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PROCEEDI NGS
(7:30 a.m)
WALTER R. DOWDLE, PRESI DENT, AFEB
PRESI DENT DOWDLE: Good nmorning. |1'd like to
start off by thanking our host. | see soneone is com ng
in, but I don't see our host here anynore. | would |ike

to say that we've been shown outstanding hospitality here,
and not only did we see sone fabul ous hardware yesterday,
but al so had the opportunity to have a very instructive

day reviewing the training exercises that were going on.
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So, again, to those at Canp Pendl eton and those who have
been so hel pful in setting up this for us, we very nuch
appreciate it, so thank you very nuch.

Okay. We have a very tight schedule this
norni ng, and we will have to be through here by 10:15. W
have a nunmber of people who are depending on that tinme in
order to make their airplanes, so we need to nove al ong,
and so the speakers please note, if they can stick to
their time, and not only that, allowa little tinme for

di scussion, we'd really appreciate it. A rem nder, once
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again, to announce your nane. |If you have questions, or
coments are made during the session this norning, please
state your nane.

So why don't we go ahead and get started, then,
and we'l|l start with Col onel Fal kenhei nmer.
I

SHERRY FALKENHEI MER, OFFI CE OF THE ASSI STANT
SECRETARY OF DEFENSE FOR HEALTH AFFAI RS
MS. FALKENHEI MER: Good norning. This norning

I"d like to give you a brief presentation of a DoD
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directive entitled "DoD I mmuni zati on Program for

Bi ol ogi cal Warfare." This is an attenpt to address sone
probl ems that we found during Desert Storm that we did
not have a policy in place that would assure that our

sol diers were inmmuni zed, in advance of deploynent, agai nst
bi ol ogi cal warfare agents, and it was intended to

conpl ement the directive that Doctor Parkinson tal ked
about yesterday, on imruni zation against -- and | brought
this to the Board mainly because the Board -- thank you.

It covers three main areas, provides both
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policy, responsibility and procedures, for vaccination as
wel | as research devel opnment, acquisition of vacci nes, and
stockpiling of vaccines. |I'monly going to talk in detai
about the vaccination provisions, which are the ones that
will primarily involve the Board.

Just briefly, the research devel opnment and
acqui sition provision mainly states that it is DoD policy
to integrate and prioritize research to devel op new and
better vacci nes against these agents, and they will be

prioritized sonmewhat along the lines you'll see when |
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speak about prioritization of the biological warfare
threat, and it also states that it's DoD policy to devel op
a capability to acquire and stockpil e vacci ne agai nst
t hese agents, in sufficient quantities to protect the
program force agai nst biol ogical warfare agents.

The vaccine policy basically says that we w |
i mmuni ze our forces against validated BWthreats, which
["I'l explain in a monment, for which suitable vaccines are
avai |l able. As many of you know, we don't have vaccines

against all of these agents, and sone of themare in early
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devel opnent, and that we'll do it in sufficient time for
forces to have immunity before they arrive in the theater

In other words, we don't want to have to be i muni zi ng
peopl e once they're in the theater, |like we did during
Desert Storm

These are the definitions of how we determ ne a

hi gh-threat area, and a validated BWthreat, |ike other
threats, it's primarily a line decision, in this case by
the Chairman of the Joint Chiefs of Staff, and he has the

types of input he has in other operational decisions.
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VWhen determning the threat, he'll get information from
the intelligence community, the defense intelligence
agency, and also, for each theater, the theater commander
what's called the Unified Commander in Chief, wll
prioritize the threat in his theater, and provide that to
the Chairman, and the Chairman will try to get the big
pi cture, and prioritize it worl dw de.

A validated threat is basically done the sane
way, with input fromthe Chiefs of Staff of the services,

and that provides us the targets against which we need to
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devel op, acquire vaccines, immunize people, and who w ||
be i mmuni zed.

It states that personnel assigned to high-threat
areas, as defined by the previous provision | nentioned,
personnel who are predesignated for crisis response; these
are the initial forces that go within hours of a problem
in the world, and al so personnel that will be in the
pl anning to go, as followon forces.

Now, it only requires that they be immunized in

time to have adequate protection before they get the
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theater, so late followon forces would not necessarily be

i mmuni zed in peacetine, if we had sufficient time after
t he beginning of a contingency to imunize themin the
States, or wherever they are before they go, and the
policy does allow the Chairman of the Joint Chiefs of
Staff to make exceptions to these provisions, where he
feels it's necessary.

The final slide, this is where the AFEB cones

in, the procedures for the inmunization program

Basically, after the first two things are done that | had
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mentioned first, the theaters telling the Chairman of the
Joint Chiefs of Staff how they perceive the prioritized
threat to their theater, the Chairman consulting with his
advi sors, and devel oping a worl dwi de prioritized threat.
They' |l forward that to the executive agent,
which is the Army. The Arny is the DoD executive agent
for biological and chem cal warfare defense, and then,
within 30 days, the Arny is to consult with the other
services, and with the Arned Forces Epi dem ol ogi cal Board,

and recomend what they believe are suitable vaccines and
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protocols to protect against the agents in the prioritized
threat, and that will be forwarded to the Assistant
Secretary of Defense for Health Affairs, who will make the
deci sion on which protocols and vaccines to inplenment, and
direct that the services begin that inplenentation.
Sone of the vaccines, as you know, are still in

i nvestigation, on new drugs, and they'l|l be used under
appropri ate FDA provisions, or other |egal provisions,
such as we had during wartime, during Desert Storm

That's all | have. | just wanted to famliarize
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the Board with this rule. 1'd be glad to answer any
questi ons.
LOU KULLER, UNI VERSITY OF PI TTSBURGH

MR. KULLER: Doctor Kuller. Could you tell us
what's been the tick-borne encephalitis in fornmer
Yugosl avia, and the Board, | know, was briefed about a
year ago on the issue of tick-borne encephalitis vaccines
and the problens that were occurring. Has anything
happened since then?

MS. FALKENHEI MER: | can't comment on that.
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It's not in the biological warfare threat area. | don't
know i f any of the services have any foll ow-up on --

MR. KULLER: The Board was presented with
i nformati on concerning potential risks of tick-borne
encephalitis in Bosnia, and the concern about the
availability of the vaccine, considering that there m ght
be sonme depl oynent of troops at sone tine, and | was | ust
wondering, considering what we've just heard, is there any
foll owup or anything happeni ng?

RI CK ERDTMANN, OFFI CE OF THE SURGEON GENERAL
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MR. ERDTMANN: This is Col onel Erdtmann
speaking. | think there's somewhat of a separation
bet ween the natural biologic threats and the BWthreats,
and there is an intent to use the TBE vaccine, which is
still under | and D, to certain forces that woul d be
depl oyed over there, under certain conditions, at certain
times of the year, but you're limting this discussion
just to BWthreat agents?

MS. FALKENHEI MER: Yes, and, as | nentioned,

this policy only deals with biological warfare threats.
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It's not intended to inpact the endem c di sease
I mruni zati on regul ati on that Doctor Parkinson tal ked
about, and I don't have any information on how many people
we may have i mmuni zed agai nst tick-borne encephalitis.
STEPHEN O. CUNNI ON, UNI TED STATES NAVY
MR. CUNNION: Captain Cunnion. As far as |
know, there's no reports of any cases com ng out of any of
the UN forces in Yugoslavi a.
M KE PARKI NSON, UNI TED STATES Al R FORCE
MR. PARKI NSON: Doctor Parkinson. W have an
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air-transportable hospital over in, | believe it's Sagreb,
ri ght now, and we have not used TBE vaccine in those
per sonnel .

PRESI DENT DOWDLE: Yes, Doctor Gwaltney.

JACK GWALTNEY, UNIVERSITY OF VIRG NI A

MR. GWALTNEY: Has the Board been involved in
this in the past? |In other words, what was the previous
procedures for making these decisions, and are there
classified issues involved with this?

MS. FALKENHEI MER: Yes, there are.
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MR. GWALTNEY: For exanple, were people
i mmuni zed in the Gulf War for certain things, and so
forth?

MS. FALKENHEI MER: Yes. There has been press
about this issue and the Gulf War, but sonme of the
information remains classified, and I think it woul d
uncl assified to say that the Board did have a role in
confirm ng the recommendati ons that were made during
Desert Storm that they were reasonable and appropriate.

MR. GWALTNEY: Well, how does this change that?
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MS. FALKENHEI MER: It basically sets in a policy
that that's how we'll do it. During the Gulf War, we had
no policy, so we were kind of making it up as we went
along, trying to figure out the best way to make
recommendat i ons, and have them acceptable to our
| eader shi p.

PRESI DENT DOWDLE: This is Walter Dowdle. Are
then we to assume that there will be an annual review with
t he Board?

MS. FALKENHEI MVER: Yes, that's the intent, that
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each year the threat will be | ooked at again. The first
year will obviously be the nost difficult time, but it
wi || probably need to be slightly revised, as the threat

changes over tine.

PRESI DENT DOWDLE: But, | nean, before the
Board, will the Board be briefed annually?

MS. FALKENHEI MER: Yes, sir. It may not be the
whol e Board. It could be the infectious disease

subconmm ttee, or whoever you think is appropriate, and

security clearances will be required for the threat
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briefing.
PRESI DENT DOWDLE: Ckay. Doctor Perrotta.
DENNI S PERROTTA, TEXAS STATE HEALTH DEPARTMENT
MR. PERROTTA: 1'll be the first to show ny
i gnorance, and perhaps if a list of BWthreats coul d be
provided to us sonmewhere down the |line, before we are
request ed, because | quite honestly don't know.
MS. FALKENHEI MER: That's what woul d be done,
sir, but that list is classified. There is information

from courses at Usanred (phonetic) of some of the things
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that we are concerned about. It's well known that
anthrax, for exanple, is a biological warfare threat, and
botulinumtoxin. There are quite a range of them but
when you see the actual threat list, what countries we
t hi nk have what, and what priorities our flight |eadership
give to each one, which they think are nost likely to have
an inpact on the force, and be the biggest threat, that
we'll have to do in a classified nmechani sm

PRESI DENT DOWDLE: Okay. Other questions? Yes,
Doctor All en.
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JI M ALLEN, AMERI CAN MEDI CAL ASSOCI ATI ON

MR. ALLEN:. JimAllen. | think it would
extrenmely useful for the Board, at sone point, to have a
review of what happened, for exanple, with the decision-
maki ng process on anthrax vaccine in the Gulf War, because
I know that that was a difficult one. You already
intimted, which | wasn't aware, that there hadn't been a
policy in place, which | guess is what contributed to the
difficulty.

MS. FALKENHEI MER: Well, there were sone general
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statements in the old inmmunization regul ations that
provided that it could be done, but there was nothing
specific.

DR. ALLEN: | think, given the recent fairly
significant changeover in the conposition of the Board,
woul d be very useful to have a review at sone point of
what happened, exactly.

PRESI DENT DOWDLE: Okay. Doctor Ascher.

M KE ASCHER, VIRUS LAB, STATE OF CALI FORNI A

MR. ASCHER: This is not a nysterious area.

It

The
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list is very short, we heard it, which has, in other
wor ds, agents that are validated for which there are
vacci nes, but | guess the point is that there's no way to
adapt that to future threats or newly identified threats,
or how that is going to work, and this is a policy to do
that. There's nothing nysterious; four agents that are
really --

MS. FALKENHEI VER: "Il say that it's really a
much | onger |ist, but which ones --

MR. ASCHER: But not that we have vacci nes.
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MS. FALKENHEI MER: -- | eadership feels we should
I mmuni ze agai nst -- we have current vacci nes.

MR. ASCHER: Yeah, it's a short list.

MS. FALKENHEI MER: But there are a fair nunber
of investigational vaccines.

PRESI DENT DOWDLE: Well, clearly this is going
to be one of the itens that will be taken up in nore depth
in further neetings of the Board.

MS. FALKENHEI MER: If you'd like a briefing

during the Washington neeting, that m ght be a good tine,
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because it would probably be easier to arrange classified
facilities.

PRESI DENT DOWDLE: Doctor Kuller.

MR. KULLER: Is there a simlar activity with
regards to chem cal warfare, and issues related to the
detection and issues related to the chemcal -- that m ght
be used?

MS. FALKENHEI MER: There's a programto protect
our people against a chemcal threat. That was recogni zed

as a serious threat quite sonme time ago, really, at | east
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10 or 15 years ago, and there are current provisions,
particularly in the nedical area. W had a presentation
to the Board that was in place during Desert Storm on what
we had, and it was basically drugs that we provided the
troops, either for prophylaxis or use after exposure to
nerve agents, and then skin decontam nation for nustard.
There's really no specific treatnment for

mustard. We did field granul ocyte common stinul ati ng
factor (phonetic) under R and D, in case we needed it for

bone marrow suppression, for nustard exposure during the
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Gul f War, but we're much nore up-to-date on having things
fielded, having policy in place, having people trained in
the chem cal area, than biological. It was nore recently
recogni zed as a serious threat.

PRESI DENT DOWDLE: Okay. Thank you, Col onel
Fal kenhei mer. We nust nove on. You're going to be
hearing nore about this in the future.

Next is the pneunonia outbreak at WIlford Hall.

Doct or Schillinger?
DOCTOR SCHI LLI NGER, W LFORD HALL MEDI CAL CENTER
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MS. SCHI LLI NGER: Good norni ng, everybody. In
the next several mnutes | will present the results of an
i nvestigation of an outbreak of pneunonia which occurred
bet ween July and Novenmber anpbngst staff at the WIlford
Hal I Medi cal Center on Lackland Air Force Base in San
Ant oni 0, Texas.

I would like to start by acknow edging ny co-

i nvestigators, particularly Doctor Matt Dol an of the
Wl ford Hall Medical Center on Lackland Air Force Base,

Doctor Benjam n Schwartz of the Chil dhood and Respiratory
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Di seases branch of the CDC and Prevention, and Doct or
Debor ah Tal ki ngton of the Respiratory Di seases Lab at CDC.
Next slide.

