets.

|'d also like to acknow edge the fol ks at
the Ar Force Special Qperations Command, Col .
Wodruff -- the other Col. Wodruff -- for hosting us
here. It was a terrific neeting.

| will turnit over to Col. Riddle to give
us his last thoughts and comments as he nobves on to
his next assignment in Chio. And speaking for all the
Board, we wi sh you safe travels, and we hope you'll
keep in touch with us.

COL R DDLE: Yes, sir, | certainly
appreciate it. Again, it has been ny pleasure to work
with everybody |'ve worked with for the last three
years with the Board, and if there's anything that |
can ever do, please |let nme know.

Wth any endeavor, it's a journey, and you
never burn your bridges because you'll always be in
contact and work with many of the folks that you
interact with on a daily basis as we continue that
journey. So | thank you very nmuch for the opportunity
that 1've had.

As far as the neeting, certainly Tim and
the Special Operations Command and all of the places

that we've visited have been exceptional and have gone
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out of their way to help us. And | think that's a
critical component to understanding the mssion, to
being in the platforns, to realizing the environnents
that these folks have to operate in help us do a
better job in providing relevant recomendati ons that
can be executable and can inprove our health policy
and effectiveness as a mlitary capability.

And | want to thank all the nenbers of the
Board and the preventive nedicine consultants and the
speakers for gi vi ng of their time wi t hout
conpensati on. Many, many hours that we work through
our reconmmendations and attending our neetings. It's
just a testanment to the dedication that they have in
their willingness to support our nen and wonen who
serve in uniform And | thank you for that.

Don't forget to give wus your travel
vouchers. If you have any questions, let nme know,
mai | them back.

Thanks to Jean and Severine and our audio
support and transcriptionist and other support. e
| ook forward to seeing nost of you again in Muy.

DR OSTROFF: Yes. And last comment,
wel cone aboard, Roger.

Wth that, 1'm going to pound the gavel

nmeet i ng adj our ned.
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(Whereupon, the neeting was concluded at
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