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PROCEEDI NGS

DR. KULLER: Ckay. It was a very good and
lively session yesterday. |t was very inportant, |
t hi nk, and very interesting issues.

Col onel O Donnell, do you have anyt hi ng?

COLONEL O DONNELL: | don't have any
adm ni strative announcenents.

Ensi gn Boyce, do you have any
adm ni strative announcenments?

MR. BOYCE: Good norning. Anyone who needs
any type of transportation this afternoon or needs
hel p getting back out to the airport, 1'll be glad
to assist you or if anyone needs an actual ride.

DR. KULLER: We have plenty of cars, so
anyone who needs a car after the neeting?

DR. KULLER: Anybody who needs a ride, |
know I have a car that's enpty.

MR. BOYCE: If you can, let nme know at the

adj ournnent, so we will know.
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DR. KULLER: If you have a little map on
how we get out to the road to go to O Hara, that
woul d be hel pful.

MR. BOYCE: [|'Il make a map for you

DR. KULLER: Thank you.

MR. BOYCE: |If there is anything anyone
needs, feel free to let me know. That's all | have.

DR. KULLER: Thank you. We're going to
have the preventive nedicine officers' reports.

We'| | start out with Captain Trunp in the Navy.

CAPTAIN TRUWP: Good norning. Before we
get started, although |I don't see any of them here,
| just wanted for the record to show ny appreciation
and that of Navy Medicine for Captain Sel ect Bayer,
General Commander Mewshaw, Ensign Boyce, and the
rest of their staff here at Great Lakes for
supporting us, going with the flow when the
schedules ran long and the like for the sessions and

in keeping things on track.
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They did a good job and | hope everybody
enjoyed their visit here to Naval Training Center
Great Lakes.

| don't have a |ot of things to present
this morning for the preventive nedicine officers'
report. | just wanted to go over a fewitenms. W
did have shortly after the | ast Board neeting out
37th Navy Environnmental Health Workshop, Navy
Cccupational Health and Preventive Medicine
Wor kshop, again with about 1500 plus attendees in
mul tiple services and civilian organizati ons.

We al so had that nmeeting the 3rd Annual
Navy Health Pronotion, which has been -- again,
anot her growing activity within Navy Medicine.

These are sone of preventive nedicine units
t hat have continued their activities. Captain Berg,
whom many of you are famliar with from previous
presentations, is here once again for the

Epi dem ol ogy Board. Currently, the task force and
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surgeon down in Guantanano Bay, Cuba taking care of
t he Cuban popul ati on down there.

Ot her nmenbers of his unit in May spent two
weeks in Jammica. This was a joint operational
training effort with the 27th Arny Engi neers from
Ft. Bragg. What they were doing was devel oping a
public health nodel for -- the acronymis MEDRETES.

But it is historically when the mlitary
medi cine i s brought into deploynent after the field,
they will often do nedical clinics in the field, nmed
canps. The utility of those fromtinme to tine is
guesti onabl e, whether we really do any good out
there if you go in for a couple of days and you give
bills, immunizations or whatever.

What they were doing in this effort was
wor king very closely with the engineers, with a team
of seven preventive nedicine specialists,
ent onol ogi sts, nmedical health officers, technicians

and epi dem ol ogi sts, working with the mnistry of
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health and the mnistry of defense there in Jamaica,
trying to set the stage not only on that exercise
but for future ones and how we can make these
efforts nore for the public health focus and
hopefully with a | onger terminvestnent.

They have plans to go back next year and
continue that effort.

The other thing that's going on -- and this
is atri-service effort of preventive nedicine
peopl e, especially in Norfol k, who have been very
involved with the Armed Forced Medical Intelligence
Center, Preventive Medicine Oficers fromthe other
services, should | ook at our disease informtion.
And this is really part of the 12 point plan that
Dr. Joseph nentioned yesterday, trying to do a
better job with future deploynents in as far as
getting information out, identifying the health
risks.

And the current effort is to try between
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the three services to cone up with a single set if
preventive nmedi ci ne recomendations for depl oynments
to particular countries. So that if we're depl oyi ng
a teamto Croatia, the basic recommendation is going
to be the sane, whether it's a Navy team an Arny
unit that's going out. That the source of
information that they go for risk information wl|l
be the Armed Forces Medical Intelligence Center

And then as a part of that, they will also be able
to get what is the three services preventive
medi ci ne position on what those di sease
recomendati ons should be. And hopefully avoid sone
of the confusion that was brought up yesterday, |ike
with the nmeningococcal vaccine.