In the second week of August 1993, m d-sumrer,
in Texas, 14 enployees of the Internal Medicine CQutpatient
Departnment at Wlford Hall devel oped radi ographically
denmonstrated pneunonia. Five people required
hospitalization, one in the intensive care unit.

Il persons described a characteristic clinical

syndrome of fever, headache, and severe nyalgias, with the
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onset of cough several days into the course of illness.
The etiol ogy of the outbreak was unknown. Bacterial and
viral culture of sputum and serologic tests for
Legi onella, Mycoplasma (1 gM, Chlanydia pneunoni ae,
Adenovirus, Respiratory Sensitia (phonetic) virus,
par ai nfl uenza, and Influenza A and B were negati ve.

Cases of pneunonia continued anong nenbers of
the Internal Medical Departnment in the latter half of
August, and at the end of August nmenbers of the Chil dhood

and Respiratory Di seases branch of the CDC were invited to
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i nvestigate the etiology of the outbreak, determ ne risk
factors for infection, and to devel op and eval uate
preventi on neasures.

A passive pneunpbnia reporting system was
i mpl emented in early August at WIlford Hall Medi cal
Center. Physicians in the Emergency Departnent and
Primary Care Clinic were instructed to notify Doctor Dol an
of all patients seen at these two sites with pneunoni a.
Active case finding was initiated in early Septenber.

Screeni ng questionnaires soliciting respiratory and
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system c synptons were distributed to residents and staff,
nurses and technicians within 11 hospital departnents.
Hospital enployees visiting the Primary Care Clinic were
al so asked to conplete a screening questionnaire.

Because a number of internal nedicine physicians
had been ill, we were concerned about the possibility of
doctor-to-patient transm ssion. To investigate this
possibility, a medical record review was perfornmed for
patients discharged from nedi ci ne wards during August. In

addition, patients diagnosed with pneunonia were referred




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

to us by physicians who had cared for these patients, and
who were thenselves ill. Next slide.

We defined a definite case of outbreak-
associ ated illness as chest x-ray-docunented pneunoni a
occurring in a hospital enployee or their contact between
July 1st and Novenber, in the absence of a known etiol ogic
agent. A "probable" case was defined by the occurrence of
three concurrent synptons, cough, fever and nyalgias in
t he same popul ation, and a "possi ble" case was the

occurrence of two of these three synptons.
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We identified 45 definite, 88 probable and 107
possi bl e cases anbng hospital enployees. Fifty-one
percent of those who had chest x-rays perforned showed an
infiltrate. 1In all, six people required hospitalization;
there were no deaths. Next slide.

This slide shows definite and probabl e cases
pl otted against time. The peak of the outbreak occurred
in md-August, and primarily included persons who worked
in the Internal Medicine Departnment, shown here in red.

Duri ng Septenber, October and Novenber, nost
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case patients worked in other areas of the hospital. The
attack rate anong enpl oyees of the Internal Medicine

Qut pati ent Departnment was 26 percent. There was an attack
rate of 43 percent for internal medicine residents of al
three years. Physicians in the Psychiatry and Pediatrics
departnments had attack rates of 20 and 15 percent,
respectively. OQutside these departnments the attack rate
was | ower. A review of nmedical records did not show any
evi dence of spread to hospitalized patients.

VWhenever possible, we obtained acute and
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conval escent sera specinens from persons neeting the case
definition. For those definite and probably cases with
ongoi ng respiratory signs, we obtained nasopharyngeal swab
speci mens, which were sent in transport media to CDC for
culture and antigen detection. Acute and conval escent
serum speci nens fromearly case patients were eval uated
for etiol ogy.

Seven individuals with chest x-ray-docunented
pneunoni a were tested by conpl enment fixation for 1gM and

| gG anti body to nycoplasma. Four of seven showed a
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fourfold rise in titer, and the remaining three case
patients had a conval escent titer of at |east one to 64.
Next slide.

In order to determ ne which nycopl asma speci es
caused infection, inmmnoblotting techniques were applied
to these sera. This slide shows five pairs of sera,
| abel ed "TX" for Texas, and "A" and "C' for acute and
conval escent specinens. Lane 13, which is the second from
the right, is a Mycoplasma pneunoni ae control serum

Essentially, the black bands represent antibodies, and
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| ane 13 shows two prom nent Mycopl asma pneunoni ae
anti bodies, and if you |l ook at the difference between the
A, or acute, and C, or conval escent titers, you can see
that there's a difference in the intensity of the band,
representing intercurrent infection with Mycopl asma
pneunoni ae. | mrunobl otting techni ques al so denonstrated
t he absence of Mycoplasma genitalium and Mycopl asm
ferment ans speci es.

Twenty of 42 nasopharyngeal specinens grew an

arginine utilizing nmycopl asma species, which was |ater
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identified as Mycoplasma salivarium a comrensua
organism No other Mycopl asma speci es was i sol at ed.
Serol ogi c evaluation on the first 14 sets of paired sera
included tests for a wide range of respiratory pathogens.
These tests were all negative. Next slide.

This slide summarizes the results of serologic
testings on case patients in the outbreak. Thirty-three
percent of definite cases with conval escent speci nmens
showed a fourfold rise in titer, and 70 percent had a

conval escent titer of greater than or equal to one to 64.
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Definite cases, those with chest x-ray-docunented
pneunoni a, were significantly nore |ike than probable or
possi bl e cases to show a fourfold rise in titer. There
was no difference in the proportion of definite, probable
and possible cases with negative results. Next slide.

We next conducted a matched case control study
to determne risk factors for infection, and to nore
accurately characterize the clinical manifestations of
di sease. Forty-five definite and probable cases with

onset of illness between July 15th and Septenber 15th were
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mat ched with controls by departnent of enployment and

occupation. Cases and controls were questioned about

activities and exposures for the four weeks before the

mat ched case's onset of illness. Descriptive analysis

i ncluded three additional unmatched cases. Next slide.
Case patients in the case control study

described a distinctive clinical syndrone. |In addition to

t he synmptons cough, fever, and nyal gias, which served as

one of the sets of entry criteria for the case contro

study, 75 percent of patients reported headache, 55
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percent reported the illness as having an abrupt onset,
and 40 percent described rigors. The abrupt onset and
rigors make this clinical syndrome notably different from
t he usual presentation of nycoplasm illness.

If hospitalization is considered as an indicator
of the severity of illness, acuity appeared highest in the
second week of August, when four of the six patients
requi ring hospitalization becane ill. 1In all, 84 days of
wor k were | ost anong case patients, with 1.7 days of work

| ost, on average. Notably, 41 percent of cases worked
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t hroughout their illness. Next slide.

We conpared exposures of case patients and
controls to identify risk factors for infection. Analysis
of the matched case control study reveal ed that attendance
at internal nedicine noon conference on one of two days at
the end of July was associated with devel opi ng di sease.

I nternal medicine noon conference is a daily conference
which is attended solely by physicians, al nost exclusively
those in the internal nedicine departnent.

We asked all study participants if they ever
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attended noon conference. O the 32 people that attended
t hese conferences at any tinme, we obtained detail ed

i nformation on specific conference attendance, using a

cal endar with a nmedical topic and patient presented at
each conference. Twelve of 17 cases, or 71 percent,
attended conferences on July 28th or 29th, conpare with
two of 15 controls. No other day, for two weeks on either
side of this two-day period, was associated with an
increased risk for illness.

The two conferences in question were
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approxi mately 14 days before the peak of the outbreak in
m d- August, consistent with the incubation period for
mycopl asma. Al though this was a significant risk factor,
it does not explain all the cases. It is likely,
therefore, that these two noon conferences served as a
si ngl e-source exposure for a nunber of internal nedicine
physi ci ans, but the disease was also transmtted on a
person-to-person basis.

There was no risk associated with tine spent

wor king with internal nedicine physicians, frequency of
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attendi ng conferences with internal nmedicine physicians,
frequency of attendance of norning report or noon
conference, or taking overnight calls in the hospital.
Next slide.

We al so evaluated the inpact of antibiotic
treatment on the duration of clinical illness. For case
patients treated with a macrolide or tetracycline
antibiotic within one week of onset of synptonms, seen here
on the left, the mean duration of synptons was shorter

than that for individuals treated with an i nappropriate
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antibiotic, seen in the right-hand | ane. For exanpl e,
people treated with an effective antibiotic had fever for
a nmean duration of 4.5 days, as conpared to 12.6 days for
those treated with an ineffective antibiotic. These data
support the notion that early recognition and appropriate
antibiotic therapy for mycoplasm di sease can shorten the
clinical course and limt norbidity.
Among those who were treated with an effective

antibiotic fromthe outset of their treatnment course,

those who were treated with Azithronycin had significantly
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shorter

duration of synmptons than those treated with

ei ther erythronycin or doxycycline. However, several

appar ent

rel apses follow ng treatnment were observed in

this group, making it difficult to reach a concl usions

regardi ng Azithronycin's efficacy. Next slide.

In order to investigate preventive neasures, we

desi gned a prospective double-blind placebo trial to study

t he use
di sease.

in the t

of doxycycline as a prophylaxis for nycopl asma
Three hundred and forty-six people were enrolled

rial. Two hundred and thirty-two received
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doxycycline, 100 mlligrans twice a day for 14 days, and
114 received placebo, dosed the sane way. Study patients
were interviewed at intervals of two, four, and six weeks
after starting the treatnent/placebo regi nen, and were
questi oned about respiratory and constitutional synptons,
as well as possible side effects of the nedication.

We defined an illness event as the sinultaneous
occurrence in a study patient of any two of seven
synptonms: cough, fever, myal gi as, headache, sore throat,

sinus pain, and ear pain. Wth the exception of headache
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in conjunction with sinus pain, and fever in conjunction
with sore throat, any conbination of these synptons was
accepted as constituting possible nycoplasm illness.
Study patients reporting these synptons were asked to have
bl ood drawn for serologic testing. Next slide.
Prelimnary analysis of data fromthe
doxycycline prophylaxis trial suggests that treatment with
doxycycline conferred protection against the manifestation
of respiratory and constitutional synptons associated wth

mycopl asma di sease. Twelve of 232 people on doxycycline




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

devel oped synptons classified as an illness event,
conpared to 15 of 114 on placebo. This affords a
protective efficacy of 61 percent, with confidence limts
of 19 to 81 percent. Analysis of the serologic results
fromthis trial are pending.

Anal ysi s of adverse events associated with
treatment has not yet been done. However, during the
course of the study, one individual devel oped severe
esophagitis, and was renoved fromthe trial. He was |later

determ ned to be on doxycycline.
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Al t hough additional analysis is ongoing, we
woul d suggest the foll owi ng conclusions. Data from our
case control study suggests that a single-source exposure
contributed to the explosive nature of the outbreak anong
i nternal medicine physicians. 1In contrast to the
cl assical description of nycopl asma, abrupt onset and
rigors can be a manifestation of mycoplasm di sease.
Early treatnment with a macrolide or tetracycline
anti biotic shortened the duration of respiratory and

constitutional synptonms. Treatnment with Azithronycin
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resulted in earlier resolution of synptons when conpared
to other macrolides and doxycycli ne.

Prelimnary analysis of data fromthe
doxycycli ne prophyl axis study suggests that a 14-day
course of doxycycline may prevent the devel opnent of
clinical disease in the setting of a nmycoplasma out break

The potential availability of an effective prevention
measur e underscores the inportance of early detection of a
mycopl asma eti ol ogy.

Any questions at all?
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PRESI DENT DOWDLE: Thank you very nuch, Doct or
Schillinger. | think that this points out, once again,
that over the past few years we've seen sone very
successful studies between CDC and the Departnment of
Def ense, and various of the branches, and |I think this was
anot her very good one. | can't imagine that there won't
be quite a few questions, particularly froma few here
t hat have had sone experience in this area. Doctor
Ascher ?

MR. ASCHER: This certainly presented very
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typically for Cue fever (phonetic), a common source that
has been reported around the country, and you didn't | ook
at that early on, apparently. W don't think that's what
it is, but exposure to a pregnant sheep in a surgical
anphi t heater would give you al nost the sane story; a
little | ess cough, but abrupt onset. Did you |ook at Cue
fever?

MS. SCHILLINGER: Titers for -- were done at --
but not at CDC.

MR. ASCHER: | nean, that's sonething that would
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have conme to m nd i mediately. The question of serol ogy,
for those of us that think about it, is not very hard.
This is sort of soft results, and you' ve got a nycopl asmg,
but it's a cross-reactive sonething, probably.

MS. SCHI LLI NGER:  You nean you don't feel that
it's pneunoni ae?

MR. ASCHER: They're not very hard serol ogi es,
and blots are fl aky.

PRESI DENT DOWDLE: Doct or Gwal t ney?

MR. GWALTNEY: Well, I'mtotally convinced that
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this is a classic common-source outbreak of Mycopl asma
pneunoni ae, | think. | don't know why you didn't grow it.

I don't know what was going on with the culture methods,
but I think you did a beautiful job, epidemologically, a
t ext book job of working up this epidem c. There have been
ot her common-source out breaks of mycoplasm, one in a
dental clinic, associated with a dental drill and ot her
things |like that.

In the big picture, | guess the question is how

much mycoplasma do you have at Wlford Hall, and is it
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seasonal , because that would influence whether preventive
measures, antibiotics or whatever, would really be worth
doing. In some parts of the country, it used to be felt
that it was not seasonal, like in Seattle and areas |ike
that; it seened to be around all the time. Most of the
time, in the United States, it cones in epidemcs that

| ast for several nonths, a half-a-year, and then it goes
out of the comunity, and | really amnot up to date on
what the current thinking is, or what your experience has

been at Wlford Hall, and if you have that information.




—

© 00 N o o b~ w DN

L e T = T e S e
N~ o 00 b W N B O

Al so, there is a nmycoplasma vacci ne that was
bei ng devel oped, that was tested in thousands of people at
Parris Island in the past, and I don't know what's
happened with that, either.

MS. SCHILLINGER: Wth respect to Wlford Hall,
I"'mfromthe CDC, and | don't know a great deal about the
hi story of nycoplasma at Wlford Hall. W did |ook at
i ndi vi dual s between the ages of 13 and 35 di scharged from
the hospital, and the discharge diagnosis etiol ogy

pneunoni a of unspecified etiology, as a crude nmeasure of
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what may have been Mycopl asma pneunoni ae, and this
particul ar year, 1993, for the period between July and
Oct ober, actually the proportions nade of that popul ation
was smaller than in previous years, so this epidem c would
not have been picked up by that method.

| believe, actually, the crosdontics (phonetic)
| ab, they have been at WIlford Hall or on Lackland. That
article is witten between individuals at UBA and Wl ford
Hal |, but | don't know much about the history of Wlford
Hal | .
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Wth regards to the vaccine, |'ve seen several
of those articles, and it |ooks |like shortly after '66 or
"67 work on that sort of dropped off, and I think there
was some suggestion that individuals vaccinated and
thereafter closed to nycopl asma devel oped nore severe
di sease than individuals who had not. There was one
article suggesting that, and I don't know if that is what
led to the loss of interest.

UNI DENTI FI ED SPEAKER: Do you have any anecdot al

i nformati on about what happened at that noon conference?
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Was a patient presented, or sonme of the staffers know to

be ill at the time of the conference?

MS. SCHILLINGER: | don't believe any of the
i ndi vidual s that were there were known to be ill at that
time. It's kind of funny: the topic presented on July
28th was "Acute Respiratory Failure,” and -- no, there was

soneone there, and certainly they may or may not --
UNI DENTI FI ED SPEAKER: Have you gotten
together -- a core look at the --

MS. SCHI LLI NGER: Not that we could di scern.
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The -- social events, and there had been no soci al
gatherings. This occurred about six weeks into the
resi dency year, and so we've | ooked very closely at the
period around the end of residency and the begi nning of
the -- class, to see if -- gathering, and no one
acknow edged any gathering that was --

PRESI DENT DOWDLE: Doct or Pol and.

GREG POLAND, MAYO CLINIC
MR. POLAND: Were there any differences in any

sphere between the patients who had confirmatory
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serol ogies and the patients who did not?

MS. SCHI LLINGER: Not on an array of 10
respiratory synptons that we | ooked at, in terns of
duration and presence of that -- | believe for sinus pain
and chest pain there was a difference between definite and
probabl e and possible cases. | should add, too, that
probabl e and possi bl e cases were designated as such by the
synptons they had, and the absence of positive x-ray
i ncl udes many people who had never had a chest x-ray, and

if they had, they may have been grouped as definite
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groupi ng, so that may be why there's not nmuch of a
di stinction between those three groups.

PRESI DENT DOWDLE: Okay. Thank you very much;
appreciate it, very nicely done. Yes.

MATT DOLAN, W LFORD HALL MEDI CAL CENTER

MR. DOLAN:. WMatt Dolan, WIlford Hall. Let ne
just add a couple of things specific to the hospital
there. As far as |ooking at Cue fever, we had been
worried about that earlier, because there was a specific

room that seened to be associated with the outbreak of




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

di sease, and we were worried that there nmay have been an
animal that had given birth in the air supply, or
sonething like that. It turned out that there actually is
no air supply to the room so that was out, and serol ogies
were done on maybe the first 30 or 40 patients that canme
down with this, and they were uniformy negative.
Regar di ng i nci dence of nycopl asma anong
enpl oyees in the hospital, we | ooked back over the past
year-and-a-half or two years, as far as adm ssion

di agnosi s of pneunonia. There was a seasonal peak in the
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wintertime, of pneunonia hospitalizations, but that peak
seened to be nostly attributed to pneunococcal disease,
and the other, which |ooked Iike mycoplasm, seened to be
pretty nmuch flat throughout the year, w thout a seasonal
peak.

PRESI DENT DOWDLE: Thank you. That's hel pful.
Okay. We need to nove on, then, to acute respiratory
di sease problens, TB testing, Captain Ledbetter and
Commander Gray. |s Commander Gray giving -- all right.

Good nor ni ng.
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GREG GRAY, NAVAL HEALTH RESEARCH CENTER

MR. GRAY: I'd like to say that we have done
sonme recent studies, | guess 1989, not too recent. W
| ooked at a random sel ection of 200 Marine recruits after
11 weeks of training, and found, by serologic test, which
Is nore specific than the CS and Eliza (phonetic) --
excuse ne, I'msorry; it was CS. W found about a five
percent seroconversion rate. Captain Ednonson, who is a
pul nonol ogi st at the hospital here in San Di ego, at the

mai n hospital, also additionally explained about 20,
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overall, of the pneunpnias that were adm tted, about 1989,
due to nycoplasma, anong recruits at the Naval Training
Center, so we think it's one of our prinme etiologies, but
how much is there, and if it's seasonal, we really can't
answer that.

I want to talk to you today about a study that
Doctor Ed Gastal do has perfornmed at Parris Island, which
is the Marine Corps recruit canp on the East Coast,
regardi ng skin testing antigens, and al so di scuss sone of

the other respiratory disease threats that we're facing.
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Next sl i de.

Al'l Navy and Marine Corps recruits receive a
tuberculin skin test early in their training. W use the
Mant oux i ntradermal nethod, and give patients with 10
mllimeters or greater induration six nmonths of | NH
prophylaxis. [In 1991 and 1992, the branch clinic at
Parris |Island used a Scal vo tuberculin antigen,
manufactured in Italy. In Novenber 1992, this product was
recall ed, and the Navy was supplied with Aplisol, a Parke-

Davi s product. After the conversion to this new anti gen,
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Commander Gastal do noted a 1,500 percent increase in the
preval ence of positivity, over a two-nonth period.
Commander Gastal do was al arnmed, but not sure if
he had an antigen problemor if the difference in
positivity percentages was true. He and Commander G |
Potter of the Navy Environnental Health Center contacted
various state and federal experts, and found that there
were numerous reports of potency differences anong the
three avail abl e products. As conpared to a research study

of 2,400 Navy and Marine Corps recruits in 1990, with the
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Connaught antigen, Scalvo's product identified a | ow
preval ence, and the Parke-Davis product was nore in |ine
with the expected preval ence of about 25 cases, or
positive tests, per 1,000 recruits.

Commander Gastal do designed a clinical trial of
bot h the Connaught and Parke-Davis antigens, both of which
were avail able to Navy and Marine Corps centers. The
study was doubl e-blinded. Each vol unteer received both
skin tests, one test per arm The antigens were

random zed to the right and left arnms. After insuring the
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sanme amount of antigen caused the sanme anpunt of cutaneous
bl eb, the skin tests were read 48 hours | ater, by
different readers, using the pen-and-ink and caliper

met hods.

Commander Gastal do screened over 1,200 recruit
vol unteers over a period of several weeks. One hundred
and fifty of these recruits had an induration of one
mllimeter or nore on at |east one arm The nmean
i ndurations of these 150 volunteers differed for the two

products. Controlling for the variability cased by
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i ndi vidual readers, or application to the right or left
arm the differences between the two antigens could not be
expl ai ned by chance alone. For the Navy's cut point of 10
mllimeters in induration, the Aplisol, as conpared to
Tubersol, would have classified eight nmore subjects as
havi ng had a positive screen test. This is about an eight
percent difference of the positives.

To the individual, this would mean a chest x-
ray, clinical exam and a m ninum of six nedical visits to

nonitor six nonths of INH therapy. Extrapolating this to
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the entire Navy, 160,000 new recruits each year, this
difference would mean an additional 1,066 recruits each
year woul d receive prophylaxis. These recruits would
tally 6,400 additional patient encounters. Next slide.

Qur early conclusion is that there appears to be
a difference in antigen potency between the two FDA-
approved products that the Navy uses. This difference may
merit an exam nation of U S. standards for tuberculin
production. At present, we understand that |ots of

antigen are conpared with an FDA standard in nouse nodels.
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Wth the present epidem c of tuberculosis in the United
States, the potency problem may be an inportant issue in
tubercul osis control.

This week, the Board has heard two presentations
al ready regardi ng epidenm cs of bacterial respiratory
di sease anong mlitary personnel. Before |I introduce our
third speaker on the subject, | just want to rem nd the
Board that, in addition to pneunonia epidem cs, we have
epi dem cs of other organisnms, including Strep pyogenes,

whi ch causes acute rheumatic fever, and sever Strep
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pyogenes infection, such as toxic shock-1ike syndrone.
Next slide.

These problens are likely to increase, as the
pat hogens devel op resistance to our enpiric therapies.
Here you see erythromycin resistance anong Strep pyogenes
isolates. Qur chief intervention in these epidem cs has
been benzat hine penicillin G Streptococcus pneunoni ae is
al ready commonly resistant in the United States. The
preval ence of penicillin resistance in the Navy is

unknown, but we know that we have had several penicillin-




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

resistant isolates here in San Di ego County.

It has been predicted that soon Strep pyogenes
wi Il also develop penicillin resistance. This is
frightening, because we have no good alternative
prophyl axis to benzathine, and should these resistant and
vi rul ent pat hogens becone entrenched in our training
popul ati ons, we may suffer epidem cs such as those seen
during World War 11, when acute rheumatic fever and
pneunoni a caused tens of thousands of hospitalizations.

We nmust devel op surveillance strategies to
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detect drug-resistance to high-risk pathogens. W know we
have a problemin San Di ego, but we don't know of its
magni t ude, because we don't have the resources to

i nvesti gate.

We nmust devel op prophyl actic nedi cati ons as an
alternate to penicillin. W need safe, broad-spectrum
and | ong-acting substitutes to use as interventive tools
for future epidem cs. W have perm ssion to test
Azi thronycin, which would we think would be a good

solution, but again we don't have the resources.
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At this time, 1'd like to introduce Captain
Reynol ds, who is a pul nonary specialist and head of
i nternal nedicine at Canp Pendl eton. He has worked in the
hospi tal since 1986, and followed the annual pneunonia
epidem c since '89. Better than anyone else in the Navy,
Captai n Reynol ds knows the Canp Pendl eton patients and
their clinical picture, which is very confusing.

CAPTAI N REYNOLDS, CAMP PENDLETON
MR. REYNOLDS: |I'ma clinician, and, as

clinicians are wont to do, I'll probably make sone
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statenments that are unfettered by any scientific fact.

My real purpose for being here is to acquaint
you with an epidem c, which we believe to be of historic
proportions, and to enlist your aid and support in
obtaining the resources to deal effectively with the
epidem c. The epidemc started in 1989, at an area of the
base that's northeast of here, about 45 m nutes. It is
where the Marine conbat training takes place, and there is
al so a school of infantry and an infantry training

battalion there.
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It's very rigorous training. | don't know how
much you know about it. | don't know if Captain Ledbetter
descri bed the conditions out there, yesterday, but it's
fairly rigorous training. There are probably over 3,000
personnel who are at risk. Two weeks of that training
takes place in the field, and the only shelter is shelter
hal ves, and the recruits sleep in sleeping bags on the
gr ound.

That kind of training has been going on for

several years, but in 1989 it becane reorgani zed as Marine
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conbat training, and in that year there were 124 pneunonia
cases reported and docunmented. Eighty-eight percent of
t hose were noted radi ographically to have airspace
infiltrates. Seventeen percent of the pneunonia cases
wer e bacterem c, and had positive blood cultures for Strep
pneunoni ae, and when serotypi ng was done on these
i sol ates, 89 percent of themwere froma common isolate or
a comon serotype, that is, serotype one.

There was a |lot of norbidity and toxicity

associ ated with the pneunonias. There was a 99 percent
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rate of enpyema in these pneunonias, and over half of
those ultimately required decortication, so it was a
fairly significant source of norbidity, and rather
frightening at the time. Next slide.

It was decided to give pneunococcal vaccine,
whi ch was done, and after the adm nistration of the
vacci ne the nunber of cases declined dramatically.
However, in the follow ng years, the nunber of pneunoni as
have appeared to remain high. Next slide, please.

Because of the continued increased nunber of
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pneunoni a cases, a decision was made that, in order to do
appropriate surveillance and to collect m crobiologic
data, that we would admt all active duty pneunonia cases
to the hospital, and so nost of this data that is
presented is data acquired during these hospital
adm ssi ons.

VWhat we saw was a rather constant rate of
pneunoni as that really didn't vary a whole | ot, except
during the summer, and, as you can see, there's a little

dip in May, June, July and August, but, outside of that,
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t he numbers of cases of pneunonia remai ned constant, from
Oct ober of '90 to Decenber of '93. That neans that we had
approximately 100 to 150 cases of pneunpnia each year, and
at this noment over 805 patients have been surveyed for
the presence of pneunoni a.

As the epidem c persisted, there were sone
changes that we noted, just in the clinical presentation.
As time went on, there was a |lot less norbidity, toxicity
and conplications, and fewer sterile site isolates were

obt ai ned, which has caused us a great deal of difficulty




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17
intrying to identify, at this point, a specific etiologic
agent .

Al so, we noticed that there were nore pneunoni as
identified for the 31 area. Now, the 31 area is an area
where Marine recruits from MCRD cone up here for a nonth
for weapons training, and again there is a fair anmount of
field activity in this particular nonths of weapons
training, while they're here. Next slide, please.

Unfortunately, this doesn't project very well,

but et me just nmake the point that 1've tried to nmake on
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the previous slide, that we will have nore and nore
difficulty obtaining sterile site isolates. The first
circle up there, in the yellow, the yellow pie, that
represents bl ood cultures positive for Strep pneunoni ae,
and that was the first year, the '89-90 epidem c, and you
can see that it's a fairly sizeable proportion of the
total isolates.

However, the next year, in '91, the rate of
bl ood cul tures dropped from approxi mtely 20 percent to

ni ne percent, and the year following that, it went down to
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one to two percent, so it was a major problemfor us, in
assisting identification of a specific etiologic agent.
Next slide, please.

This is data, recent data, from 1993, and it's
not inclusive of all the cases we've had since January of
'93, but you can see that the incidence is fairly
generous, approximtely 30 per 1,000, and if you | ook at
the incidence of comunity-acquired pneunoni as and sone of
the references in the literature, you can see this is

manyfol d hi gher than one woul d expect to encounter.
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The follow ng data you have to take with a grain
of salt. | have attenpted to nmake the point that these
continue to be nost likely Strep pneunoni ae, but | really
don't have any scientific to support that. | tried to
review all the x-rays, and the hypothesis is that, if
t hese x-rays continue to be airspace in character, and in
my opinion they have been, that perhaps that would give
sonme support to the fact that this is Strep pneunoni ae,
since airspace pneunonia is commonly associated with

bacteria, and we know from bi ol ogi ¢ surveys of comunity-




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

acqui red pneunonia that Strep pneunpniae is still the
nunmber one cause.

This slide shows the results of an anal ysis of
X-rays showi ng airspace infiltrates over all the sites,
and you can see that in the 52 area there is 64 percent.
The percentage of airspace pneunonias in the pneunonias
fromthere is 64 percent, and significantly different from
the other areas. Next slide, please.

This slide summarize the x-ray data, of the x-

rays | divided up into three main categories, that is,
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ai rspace, interstitial, and finally indeterm nate or
bronchopneunoni as, and again ny theory kind of breaks down
here, because if you look at it within the sites, if you

| ook at the types of pneunpnia within the sites, there is
really no significant difference between the three. Well,
| got the 52 area, the 31 area, and all of the areas on
base, and there are 14 other areas on base, but you can
see that ny hypothesis sort of breaks down here, but still
there are nore airspace pneunonias comng fromthe 52

ar ea. Next sli de.
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This shows sonme of the same data. Next slide.
I want to show you this, real quick. Rick, can we show
this one overhead? This is sone of the raw data, and a
| ot of the conclusions are confounded by the fact that
there are a significant percentage of x-rays that | have
not reviewed. As you can see, there are 33 from ot her
areas, of x-rays that so far |'ve not been able to |ocate
or review, so a lot of the data is confounded by m ssing
dat a points.

You can see, from January '93 to now, there have
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been 307 patients entered into the pneunonia surveillance
study. Now, not all those had pneunobnia. Sonme of them a
signi ficant nunber, had normal chest x-rays, as you can
see, so not all those are pneunonias, but even given that,
I think that the nunbers of cases of pneunonia are
striking, and, you know, again, | think historically this
is a huge pneunonia epidemc. Can you |lift it up sone,
now?

This is the percentage of total pneunonia cases

by site, and again you can see that it's the 52 area where
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the pneunonia is primarily centered, with 60 percent of
the cases comi ng fromthere.

We' ve been hanpered in our efforts to put an end
to this epidemc, by no resources. We have tried many
approaches, w thout success. M feeling as a clinician,
and know ng the history of the epidem c, and seeing the
clinical presentations, | still feel that Strep pneunoni ae
is the nost likely agent, but | have really no data to
support that, other than ny own clinical suspicions, and

know edge of sonme of the data from 1989, which showed, |
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think nore convincingly, that it was Strep pneunoni ae.
This year, we've had, fromthe period of January
of "93 to the present, we've only had seven sterile site
i solates. One of those was spinal fluid froma patient
who had Strep pyogenes, a pleural pulmonary infection, and
there was a Strep pyogenes isolated fromthe pleural fluid
of another individual with Strep pyogenes enpyema. There
were five isolates of Strep pneunoniae. Only three of
those actually came fromthe 52 area, and they were al

di fferent serotypes.
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So there's really no basis for us to design an
intervention in the epidemc. |'mvery concerned, as a
clinician, knowing the norbidity of this epidemc in the
past, if we don't act in sone fashion, one, either to
design a study to determ ne the actual etiologic agent, or
the other option would be, | think, to act on a clinical
hunch, and gi ve pneunobcoccal vaccine, but the people who
have the wherewithal to give us the noney for the
pneunococcal vaccine are a little bit |loathe to invest

that kind of noney in that sort of mass intervention,
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wi t hout better know edge that it would work, and who can
bl ame t henf

On the other hand, we are hanpered by | ack of
fundi ng for the necessary science to conme up with an
answer that would satisfy them so we are in a classic
Catch-22 situation here, and the reason | am before you is
to make a plea for your support, in helping us obtain the
necessary resources.

PRESI DENT DOWDLE: Yes, Captain Ledbetter.

CATHERI NE LEDBETTER
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MS. LEDBETTER: Captain Ledbetter, NEPME5. One
of the coments | failed to make yesterday was that the
pneunococcal isolates fromthe 52 area were all vaccine-
preventable. They were serotypes that are covered by the
vaccine, and | think that's worth know ng; we have been
l ucky that way.

We have not been quite as lucky this year, if
luck indeed is what it takes, but if you'll recall the
dramatic drop with the intervention in 1992, we haven't

seen quite that dramatic drop this time. Qur intervention
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has been a little bit slower kicking in this tine this
time, but we've had five nore pneunonia cases fromthe 52
area in the last two-week reporting period, and it's down
fromthe 14 and the 10 range, but it's still not down to
where we'd like to see it. So there have been five, even
t hough we are beginning our intervention there. Thank
you.

PRESI DENT DOWDLE: It's very difficult, of
course, for this Board to have any influence on resources.

That has not been a strong point of ours. However, |
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will say that the Board would be very glad, |I'msure, |
think I can speak for the Board, by saying that if we had
a formal question on this to the Board, regarding
strategy, we would certainly be very glad to respond, and
l"msure it would be hel pful.

Doctor Kull er.

MR. KULLER: |I'mstill a bit confused. As I
understand it, you don't give pneunococcal vaccine at the
present time, even to the troops that are going into area

527
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MR. REYNOLDS: Well, we've done it on an
intermttent kind of basis. W've done up this intense
surveill ance, and when we get anxious that there's going
to be a peak, then we tend to intervene, and pneunovax is
only given here by the MCRD now, but we don't give it
regularly. We don't have the noney to do it, you know, on
a constant and continuous basis.

MR. KULLER: From a clinical perspective,

t hough, your own perspective, if you had the noney and

could give the vaccine, would you give the vaccine?
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MR. REYNOLDS: | would recommend that it be

done, yes. | nean, | think we need to either design a

study that identifies the agent, so that we can give a

| ogi cal

intervention that would be expected to work, or we

play a hunch, a clinical hunch, based on data in the past,

t hat pneunococcal vaccine will work, but we're doing

nei t her

now, and we're continuing to see |arge nunbers of

pneunoni a, and nmy feeling is we need to do sonething.

PRESI DENT DOWDLE: Yes, Doctor Schaffner.
Bl LL SCHAFFNER, VANDERBI LT UNI VERSI TY
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MR. SCHAFFNER: Well, we've heard two
fascinating presentations this norning, so | et nme separate
first the apple fromthe orange, and go back to the
Tubersol / Apl i sol prospective study. The difference
bet ween those two skin test antigens has, as was said,
been noted by others, and is causing all kinds of
m schief, as people all over the country are trying to
cope with the increased concern about tubercul osis.

I have not seen another clear prospective study

in which the two agents were actually tested
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si mul taneously, in the sanme population, in a population of
this size. It's really inportant that that information be
brought together and published, and brought to the
attention of the Food and Drug Adm nistration.

The FDA has been notified about this discrepancy
by others, and | don't know that very nuch is being done
at the present tine. |'mhappy to help in any regard
there, because | think that's a real finding, and it's an
i nportant one.

Apropos my coments about the occurrence of
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pneunoni a at Canp Pendl eton, we're putting labels on it,
and | think we've got cart before the horse. W're
calling it an epidemc, and we're calling it, putatively,
pneunococcal, and certainly there are bits and sm dgeons
of evidence suggesting that. As a new nenber of the
Board, | want information.

If Canp Pendl eton were the state of Tennessee,
and this kind of circunstance were happening in one
community, | guess after local folks tried to deal with

it, and were left with the kind of conundrum that you
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have, some phone calls would be made, and | woul d think
that the State Health Departnment woul d be able to respond
with sonme sort of epidem c assistance, and, if the State
Heal t h Departnent couldn't manage it, there would be

anot her phone call made to the CDC, and perhaps sonme sort
of epidem c aid would be arranged, so that the paraneters
of the problem could be defined, and sonme epi dem ol ogic
anal ysis perfornmed, which, with all due respect to the
obvi ous efforts of the clinician, usually add things to

the information already provided. | don't know what the
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resources in the mlitary are, so I'd |love to know what
happens, under circunstances |ike that.

MR. CUNNION: This was addressed to nme, and |
took it up to the Navy R and D Center, which took it over
to the Joint Services ASRAM (phonetic) Comm ttee, and they
said it was nice, but there wasn't any noney in the budget
for respiratory disease research. So we took it to the
Mari ne Corps, and the Marine Corps can only fund nedi cal
research that has to do with equipnent; that's according

to the regulations. They can test new mlitary equi pment
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that has to do with nedical, but they can't fund pure
medi cal research, so that was out.

We went to the clinical investigation people,
and they didn't have the noney. We were asking for a
m ni mum of $40,000 to start a surveillance program and

just went around and around. Everybody was passing the

buck. Actually, one tine the R and D says, "Well, make
into a half-mllion-dollar research protocol, then you
have a chance.” W tried that, and that didn't work,

either. So we've been spinning our wheels on this. W
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just can't get anybody to pay attention.

PRESI DENT DOWDLE: Why is this a research
progran? Wy is there research?

MR. CUNNION: Surveillance, this is the problem

The clinical people say it's research, the research says

it's not research, so the trouble with surveillance is
that no one is willing to pay for it. The R and D
community is not willing to pay for it, because they claim
it's not research. The clinical community says it is

research, and they won't pay for it.
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MR. REYNOLDS: | can't tell you how penny w se
and pound foolish that is, because the nunbers of
pneunoni as admtted to Canp Pendl eton, over the years
since 1989, if you cost that out in terns of hospital
days, that's an incredi ble ambunt of noney. Also, there
are econom c inpacts that is directed towards the people
operating the training out of the 52 area. When they |ose
sonebody fromtraining, and have to start them over again
because they were admtted to the hospital, that's an

expensive proposition as well.




—

© 00 N o o b~ w DN

L e T = T e S e
N~ o 00 b W N B O

di ff erent

pots together,

You know, |
pots of noney, a

but we do h

nd it's hard to get al

ave a mmj or problem and I

understand that there are vari ous

t hose

agree

that we need help froma scientific and epidem ol ogic

st andpoi nt,

to hel p us design an appropriate intervention.

questi ons around here,

job in your

doct or,

PRESI DENT DOWDLE

VMR. GWALTNEY: |
surveill ance,

a treating doctor

very quickly.

There are sone ot her

Doct or Gwal t ney

t hi nk you' re doing an excell ent

even though you're only a

or whatever you said, but
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di sagree with one thing that you did say, which is really

not correct. It is not an agent. There's no place on
earth where one agent or group of agents causes pneunoni a.
What you've got is a situation where, continuously,
you're having rhinovirus infections, coronovirus
(phonetic) infections. They're comng through this

popul ation all the time. Superinposed on top of that is

i nfluenza, respiratory sensitia virus, nycoplasm, and, in
addition, then you' ve got the bacterial causes of

pneunoni a.
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The epidem ¢ you had of type one pneunococcal
pneunonia is unusual. It's really quite an unusua
epi sode. | don't think you've had that since then. Your
data show you, unless your |abs quit being able to grow
pneunococci, or you' re not collecting your specinmens
right, I'd believe what your data is show ng you. That
came through there, that was an episode; it could cone
back.

What you need is what we used to have, which was

call ed a comm ssion on acute respiratory di sease, which
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capitalized the research and preventive efforts at a | eve
that was commensurate with the difficulty of the problem
and unfortunately you're one of the few places, as |
understand, in the mlitary, where pneunpnia is a mjor
problemat this tinme, and if other bases were having it, |
think they'd pay you sone attention.

MR. REYNOLDS: The serol ogical testing during
"89, that is, the first year of the epidem c, did show a
trend toward increased paraflu (phonetic) on the serol ogy,

so your first point, about maybe there is no one single
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etiologic agent, is well taken. One of ny theories as to

why the sterile site isolates have dropped off is that,
| told you before, we have a really intense program of
surveillance here now, and everybody, all the providers,
are very attuned to the pneunonia problem and they are
very cooperative in getting chest x-rays on people they
suspect pneunonia as part of their diagnosis.

So we get these patients nuch earlier than in
1989 and '90, and they get admtted, and they get an

antibiotic therapy very early in their course, whereas,

as

in
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1989 and '90, we saw people who were well into their
illness before we were able to treat them and therefore I
think we had a |little easier tine getting sterile site
i sol ates, because they were sicker. Their organismload
was hi gher, and the chance of getting docunented
bacterem a was better

That is a theory that |'ve used to expl ain why
the drop in the isolates, but |I nust agree with you, that
| have al so suspicions that maybe it's not the sane

epidemc that it was in 1989, that there's other causes.
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PRESI DENT DOWDLE: Okay.

MR. ASCHER: |'m confused. The resistance to
adm ni ster pneunococcal vaccine is based on the --

MR. REYNOLDS: Financial, basically.

MR. ASCHER: Well, you know, the principle of
t he vaccine, based on its polyvalency, is that this is
part of the overall picture, as Doctor Gwaltney says.
Pneunococci are in this package of all the pneunoni as.
It's the nost severe one, that has the worst

conplications. |It's preventable. It's justified. You
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can't necessarily justify it on how many sterile site
i sol ates you got, or showi ng epidem cs, which my or may
not occur fromtine to tinme, but it's preventable, so if
you ask the Board, do we recomend pneunococcal vaccine at
this point, the answer will be yes.

PRESI DENT DOWDLE: Captain Ledbetter.

MS. LEDBETTER: Captain Ledbetter. Just a quick
comment. We did bring this question before the Board a
coupl e years ago, when the Board conposition was

different, and the response we got at that tinme was, "GCet
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us nore information. We don't have enough information to
recomrend pneunococcal vaccine." W feel very strongly
that we can't get the information. Commander G ay, anong
ot hers, has designed a study that would give us answers,
but we truly can't seemto find funding.

We have made the steps and tried to these
things. W' ve got a surveillance team who does very
aggressive surveillance for these people. W stack up our
numbers, we | ook at 805 cases, and we say, "Oh, nmy God."

But yes, we're very happy to have the support to say, "Go
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ahead and use pneunococcal vaccine," because that's been a
problemin the past. Thank you.

PRESI DENT DOWDLE: Captain Cunni on, your
presentation is going to have a bearing on this; right?

MR. CUNNION: Yeah, | have a letter here which
Commander Gray --

PRESI DENT DOWDLE: Before |I call on you,
wonder if | could ask Doctor Benenson if he would like to
make a comment. You've been awfully quiet this nmorning; a

little institutional menory, here.
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BUD BENENSON, SAN DI EGO

MR. BENENSON: Well, there are several things.
First of all, Jack, | think, wll back ne, that the whole
mycopl asma busi ness was first presented to the world at a
meeting of the AFEB. Monroe Eaton used Al Koons'
(phonetic) techniques of fluorescent anti body detection,
so that the nycopl asmal problem originated in your group

As far as the pneunonia here is concerned, |
think this does provide an inordinately good opportunity

to answer questions. Now, one of the things, ny
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inclination at the nmoment would not be to give vaccine to
all recruits comng. They're not recruits; they've gone
through their -- half of them have. That's one of the
limts that was not presented, and that is that, the area
52, these are recruits. They have conpleted their recruit
training period, and then they go into this very arduous
har deni ng phase. | think the Commandant of the Marine
Corps at that tinme believed that every Marine should be a
Superman, and this was the training to expose to it.

I do think there was sone environnental factors
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that were disclosed in the original episode, and that goes
all the way back to World War | experience, and that is
respiratory diseases are transmtted very effectively
during the sleeping hours, if respiratory tracts are cl ose
to one another, and there was a correl ation between
di stance between the nose and throat of the two people in
a pup tent, and whether or not they got the disease. Am|I
correct in that?

UNI DENTI FI ED SPEAKER: That's correct, and

i nterventi on was taken.
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MS. LEDBETTER: Basically, it's head to toe now,
i nstead of head to head.

MR. BENENSON: Right. So there is an
envi ronnental factor here. Now, the issue of vaccine, |
think this situation provides an excellent opportunity to
answer the question, and that is not to vaccinate
everybody, but do a study on whether a vaccine is
effective. G ve vaccine to half of them and a placebo to
the other half. Now this becones a research project, and

I think it has to go through all sorts of Navy and
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Department of Defense approval phenonmena, but Jack is
right.

This is a situation in which respiratory
illnesses are being transmtted from one person to
another, and |I originally had said, "Look at the
environnental situation.” | say it again, and | think we
can answer it, whether the pneunobcoccal vaccine will give
protection, and is it worth doing? To give it to everyone
answers no question at all. |Is that what you want?

PRESI DENT DOWDLE: Thank you, Bud; appreciate
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t hat .

MR. GRAY: Commander Gray. | just want to say
t hat we have proposed a clinical trial with several arns,
i ncludi ng the pneunococcal vaccine and a pl acebo,
erythromyci n and benzathine. W' ve received the necessary
wavier for | and D, and we're all ready to; we just don't
have the resources. So our hope is today that you fol ks
will agree with us, and the question that we're proposing,
and endorse doi ng such studies to solve, or at |east

attenpt to solve, this problem It's going to be dynamc.
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I nmean, each year the etiologic agents are going to

change, so what we really need is a broad-spectrum
i ntervention.

PRESI DENT DOWDLE: Okay. Thank you. Let's now
turn to Captain Cunnion.

MR. CUNNION: Ckay. | think everyone has it.
It's labeled "Draft"; it wasn't neant to be. | faxed this
over earlier |ast week, and then | took off for Lunar New
Year, and then Friday had to -- so | never got a clean

copy sent, or | thought I was going to bring one.
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I would like to raise the question that Doctor
Gray is proposing here, on the first page. Considering
the history of past norbidity and nortality that bacteri al
respiratory pathogens have cause anong mlitary
popul ations, and the recent enmergence of new bacteri al
threats having epidem c potential, would the Armed Forces
Epi dem ol ogi cal recomend that, A, the services conduct
surveillance for new bacterial respiratory disease
threats, and recognized bacterial respiratory disease

threats which are now anti biotic-resistant or have
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increase in virulence anong high-risk active duty
popul ation; B, the services conduct clinical research
trials of prophylactic agents, alternatives to benzat hi ne
penicillin G anmong high-risk active duty popul ati ons?

The foll ow ng pages are background of sone
hi story and sone attenpts to get funding, even outside the
mlitary, including NIH and CBC.

PRESI DENT DOWDLE: Okay. Further discussion?

MR. KULLER: It seens |ike there are two

probl ems here. One of themis an acute problem which is
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a recurrent ongoing epidem c, and what should be done to
basically -- seat-of-the-pants approach, you m ght say,
reduce the likelihood of severe norbidity occurring. It
seens to nme that that's a question of what's the public
health direction to go. The second one is really a very
I mportant research question, and that seens to be how to
deal with the problem and try to have a better
under st andi ng.

| guess the two are linked through the idea of

doing trials, but it seens to nme that there are two

to
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probl ens here. One of themis a very acute problem and
fortunately there's been no fatalities, but | presume if
we -- and maybe you could say it's a sad commentary on
life, that if there had been a fatality there wouldn't be
a problem because the noney woul d have been available to
solve it, but it's a sad comentary the way we do things.
You have to wait until you have a disaster before you
have any hel p.
So I think that we have two problens here, and

" m not sure whether we can put them both together, or
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whet her they're two separate issues.

MR. ASCHER: The point being, from Doctor
Gnal tney's comment, that if you elimnate the pneunococcal
threat, you still have a hell of a problem of respiratory
di sease in these people. That's the point, and it really
Is that.

PRESI DENT DOWDLE: Doct or Gwal t ney.

MR. GMALTNEY: And it's very hard, in such a
conplicated problem to really understand. What about

adenovirus? Do these people get adenovirus vaccine? Have
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they been vaccinated? | nean, there are all kinds of
thi ngs you need to know, before you really can make
recommendations, in terns of interventions that you hope
woul d be effective.
PRESI DENT DOWDLE: Okay. Yes, Doctor Pol and.
MR. POLAND: For that reason, why limt it to
bacterial respiratory di sease threats? There are reasons
to think that there are other organi sns, and even
effective interventions for those other organisnms, if we

knew t hey exi st ed.
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PRESI DENT DOWDLE: Okay. Yes, Doctor Perrotta.

MR. PERROTTA: | was just going to say that
letter A looks very nmuch |ike -- pathogens that CDC is
bringing up, and I would agree with Doctor Pol and. Wy
limt it just to bacterial? That, perhaps, helps
separate, as Doctor Kuller said, the | ocal problemversus
the larger problem Maybe the | ocal problemis a
bacterial one, although -- plenty of discussion as to --
may not be that, as well.

PRESI DENT DOWDLE: Okay. Doctor Chin.
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JIM CH N, SCHOOL OF PUBLI C HEALTH, UC BERKELEY

MR. CHIN: | see no problemto the Board saying,
"Yes" to the follow ng of those questions, but ny question
really is, then, what happens after that, because things
just go on and on.

MR. CUNNION: The point of this is that, if the
Board says, "Yes," because this is -- well, | hope it
doesn't go this far, but we had the same problemw th JE
vaccine. In 1988 the Board reconmmended the use of JE

vacci ne, and we couldn't sell, so we had two vegetables in
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the Marine Corps, two years ago, and then we instantly got
t he noney, and now the programis in effect, from now on
but | hope it doesn't go that far, but we are |aying the
groundwork so, if this doesn't work, and we use the JE as
an exanpl e of what happened in the past, maybe we can nove
it before we have disasters.
MR. ASCHER: You know, penny w se and pound

foolish. Early antibiotic treatnment and hospitalization
of pneunonia is not cheaper than vaccine. It essentially

cones out of two different pockets here; that's one of our
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bi ggest probl ens.

PRESI DENT DOWDLE: What | woul d suggest that we
do is take this issue up in the executive session. There
are two questions, now, that we need to take up. So let's
nove on, then, to the Persian Gulf update. W' ve already
had some di scussion of this, early on, and Captain Berg,
some of the work that's been ongoing with Captain Berg and
t he Navy Reserves.

W LLI AM S. BERG, UNI TED STATES NAVY

MR. BERG  Thank you very much; | appreciate it.
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Good norning. My nane is Bill Berg, from Preventive
Medi cine Group Two. | think this report has becone
super fluous, because we have the answer in the Sun. This
is germwarfare using a nutant strain of influenza, which
is going to be worse than AIDS, according to a WHO
spokesman, and there are governnent warehouses for
t housands of people, and it's all in here, and 1"l Ilet
you read afterwards.

At the last neeting, | reported the results of

our visit to two detachnments of CB Battalion 24, those in
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Asheville, North Carolina, and Col unbus, Georgia. That

was froma year ago, 1992. This past fall and this nonth
we revisited those two units, and we also went to two
addi ti onal ones. Next slide, please.

The units that we visited are Asheville, nunber
1324, where were able to interview 95 percent of the
vet erans; Col unbus, nunmber 1624, where we were able to
interview 70 percent; and nore recently Atlanta, Georgia,
1124, where the participation dropped off to 46 percent.
Doct or Hayashi (phonetic), the head of ny epi dem ol ogy
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departnment, is down in Knoxville, interview ng detachnent
624, and the participation has gotten up to 56 percent.
One of the things that we are running into, at |least in
this battalion, people are dropping out of the reserves,
and they're very difficult to have access to. Next slide,
pl ease.

This is fromthe Asheville detachnment, the 10
nost common synptonms as of | ast Novenber. The order has
shifted around sonmewhat, but | think what may be

encouraging is that, this colum here, a nunber of the
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veterans reporting those synptons have gotten better, and
a nunmber of them have reported that the synptons have gone
away altogether. Next slide, please.

If we | ook at the specific diagnoses of this
group, 34 percent have a verified diagnosis. W asked
them "What illness do you have?," and then we went and
| ooked at the nedical records to try to verify this. A
little under half, 10 out of 21, have a psychiatric
illness. There are sone di agnoses that are being

attributed to Persian @Qulf ill ness. We found two of
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those, a cancer of prostate and a case of hyperthyroidism

Both of those had been detected a year earlier. W knew
about those. No cases of hepatitis or HTLV-1, although
very few of them were actually tested for it.

Ten veterans had 11 psychiatric di agnoses.

Interestingly, two of them had post-traumatic stress
di sorder. Four of them had an adjustnent disorder. All
of these were seen by a psychiatrist, who made the
di agnosis. Now, he wasn't strictly going by the DSM we

know, because, for exanple, adjustnent disorder is only
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good for six nonths, and you have to -- sonething el se.
Qur psychiatric consultants tell us that sonme
psychiatrists are very fussy about how they di agnosis
post-traumati c stress disorders, and others just sort of
eyeball it, and say, "Yeah, that was it," but |I think the
t ake- hone nessage is that, at least in this group, there
is a certain anmount of psychiatric nmorbidity. The chronic
fatigue syndronme, we knew about a year ago. Next slide.
Car di ovascul ar, gastrointestinal, ENT, nothing

here that really stands out. This is a somewhat ol der
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group. \What is interesting, in all of the detachnments so
far, there has been a certain ampbunt of sinus infection
reported. | don't know whether that has anything to do
with Persian Gulf, or whether it's just a handy di agnosis.
The individual with the heart val ve replacenent, you'l
recall, had endocarditis during Desert Storm Next slide.
Geni tourinary, nmuscul oskel etal, endocrine, again
a potpourri of diagnoses, nothing that really stands out.
The herni ated di sk, again we knew about that |ast year.

He becanme synptomatic after return, but was certainly
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doing a | ot of physical |abor during Desert Stormthat

coul d have contributed to this. Next slide, please.

Okay. Now we have shifted to the Col unbus
detachnment, 1624. We were able to interview 70 percent of
those. A nunber of them have dropped out. We tried to
contact them the 12 who would no |onger drill and the
four who were pending, but things are not | ooking very
optimstic for foll owup, and, as you can see, one of them
di ed.

This is a very unique group. It does not
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hesitate to talk to the nmedia. You have seen many of
these people on CNN and el sewhere. They are quite frank,
saying that they use the nedia to advance their cause.
They are now beginning to think that the nedia is using
thema little bit.

There i s extensive networking, not just anong
thensel ves but nationwde. | talked to one of these
i ndi vidual s, who said, "You asked us about cancer cases.
VWhy, in the space of a week | was able to talk to 300

vet erans who have cancer, cancer of the brain, cancer of
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t he pancreas, cancer

cancer everywhere. We'Ill| get i

may be going on here, | think,
Al |
subj ected to chem ca
really strongly bought
government is covering this up,
there was part of the coverup
this,
t here

sort of nmentality: "Yes,

of the kidney."

It's easy; there's
nto a little bit of what

| at er.

of them are convinced that they were

war fare, and many of them have
into a conspiracy theory that the
and that our visit down
to sort of whitewash al

and this is Eric Hoffer's (phonetic) true believer

was chem cal warfare

of
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there."

Further exacerbating the situation is a
physi ci an they have access to, who has told them "You
were subjected to chem cal warfare, and this is why you
are sick.”" He has told them "You were infected with
HTLV-1, and this is going to cause cancer, and you've
given it to your wives, and they're going to get cancer."

The sad fact of this is that all of the HTLV-1 tests were
really negative or at worst indeterm nate. Next slide.

These are sone of the diagnoses. The Persian
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Gul f syndrome was nmade by the physician | just talked
about. He has no diagnostic criteria for this; it's just,
"You're sick, and you were in the Persian Gulf." We'lI
get into some of the others in a little bit nore detail.
The dermatol ogical, there was one sort of nondescript, not
very inpressive rash that the dermatol ogi st couldn't give
a |l abel to, and a couple of cases of tinea pedis.

The non- Hodgkin's | ynphoma, we knew about a year
ago. This is inportant, because the dognma anong this

group is that the VA made this diagnosis, but did not tell
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him It was a little bit nmore conplicated than that, but,
adding to the HTLV, the one situation, a |lot of the
veterans in this group and el sewhere are convinced that
somewhere in the VA record is a cancer diagnosis with
their name on it; they' ve just not been told yet.

A | ot of these people have garden variety |ynph
adenopat hy. The doctors in the area are not convinced by
it, but one of the reservists was able to talk to a
doctor, and convinced himto do a biopsy, and canme back

reactive hyperplasia, which is hardly surprising, but I
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think this is part of what's going on. People are
confusi ng adenopathy with di agnosed cancer. Next slide,
pl ease.

Gastrointestinal, pulnmonary, nuscul oskel etal;
the pul nonary cases are all snokers, not surprisingly.
There are 12 gastrointestinal diagnoses, but one
i ndi vi dual accounted for five of those, and one for three
of them Next slide.

Okay. This is detachnment 1124 in Col unbus, that

we just interviewed about three weeks ago, four weeks ago.
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Rel atively | ow turnout here, 46 percent, canme to the

drill weekend, that we were able to interview

UNI DENTI FI ED SPEAKER: Not Col unmbus.

MR. BERG |I'msorry, Atlanta. Yeah, 1124 is
Atlanta. Thank you, Steve. This has sonme interesting
characteristics. This group does not talk anmong itself,
and we sent the chief petty officer down, and he was
di sqgusted, because the senior enlisted people in the group
were not | ooking out for the junior enlisted people, and

the feeling is that, had they had nore of a | ookout for
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t he people, and encouraged nore group tal king and getting
toget her, sonme of these illnesses m ght not have been
t here.

The group basically took off for three nonths
after they came back, and did not drill. M own feeling
is that this could have been detrinental, based upon sone
of the other people we've talked to, and ny experience at
the Center for Prisoner of War Studies. | think the | ast
thing we want to do is bring people back froma very

i ntense enoti onal experience, and then just let them go
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their own way, w thout sone sort of depressuri zing.
Interestingly, they are different fromthe other
detachnments, where there's an awareness of the VA
registry, but many people are saying, "I don't want to
have anything to do with the VA." Mny of these
i ndi vi dual s were not even aware of the VA registry. Next
slide. That's just the synptons, just for informtion.
Next slide.
One psychiatric diagnosis. This was an

i ndi vi dual who cane back from Desert Stormto find his
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wi f e had been having an affair. There was a divorce, a
custody battle. He was railroaded out of his job, he
filed for bankruptcy. So, not surprisingly, he was
depr essed.

The ot her diagnoses are, again, a m xture of
things. The polynyositis is interesting. | don't know
whet her that has anything to do with Desert Storm The
di arrhei c individual has been worked up; no etiology. W
agai n have two sinus infections, and no cancer cases.

Next sli de.
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| just tal ked to Doctor Hayashi, who is down in
Knoxville. About 46 percent of the individuals have
medi cal di agnoses there. Again, it is a hodgepodge of
things. Interestingly, there is one individual with focal
nephroscl erosis, and three individuals wth sinus
i nfection; no psychiatric diagnoses, no cancer.

MR. SCHAFFNER: Bill, excuse nme. The person
with polynmyositis, is that a biopsy-proven diagnosis, do
you know, or is that a clinical inpression?

MR. BERG That's a clinical inpression, not a
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bi opsy.

Okay. What we are doing m ght be sort of mcro-
epi dem ol ogy. This is not the sort of study that needs to
be done, but we're responding to requests fromthe Surgeon
General and Congress and DoD, to sort of find out what's
really going on there, as opposed to what CNN i s saying,
so the conclusions are fairly tentative.

One of the things that's hindering us is that
there is no standard evaluation for these individuals, and

so, even though we may not have nmuch hepatitis, many of
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them were never tested for it, for an exanple.

There's also a | ot of variation from detachnent
to detachnment. We went down thinking that they were al
going to be the sane, and they're not. The attitudes
towards the whol e process and their experience varies
quite a bit.

A mnority have been given sone sort of
psychiatric diagnosis. So far, all of themthat have seen
a psychiatrist have a psychiatric diagnosis, but there are

two caveats for this. First, of all, there are a nunber
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of individuals whose evaluation is pending, and we have to
go back to see what the result of that is. The second
caveat is that all of these, except for the individual at
Atl anta, are from Asheville.

The next point, a |arge nunber of them are
synptomatic. Many of them have nore than 10 synptons that
they rate as significant, but, in contrast, there's very
little work tinme |ost, so they' re hanging in there and
continuing to work. Another caveat here, though, is that

t hese people, by and |large, work in the construction
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trade. They have little in the way of sick | eave, and for
many of them a day off fromwork is a day w thout a
paycheck.

Fear of cancer is common. M sense, w thout a
control group or an extensive evaluation, is that the
medi cal di agnoses are about what you woul d expect in this
group. This group is about 10 years ol der than the active
duty group. The nmean is about 39, and many of themare in
their 50s. Next slide.

"' mgoing to change gears a little bit here.
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Task forces and wor ki ng groups and coordi nati ng bodies are
proliferating in the beltway |ike nushroons after a rain,
and I'm on sone of them One of the questions that cones
up i's, "What is the Arned Forces Epi dem ol ogi cal Board
doing?," and | volunteer that the Board is aware of it,
they're aware of the study that the Arny did on the 123rd
RCOM (phonetic), and so one, and stressing, of course,

that ' m not a spokesman for the Board, but | think it
woul d be useful to present to you who the four najor

pl ayers are.
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The first one is the Defense Science Board Task
Force on Gulf War Chem cal and Bi ol ogi cal Exposure. This
was an attenpt to bring in outside experts, very credible,
to ook at the CWquestion, and hopefully say, "There's no
evidence of this,” and lay this to rest. \Whether it wll
work out that remains to be seen. The chairman of this is
Doct or Joshua Lederberg. The charter has expanded to
include all health effects, and they are in the process of
reviewing all of the data that is available. This science

board is to term nate sonewhere in the sumer, after
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I ssuing a report.

The second group is the Institute of
Medi ci ne/ Nati onal Acadeny of Sciences, which has chartered
a committee to review the health consequences of service
during the Persian Gulf War. They are primarily focusing
on the VA registry and the DoD registry and other data,
first of all to | ook at the adequacy of the registry and
make recommendati ons, and second to nmake recommendati ons
for additional epidem ological studies that need to be

done. This commttee will be in existence for five years,
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and issue an annual report.

The next two are sort of coordinating bodies.
The Persian GQulf Veterans' Coordinating Board is a tri-
agency, the departnents of Veterans Affairs, Defense, and
Heal th and Human Services, chaired by the VA. This is
nostly to make sure the left hand and the right hand are
tal king to each other, and nothing gets |ost between the
cracks in the governnment bureaucracy.

Finally, the fourth group, paralleling the
Persian Gulf Veterans' Coordinating Board, is the Gulf War
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Veterans' Health Matter Steering Commttee, which is an

i ntra-DoD body, |ooking at nmuch the same sort of thing,
and coordinating it.
So those are the four players, and of course
wi thin each of themthere are conmttees and
subconm ttees, ad nauseam That concludes nmy remarks. If
there are any questions, | would be happy to answer them
Post-traumatic stress disorder, particularly out
of Vietnam but there haven't been any that really | ooked

at synptonms. The synptons of post-traumatic stress
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di sorder

reacti ons and so on.

are nore

synpt ons,

are nore geared towards anxiety and startle

The synptons t hat

suggestive of, to me, if anythi

and the psychiatrists tell us

we're seeing here
ng, of depressive

there's sort of a

di stinction between anxiety and post-traumatic stress

di sorder,

and depressive synptonmat ol ogy,

so we really have

not seen this in other

| ooked at

groups, but nobody has really
it, at that particular |evel.
PRESI DENT DOWDLE: Yes.
MR. FLETCHER: Doctor Gerald Fletcher. | have
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really enjoyed this. | think a lot of this, in the ol der
popul ati on, probably had many preexisting problenms. Do
you have much data on the past history of these people,
i ke enphysema, hypertension? These are preexisting
probl enms, |'m sure.

MR. BERG We have tried to exclude the ones
that were clearly preexisting, but yes, a number of them
had preexisting hypertension and high cholesterol. None
of themwere terribly sick, because they are in the

reserves, and there's a certain variation. You can have
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hi gh bl ood pressure and be on nedicine, and so on. Anyone
with significant illness, by and | arge, woul d be dropped
out of the reserves. This is not entirely -- there were
certainly people we got over there, and found sinply not
fit.

PRESI DENT DOWDLE: Col onel Parki nson.

MR. PARKINSON: | just wanted to reflect on
sonet hing, a conversation that Doctor Ascher and | had
yesterday, while we covered the 30 mles back and forth

bet ween the three sites, at the medical school training
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site, and that is to |look at this phenonmenon as perhaps
reflective of a totally new way the DoD i s doi ng business,
in the total force concept. To my know edge, Desert
Shi el d/ Desert Stormrepresents the first tinme that we
massi vely nmobilized reservists, in the nunmbers, and with
the speed and rapidity, unlike previous efforts.

I think, as we nmove towards a total force,
| ooki ng at the preparation of individuals, both physically
and enmotionally and socially, pre- and post-deploynent, |

think this my be a good event, although it's comng to us
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in a nmedical guise, nedical conplaints, because, for a |ot
of reasons, those are nore socially acceptable, perhaps,

t han ot her ways of expressing stress and coping

mechani sns.

That's not to say that we don't have to
investigate it thoroughly, but unfortunately we're now
wel | beyond the case of -- well downstream of doi ng what
we shoul d have done in the first place, is detecting
whet her or not we truly had a case. This was an out break.

We never defined if we had a case, and now we're
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downstreamwith commttees, and with investigations, and
wi th physical exam nations, w thout defining the case up
front.

More inportantly, what's the phenonena that
we're really describing here? | think it has a |ot to do
with our use of the reserve forces, the disproportionate
reporting of reporting of the syndrone in the reservists
versus the active duty, and that's not nmeant to sound
pejorative, but as a phenonmena we need to study

systematically.
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PRESI DENT DOWDLE: Doctor Ascher.

MR. ASCHER: | want to enlarge on that a little
bit, and Bill and | had a conversation at |lunch as well.
Make sure that everyone understands that reservists do not
have health benefits in our present system and the anmount
of time that they're supported after denpbilization is how
| ong?

MR. BERG Basically, until they are
denobilized. There is a physical exam and if there's any

i1l ness or nedical problemthey are retained on active
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duty.

MR. ASCHER: \What rang a bell was your comment
of the fact that they really don't have a process to sort
of transition them back, with the support, and | think
that is the synptomthat Doctor Tom inson tal ks about,
where the people are brought back, and just dunped back
onto the civilian sector, with no support, no access to
health care. Even if they have headaches for a while,
they don't have any access to get treated; it's not in the

system They have to go through the VA and they have to
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activate all sorts of pathways that are just not there.

So | think, as we hear, and I'min this as well,
as we add nore of the support in the reserves, we have to
devel op a systemto carry the reserves back into society
in a nore organi zed way.

Now, being personally in a unit that was
nobilized as a surprise, we were not prepared, because the
pl ans for the nobilization did not include our unit. It
was changed at the last mnute, so this was clearly a new

thing, but it was also a surprise, and ny unit did very
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poorly.

They were supposed to go over; they didn't. They

canme back, they got stuck in Colorado, and it was just all

t he usual things, but we haven't gone and asked them

questions. Many of them are angry; | know that.

PRESI DENT DOWDLE: Ot her comrents?
CAPTAI N ARTHUR, UNI TED STATES MARI NE CORPS
MR. ARTHUR: |'m Captain Arthur, from Marine

Cor ps Headquarters, Director of Medical Prograns. There

IS one way a reservist can retain their ability to seek

medi cal

care, and that's through the VA, if they get a
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di agnosis that is service-related or service-aggravated to
a significant extent while they were on active duty. They
can get treatment for that ailnment through the VA but not
get gl obal health care through the VA

Anot her factor with the CB units is often they
don't go through basic training. They don't go through
boot canp. They are construction workers who have a uni on
card, and are accepted in their profession as builders or
heavy equi pnent operators, and they come on active duty

wi t hout really going through the usual boot canp, and the
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boot canp offers the young sailor or Marine an
i ntroduction to the armed forces that these fol ks haven't
had. They didn't anticipate that they would go to war.
They didn't anticipate the conditions; they'd never been
in the conditions. They' d never been in the arduous field
conditions, so | think they were set up to not be adjusted
to themas well as the regular active duty, or other
reservists who have gone through boot canp. Thank you.
PRESI DENT DOWDLE: Any other comments? Doctor

Har | an.
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MR. HARLAN: Harlan. The Veterans'
Adm ni stration has now gi ven a di agnosis, so that people
can present thenselves, and be seen, and be eval uated, and
that diagnosis allows themto also receive treatnent
benefits, an the other things that come along w th having
a di agnosi s.

MR. ASCHER: But if they had six nonths of
access to mlitary nedicine on the way back out to
civilian life, they can get their headaches and their

stiff necks and their tummy aches cared for, in a way that
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woul d transition them and they wouldn't have to get a
| abel of sonme VA diagnosis, which is a nightmare.

MR. HARLAN: Well, | think the real problemis
the VAonly in the past, | think it's two or three nonths,
has actually given this |abel, that allows themto cone
in, and allows themto conme in with conplaints, and to be
eval uated, so they went approxi mtely what, a year-and-a-
hal f, | guess, before they had the opportunity to do that,
and it was grudgingly given as well, so that, to these

i ndi vi dual s, no one appears to have been particularly
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interested in what happened to them Neither the arnmed
forces were interested, nor the Veterans Adm nistration.
The Veterans Adm nistration belatedly is interested. So |
think there's a great deal of anger and hostility.

MR. BERG If I may make one small addition, |'m
not sure the VA has actually made a diagnosis. | think
what has happened is that any Persian Gulf veteran who is
ill, and feels that it was due to that, can cone in and
get evaluated and treated for it. | don't think there's

any sort of diagnosis yet, and this is inportant, because
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there's lots of |oose talk about Persian Gulf Syndrone,
and simlar things. There's no diagnosis anywhere of this
syndronme. Doctor Sanford is working on an operational
di agnosis that will probably be geared nore towards
conpensation and disability pension purposes than any sort
of clinical diagnosis.

PRESI DENT DOWDLE: Thank you. As we discussed
yesterday, it's not too clear, exactly, what the Board
m ght do, particularly with all the other comm ssions that

we' ve got going and all the other groups. However, we




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

woul d certainly be glad to do whatever m ght prove to be
useful. We'd certainly be glad to do that, but I'm not
sure that we would want to junp in and start sonething
that's totally redundant.

Okay. We have cone to the end of the agenda
this norning, and it's now tine for the executive session
of the Board, and |I should point out that the executive
session, of course, is open, for those of you who would
like to stay. What | would suggest is that we take about

three mnutes, no nore than that. W' ve got to get back
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here and get started, so take a couple m nutes; be right
back.

(Wher eupon, a brief recess was taken.)

(Executive session.)

PRESI DENT DOWDLE: Can we reconvene, please?
Okay. There's two questions that have cone before the
Board, and | guess we m ght say a question that -- |'m not
sure it has formally come before the Board yet, but
certainly one that we are well aware of, so we need to

deal with those, and then there are a few other issues
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that we need to take up, as well.

First, I'd like to ask Mke if anything should
be brought up in the way of announcenents, and then if
you' d say a few words about the questions, and then |
woul d suggest that in dealing with the questions I'd |ike
to ask Lou Kuller to take the initiative here, because
obvi ously he's the one that's actually dealing with them
and so -- appreciate it. M ke?

M KE PETERSON, EXECUTI VE SECRETARY, AFEB

MR. PETERSON: Probably one thing we need to
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consider, and | need to give you sone background on, is,
as we've transitioned into an entirely new Board
menmber shi p, one of the things we have not done as a Board,
that we need to do sonetime in the very near future, is
appoi nt chairpersons of each of the subcommttees; that's
di sease control, health maintenance, and environnental
quality.

According to that AFEB charter, that is supposed
to be done on an appoi ntnment basis, by the President of

t he Board, and so we can either take volunteers, or you
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can leave it to Doctor Kuller and I, or however you feel
it should be done, but according to the charter it's
supposed to be done by appointnent by the President of the
Board. So you might want to just give that a thought for
a mnute, and let nme just review the questions, then I'1|
come back to that.

The | ast question, actually the first question
we heard about, was relative to the formation of a
subgroup to address the area of injury, norbidity and

nortality in the mlitary, and we certainly heard data,
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and have heard in the past, relative to that subject, and
the inportance of it. Bruce Jones has given nme a copy of
sonme topics. | have, | think, the only copy right now.
"1l make this available to you. You got an overhead
boar d?

UNI DENTI FI ED SPEAKER: He's going to pass them
out .

MR. PETERSON: Okay. He's going to pass them
out. You mght want to take a quick look at this. The

question for the Board, though, is, specifically, "Should
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we forma subconmttee on a continuing basis, to address
injury, norbidity and nortality in the mlitary, providing
advi ce and consent on an -- basis?" So that's the
question to the Board, and | think, based on the data at
this point, I think it's probably fair to ask whether the
Board feels that such a subcomm ttee be forned.

| don't think there's probably nmuch need for
much di scussi on. Maybe we ought to take a show of hands.
Al those in favor?

UNI DENTI FI ED SPEAKER: This is injury follow ng
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Bruce's board definition.

MR. PETERSON: Again, | think, once the

subcommttee is fornmed, our purpose is to do this under

the broad unbrella of the AFEB, and what we probably ought

to do at this point, since the Board has formally voted to

formthe subcommttee, is maybe ask for a show of hands of

Board menmbers who would like to serve in that capacity, as
menmbers of this subgroup. Doctor Hansen

Okay. So we have Doctor Perrotta, Doctor
Hansen, and Doctor Karol. Wat |I will do nowis work with
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Bruce Jones and ot her DoD representatives, and cone up
with sone additional menbers to the subgroup, who wll
represent expertise outside of the AFEB, but w ||
represent expertise in this particular area in the United
States, and they will make up the rest of the nenbership,
and then I'Il kind of turn the thing back over to Bruce
Jones as the DoD liaison, and | et him decide where to go
fromthere.

I would ask all the Board nenbers, in particular

t hose who volunteered to be on the subgroup, to take a
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| ook at this. This is kind of an idea sheet, maybe a
starting point. It certainly can be expanded, if you
desire. Lou?

MR. KULLER: | was wondering, if this is
essentially, as | see it, all issues related to
surveillance, is there sone interest in the Board al so
| ooking in terns of what to do about sone of the injury
problenms? | nmean, you presented sone interesting
problems. This seenms to be focused primarily on inproving

surveill ance, but not about any kind of inplenmentation of
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preventi ve approaches.

MR. ERDTMANN: | certainly think there is lots
of room for suggestions on specific preventive approaches.
It seenmed to nme that the broader, nore inportant issue

right now is establishing the foundation for ongoing
injury prevention and control, which really nmeans getting
a good, sound basis in surveillance, that can be used for
prioritizing progranms and research priorities, but I
didn't nean to exclude specific issues, but | thought that

the generic issues were nore inportant at this tinme than
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the specific issues.

PRESI DENT DOWDLE: Okay. Well, since you have
the floor, why don't you go ahead and go into the second
question, and did you have additional comments on the
second question?

MR. PETERSON: No. The only thing | want to
poi nt out, maybe when -- get back the appointnment of
chai r per sons.

MR. KULLER: | think the second question that we

have today that was presented is really very broad, and
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think it's also two specific questions. | think, fromthe
vi ewpoi nt of the Board, perhaps, the nost pressing
gquestion that we really need to deal with is the problem
as it exists right now at Canp Pendleton. It seens to ne
that this is a very substantial problemthat we heard
about, and the Board needs, | think, in response to this,
to at | east be able to deal with that particular problem

i mredi ately, or at least in the i nmediacy, at least with
sonme recomendati ons that we heard.

I think the second question is certainly the
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broader issue of respiratory disease, but | think that
there is a really very substantial problemright now, and
so | would think that the first thing the Board really
shoul d think about or do is perhaps |look at a group within
the Board, to make sone fairly inmmedi ate recomendati ons,
and to deal with Canp Pendl eton, the pneunonia problem at
Canp Pendl eton, and the respiratory di sease problemthere,
and then, secondarily, somewhat nore |eisurely, perhaps,
deal with the issue of acute respiratory disease, and how

to deal with this.
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The respiratory di sease problem has cone before
the Board repeatedly, in the sense of the fact that there
is clearly lack of interest and | ack of funding of
respiratory disease issues within DoD, as well as within
the federal bureaucracy, but | think the first problemis
a very serious one, and one that we really need to dea
with very quickly, and be able to at |east make
recommendati ons that may help the people at Canp Pendl et on
or people within the branches of the services, to respond

to this acute problem
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MR. ASCHER: On the procedural side, if we get
around the issue of being asked questions and respondi ng,
in the past, and in fact in recent history, the Board, or
a subset of the Board, has served as ad hoc comm ttees.
We reviewed the H V vaccine. There's sort of a standing
tradition of doing a little recatsial (phonetic) work.
Are you suggesting, or I will, that the service ask for a
subset of individuals to serve as an ad hoc commttee to
review the problem and sort of outside of the normal

channel s, and make recommendati ons, just as consultants to
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then? |s that appropriate?

MR. KULLER: Well, | think that that would be
appropriate. In reading this over, it's obvious that
there are two questions here.

MR. ASCHER: No, |'mtal king about the first
i ssue, only, the acute problem to actually ask sone
people to go and help themw th the acute problem

MR. KULLER: Clyde Deese (phonetic) has
conducted clinical research trials of prophylactic agents

in a high-risk active duty personnel, and | think that
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that's, besides clinical trials, really needs to deal wth
the problemin these high-risk populations, but |I would
agree with you, so |I'd appreciate any comments from any of
the --

MR. PETERSON: Well, there nmay already be a
mechanismw thin the Board, and that's what | addressed
initially, and that's the di sease control subconmttee.

MR. ASCHER: That would be the ad hoc comm ttee.

MR. PETERSON: And | guess we're talking about

the same thing, so it seens to ne that's alnpost a natura
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way to do it, and kind of falls back on --

MR. KULLER: | think we should set a tinme frane,
at least. | would like to see us perhaps make sure that
t he other Board nenbers get some kind of a report back,
within a relatively short period of tine.

MR. ALLEN: How have the subcomm ttees worked in
the past? Do we actually physically travel and get
together, or is it primarily through mailing materials and
conference tel ephone calls?

UNI DENTI FI ED SPEAKER: All of the above.
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MR. PETERSON: Yes. Sonetines, for exanple
during a two-day neeting, if the question is addressed on
the first day of the meeting, sonetinmes the subcommttee
will nmeet in the evening before the second day, and cone
up sone type of a draft response to questions. That's one
way to do it. In this case, the question, because of
timng and so forth, and snowstorms and everything, didn't
get addressed until the second day. Your suggestions, any
one of those can be done, depending on to what degree the

subcomm ttee chairperson and nmenbers need to have, in
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terms of time to take a | ook at the issue, and how much
time they need to cone up --

PRESI DENT DOWDLE: See, had this worked right,
it would have been nmuch sinpler. There would have been a
nmeeting last night, and then that subconm ttee woul d have
presented to the Board today, and then we woul d have
gotten feedback on it, and the thinking process would have
been quite different. That's the ideal way in which you
want to use it.

MR. ASCHER: And for the big question, that's
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fine, but I'msaying for the short term problem their
epidem c in progress, could we just give themthe hanmer
they need, by three or four of us taking phone calls, and
you go back to your people and saying, "The ad hoc
commttee, or the subcommttee, said, 'Do it?""

MR. PETERSON: Let ne nmke a suggestion, maybe,
just as a straw man (phonetic), and the way to do this is,
the di sease control subconm ttee nenbers, once a chairmn
I s appoi nted, maybe can do that today, since we have the

need to do it, and the chairman take the responsibility to
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canvass the nenbers of the disease control subcommttee,
and conme up with a proposed response that then, through ny
office, can be circulated to the rest of the Board
menmbers, and probably within a period, I would think, of a
coupl e of weeks, we should be able to get sonething back
in witing, at least to the first part of the question, to
the Navy, and therefore use the di sease subcontrol
(phonetic) through the chairman, and back to ne as the
executive secretary, to circulate to the Board nmenbers for

comrent and consent, and | think in a reasonabl e period of
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time have a response back to the Navy, at least to the
first part.

MR. KULLER: That woul d be excellent --

MR. PETERSON: | guess the key to that
suggestion, then, is the chairman of the di sease control
subcomm ttee. [|I'mnot sure if everybody even knows for
sure who the -- | think I've circulated this in the past,
but let me just read it real quickly, since we're talking
about the disease control subcommttee. |It's Doctors

Al l en, Ascher, Bagby, Chin, Gwnaltney, Poland, Schaffner,
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and Stevens.

It's a |large subcomm ttee;

those are the

menbers.

So | don't know how you want to work, but, |ike
| say, by charter, that's your decision, to appoint. |If
you want to be nore denocratic, and say, "Do we have a
vol unteer?,"” maybe you can do it that way, but | guess we
need to come up with sonebody.

M ke, you want to do that?

MR. ASCHER: | nom nate Doctor Chin.

MR. CHIN: | have to decline, because |I'm not
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goi ng to be around, periodically.

MR. ASCHER: For the record, the first part of
the question is not this; it's Doctor Kuller's first part.

MR. KULLER: Right. | think ny feeling is you
could deal with the second part by the next neeting, and
get us a report by the next nmeeting, on what we should do
about the respiratory disease problem | think the first
part should be resolved very quickly by the commttee, and
then the channels that were just reported, and at |east go

on record by the Board of what the recomendati ons were,
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based on the information we heard today.

MR. PETERSON: So, for the record, then,
guess, M ke, it's understood that you're going to do both
parts of the question, but in the order of inportance?

MR. ASCHER: Yes.

MR. PETERSON: Okay. | guess the only other
pi ece of business | have, since we're tal king about
chairman, this m ght be a good way to go ahead and get the
ot her two chairpersons for the other two subcomm ttees, so

let ne read those to the nenbers. Heal t h mai nt enance i s




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

Doctors Fletcher, Hansen, and Doctor Sell. Doctor Kuller
was a nmenber, but by virtue of being President now we'll
take himoff, so | guess we're | ooking again for a
vol unt eer appoi nt ee.

MR. GWALTNEY: ['ll be on it.

MR. PETERSON: Okay. Doctor Gwaltney. OCkay.
And the other subcommttee is environnental quality, and
that's Doctors Karol, Liu, Lucker (phonetic), Perrotta,
and Schottenfeld (phonetic), so we have two out of --

UNI DENTI FI ED SPEAKER: [It's the |ast person to
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push back.

UNI DENTI FI ED SPEAKER

her e.

UNI DENTI FI ED SPEAKER

vol unt eer ed.

UNI DENTI FI ED SPEAKER

al so.

UNI DENTI FI ED SPEAKER
UNI DENTI FI ED SPEAKER

you coul d be one of them

There's two that aren't

Doctor Perrotta

| thought | heard that,

Loud and cl ear.

I was going to ask you if
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UNI DENTI FI ED SPEAKER: I'"mon nore than one
comm ttee.

MR. KULLER: \Where is the --

UNI DENTI FI ED SPEAKER: Totally new comm ttee for
t he accident surveillance, or is this going to cone
under --

MR. PETERSON: No, this is going to be a
subgroup. The term nology gets a little nurky here. On
paper, we have three subcomm ttees, in our charter, and

what we're tal king about is form ng a subgroup, nuch |ike
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t he subgroup that we've already formed for HIV behaviora
change, and for alcohol norbidity and nortality.

MR. KULLER: |'m wondering whether the other
groups don't have nuch to do, whether the environnmental
quality group could not start out the accident
surveillance -- at |east as a starting point.

MR. PETERSON: Okay. Well, we did ask for sone
vol unteers for that subgroup

MR. KULLER: Ckay.

MR. PETERSON: And we had Doctor -- but that
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br oke down, and actually they represent two of those
people -- represent -- so | think we're set. W have
envi ronnental quality representation on the subgroup --
MR. KULLER: | think one thing that | think
woul d be useful for the Board, perhaps at our next
meeting, mght be to go over the mnutes of the |last four
or five Board neetings, and perhaps get an update of what
happened, | think, for a |lot of people who don't have a
menmory of the |ast couple of years on the Board, or two or

three years. It mght be useful to just see what was
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presented to the Board over the last few years, and
actually what's still current, what has happened, and what
ot her issues that are background, what we've done over the
past few years.

PRESI DENT DOWADLE: | m ght comment on this, as
well. | think during the last two years, | think for
t hose of you who have been around and associated with the
Board for quite sonme tinme, you' ve seen sSOmMe enornous
changes in conmposition. You ve certainly see changes in

the Board in the nunber of people that have now been
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appointed. So, in a sense, you see, with Bill Harlan --
essentially an entirely new Board from four years ago.
|'"mvery pleased to have been associated with
this evolution of the Board. | would hope that we can get
some of the old-tinmers back on, after they've had the two-
year | apse, to bring a little nmore institutional nenory
back to the Board, but | amextrenely pleased, and | think
we' ve got a Board now of sufficient size and sufficient
quality to really deal with nost of the issues that the

services mght wish to present to us.
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So | woul d hope, having nmade all these changes
in position, the Board to be now avail abl e and ready, that
the services indeed utilize the Board nore, think of the
wi der ranges of issues that could be addressed, and also |
woul d hope that the Board could be a little nore
assertive, to be honest. | nean, | think that there is
roomfor that, and, as we've tal ked about this before,
that there is no reason why we can't also bring up issues
within the Board, and can't also initiate things here. W

don't have to wait entirely for questions.
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It becones a little nore delicate, obviously,
and certainly we can work with the services in posing
what ever questions are needed, but it can be done, and I
woul d hope that you don't feel constrained by just waiting
on questions thensel ves.

So | do think you're certainly ready, and I
think that a great deal of credit here goes to Mke. M ke
has worked very hard, and | think M ke has done a very
good j ob.

Before | get too far into a swan song, let ne
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just ask the preventive nedicine officers if they have any
comments that they would |ike to nake.

MR. CUNNI ON: Captain Cunnion, the Navy. |
agree with your comments. | would |like to see the Board
nore active. | think our problemis that we get bogged
down with a ot of daily crisis managenent, and soneti nmes
don't have a chance to step back and see a bigger picture,
whi ch you fol ks can see, and | would encourage that the
Board come up with questions, and ask us, and go for it

i ke that.
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We definitely have benefitted in the past from
the Board's questions we've raised to the Board and their
answers, because we occasionally need a hamrer to hit our
folks with, and the Board is definitely a very good
hamrer. Sonetinmes, like in the JE case a little bit late,
but hopefully we can, by using that experience, show that
t he Board can predict these things, and you' d better
listen to the Board, because if you don't we're going to
be in trouble. So hopefully I would like to see a little

nore interacti veness, on both sides of the fence.




—

© 00 N o o b~ w DN

L e T = T e S e
N~ o 00 b W N B O

MR. ERDTMANN: Col onel Erdtmann. | woul d
certainly echo Steve's coments. | see the changing face
of the AFEB as a positive thing, and | think the
opportunities to bring some of the former nenbers back is
al so a possibility that I would support, for the
continuity issue that you nentioned.

I woul d have no probl em what soever with the
i ssue of the AFEB asking questions to the services about
how we do business, to perhaps get us thinking nore about

possi bl e questions. W would then ask you back. So |
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certainly wouldn't feel threatened, fromthe Arny
perspective, of having that happen. It has not happened
very much in the past, and I would encourage it.

We can still, if we don't have good answers for
that, maybe that actually will generate the need for us to
do sonme nore work, to get better answers for you, and then
to nove forward with the issue.

My | ast comment would be that | personally am
sorry to see you |l eave. Your |eadership has obviously had

a major inmpact for this whole process, and I wi sh you well
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in your next role, whatever that happens to be. G ve us
your phone nunber, for two years from now.

PRESI DENT DOWDLE: M ke.

MR. PETERSON: Just very briefly, I want to echo
bot h Captain Cunnion's and Col onel Erdtmann's comments on
your | eadership, Doctor Dowdl e.

Two observations. One is, in your role as new
Board nenbers, | think there's an increasing need,
certainly fromny little cubicle of the world, to know you

on a personal basis, and hope that we can have di al ogue
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bet ween neetings. It has been inval uable, for exanple,
conversations in support that |I've received from Doct or

Fl etcher, regarding a very controversial fitness
assessnment program and | think that type of availability,
and in |Iike ways, if you know of things in the services,
prograns that could be of use to you, in your academ c or
practice circles, use us as well. It should be a

bil ateral and usually a beneficial relationship. Anything
that is a good relationship has that give and take to it,

and that occurs largely outside the context of these
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meeti ngs.

Secondly is to just say that we may be in a very
new era in DoD Health Affairs, and, without jinxing him I
hope that Steven Joseph's confirmati on goes snoothly.
He's a denom nator public health person, for many of you
who know him and it may be an opportunity, putting on ny
political hat, for some high-level contact, and M ke has
al ready tal ked about this, between the AFEB and DoD Heal t h
Affairs, at a level and with a sensitivity that perhaps,

whil e there sonmewhat before, has never been there to this
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degree, and | think that that should be explored

explicitly, early on in the -- assum ng that he gets
confirmed, I'mlooking forward to that very nuch.

Thirdly is sonething that Rick and | have tal ked
about, and it's really broadening the scope, if you wll,
alittle bit beyond the historical, even the areas that
are represented now by nmenbership on the Board, and that
is the role of preventive nmedicine in epidem ology and
health care. W're nore and nore convinced in the Air

Force that the cornerstone of managed care is prevention
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and epidem ology, and I think, in the circles in which you
all work, that if there's a way in which we can even bring
you sonme controversial things |ike PSA screening prograns,
or, you know, those types of issues which, quite frankly,
are going to be bottomline issues for our nedical
commanders, that we can show that the AFEB and preventive
community is uniquely positioned to contribute to the

di al ogue. | think that will be a very convincing way to
get questions asked of the AFEB, and vice versa. | don't

see anyone, really, right now doing that function within




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

g 3
O

PRESI DENT DOWDLE: Steve?

MR. CUNNION: May | ask one interjection here?
One of the first things the Board can do for us, and Bruce
Jones brought it up earlier and stuff, the problem we' ve
all faced, since we'll all been in preventive medicine, is
that we have no outpatient database, and the DoD spent
mllions of dollars producing a CHCS (phonetic) program
for outpatient database, and didn't even include

di agnosis, so, | nean, we're still fighting an uphil
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battle in the bureaucracy, to be able to coll ect
information to be able to use for health care.

MR. KULLER: | think this is why it's inportant
to go back over previous neetings of the Board, because we
spent a whol e Board neeting dealing with the probl ens of
surveill ance of clinical data that could be useful for
preventive nedici ne and epidem ol ogy, and it was an
extrenmely interesting nmeeting, but obviously nothing came
fromit, so if we at | east go back and see what the Board

tal ked about the last time, three years ago, about this,
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or two years ago, at |least we can start fromthat point
and go forward, rather than start all over again.

PRESI DENT DOWDLE: The other thing, of course,
that we set out to do a couple of years ago, was to give
t he new Board and the new people com ng on an orientation
to the services, and | think that's been extrenely
successful. It hasn't been without its cost, of course,
inthat it's taken up time fromthe Board. | nean,
obvi ously, we spent half-a-day yesterday, and we spent

hal f - a-day at nost of the l|ast four neetings that we've
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had, but | think that's been extrenmely useful. Now
essentially all branches of the service now have been

i nvol ved, and had briefings, orientations, and | would say
that we certainly ended up in a very good one, and we
woul d once again like to thank our hosts, and particularly
Captain Ledbetter. Please pass on our thanks to all of
the staff here who have done such a great job in providing
us the type of experience that we needed, so thank you
very much.

MS. LEDBETTER: | will, sir
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MR. KULLER: We'd like to thank you for your
| eadership over these years, and especially during this
transition. Wthout you, I'msure this transition my not
have worked. The Board has really come around very
nicely, I think, and we all really appreciate it, the work
you' ve done for the Board in the past few years, in making
sure of the transition, which is snooth. [|'mrather
surprised how snooth it's been, given the turnover of
nunmber of people, and different focus, et cetera, but it's

your | eadership that's made it possible, so thank you, and
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we all wi sh you well.
PRESI DENT DOWDLE: Thank you, but we al so have
another. W also need to thank Bill Harl an. Bill has

wor ked very hard for the Board over a nunber of years, and

Bill has been given sone very difficult assignnments, and
Bill, we appreciate how nmuch you've done, and you w |
find quite a few things about Bill, if you go back into
the previous -- so thanks again.

So, Lou, | don't have a gavel -- a hamrer.

MR. CHI N: Before we | eave, M ke, there were a
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coupl e of questions that were raised to the Board in
bet ween the neetings, one on HI'V and one on | ead. What
happened to those? Are we ever going to hear anything
about then?

MR. PETERSON: What was done with those
questions, then, they were the types of questions that
didn't require a specific answer. They were nore
questions addressed for advice. The advice was provided,
verbatim back to those who asked the question. That's

anot her way the Board can do business, so there was no
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need to go back to the rest of the nmenbers of the Board
for a census, or a straw man. The information that was
provi ded by --

UNI DENTI FI ED SPEAKER: | would just also like to
say thank you to Walter, Bill.

PRESI DENT DOWDLE: | would like to see though, I
mean, | would |like to make certain that all of the Board
menbers have a chance to make any comments that they would
li ke to make, or ask any questions, before we get away.

We've got just a few nore m nutes.
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MR. FLETCHER: Let nme nmke one comment. |'ve
really enjoyed talking to M ke Cloud (phonetic), the
exerci se testing standard physician at the Air Force. |
think this is inportant, that we nove along here to find
sone standard type of exercise -- involve the other
branches. Actually, sone of the runs and so forth I
bel i eve are dangerous to a degree, and I think we need to
have a standard, sinple, submapsical (phonetic) way to
| ook at people's |evel of physical conditioning.

I think actually this can nove on. A lot of the




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

things that we've tal ked about, there is sone soft

that healthy, well-conditioned people do have | ess

dat a

infection and things of this type, and I think noving on

in this two-and-a-half population here in the mlitary,

that we can really provoke sonme prevention in
areas, so | think we have sort of a |aunching

proper fitness assessnent, and we can nove on

st andardi ze that through a series of neetings.

woul d be very, very hel pful.

many ot her

board with

and

think it

MR. ASCHER: |'Il speak to process as well, as




—

© 00 N o o b~ w DN

T S e e
o 0 A~ W N B O

17

their whol e business. As | nentioned, several of us did
sit on the vaccine advisory, about a year ago, for Don
Bur ke (phonetic), on the m crogenesis product issue, and
what's interesting is that that deliberation was never
mentioned in any of the subsequent press, and in fact it
was never even indicated what our recommendati on was, and
it wasn't done officially, and I think we have to think
about that as an issue.

It m ght have been the better way to do it, it

m ght not be, but we've got Persian Gulf War in the sane
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way. Are we going to have quiet deliberations, where
not hi ng ever gets transmtted, but we were very smart and
nobody knew it, or, you know, are we going to |ook
foolish? | don't know, but |I'mthinking that we ought to
worry about that ad hoc process, and naeke sure it gets
connected with the official mechanism and maybe Doct or
Joseph could be made aware of the fact that that's a
useful mechanism and, had that cone out earlier, it mght
have sol ved the problem and not have four reviews, and

consensus conferences and God knows what, about that
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vacci ne.

PRESI DENT DOWDLE: John?

MR. GWALTNEY: At the |ast neeting there was
rai sed the possibility that the adenovirus vacci ne supply
m ght not remmin avail able. Has that problem been sol ved,
do you know?

PRESI DENT DOWDLE: Woul d anybody |ike to speak
to the adenovirus vaccine? Wat | had heard after that,
in my inquiries, that there was another batch, in fact,

t hat was being nade. That other batch was supposed to be
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| asting five to seven years,
think there's a real
t hat .

MR. ERDTMANN:. Sir,
any new i nformation on that.
I was not aware that

PRESI DENT DOWDLE:
sonet hi ng t hat
what | had that for.

MS. HANSEN

guesti on about what

t hat was brought

t he Board needs to give tine,

It's been great

or sonething |ike that, but I

happens after

Ri ck, you may know sonet hi ng about that.

unfortunately | don't have

| was not at Fort Bragg, and

up as an issue.
But, |

mean, clearly that's

so that's

Bar bar a?

knowi ng you; can't
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wait to see you back in two years.
PRESI DENT DOWDLE: No comments on nme. Ckay.
Thank you very, very nmuch. It has indeed been a real
pl easure, and I wish you all the luck in the world.
(Wher eupon, at 10:01 a.m, the above-entitled

matter was adj ourned.)