There are sone issues that we will bring
before the Board. There are a |lot of other issues
that we really just need to sit down as the service
preventive nmedicine fol ks and work out our

di fferences and make it a standard policy.
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Qur preventive nmedicine unit out in San
Di ego has been involved with an ongoi ng out break or
followup of an outbreak at the Basic Underwater
Demplition SEALS training course. | nentioned this
at the |ast neeting.

Where out of -- in Class 199, they had an
out break or suspected outbreak of G oup A beta
hemabitic streptococcus. Ended up admtting six of
the students fromthat class; two of whom were
positive for G oup A beta hemabitic strep, one of
whom di d have an extensive necartizing faciitis,
requiring skin grafting and a | ong conval escent
peri od.

They have inplenented sonme control neasures
at present, including pneunococcal vaccine and
hi propal i s influenza B vacci nation, along with
bicilla prophylaxis. They are |ooking at the
effectiveness of this. And with the follow ng

class, they had two out of 214 students went through
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-- had evidence were carriers of Goup A beta
hemabitic strep. 1In the follow ng class, they found
no carriers.

They're going to collect -- continue to
collect information. This is a topic that we would
like to present hopefully at the next Board so that
you're aware of the issues and can only assist us in
| ooki ng at some of the questions about the control
measures that are in place and whet her those are
appropriate to continue.

The preventive nedicine teamat -- in San
Di ego has al so been involved with vector
surveillance, in particular with hanta virus
surveillance in rodent popul ations on the West Coast
at Mramar Naval Air Station. And at present is
found just a very |l ow preval ence of the virus
conparable to the surroundi ng conmunity.

Qur preventive nedicine unit out in Hawaii,

EPMJ 6 participated in Cobra Gold 94, which is a
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joint training exercise in Thailand, where they
devel oped sone village specific patient needs,
profiles, during the nedical clinics that they
conducted ashore. Did nmosquito surveillance.
Anot her vector surveillance and pesticide safety
training with the | ocal population there.

And the other activity that's been goi ng on
recently has been a joint effort with CDC s Division
of Vector Borne Infectious Diseases at Ft. Collins,
our vector ecology and control center in California
and the preventive nedicine team out of Hawaii,
where they invested a dengue outbreak on Palau. In
an island popul ation of 22,000, there were 734
cases, including two deaths, that had been reported
by the end of May.

They have confirmed that dengue Type 4
whi ch was not previously isolated on Palau, is
present. And conducted househol d surveys.

The environnmental surveillance denonstr at ed
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Aedes aegypti and al bopictus were present in 18
percent of the hones and in 19 percent of those
hones, they had found active breeding sites.

And they have done some ot her surveillance,
i ncl udi ng rodent trapping and at present have found
about 20 percent of the rodents positive for typhus.

Finally, in Europe, our preventive nedicine
unit there has historically since the early 1950s
been | ocated in Naples, Italy. For a variety of
reasons, the unit has relocated in the past few
mont hs and has noved down to the Island of Sicily to
our Naval Air Station at Singanella. And in the
m dst of noving 20 people, plus the equi pnent and
staff, they've continued their activities including
exercises -- again, joint exercises in the Ivory
Coast, and al so over in Al bani a.

And just finally as a followup to Dr.
Fletcher's presentation on health pronotion in the

wor kpl ace yesterday, all three of the services have
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very active and growi ng prograns in health
pronoti on.

This may be an itemthat the Arned Forces
Epi dem ol ogi cal Board would |ike to hear about in
nmore detail in the future, | think. That's
sonet hing that we could put together as a tri-
service presentation for a future Board neeti ng.

One of the things that | think is of
interest and cane up briefly yesterday is that there
are -- we are doing sonme things to collect data on
the health status of our population. There are two
| arge Departnent of Defense surveys, one anong
active duty nenbers and then anot her anopng al
heal th beneficiaries. The active duty nenber survey
is an outgrowth of what had been an historic survey
of drug use, alcohol and other substance abuse
surveys that had been useful over the years,

docunenting a declining drug use in our popul ation.
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But realize that as that problem goes away,
there is still value fromthe survey. The current
survey that's out, the results should be com ng.
Initial results should be available within the next
month or so. Have added a | ot of questions that get
into health behaviors, health beliefs, health status
i ncl udi ng perceptions of the nental health status.

The survey anong all DOD health care
beneficiaries -- that includes active duty famly
menbers and al so includes the retiree popul ati on
-- is looking at their health status in their health

care use, including some questions about

satisfaction with DOD health care. | think when
t hose anal yses are available -- and |I'mvery
interested in those. | think they would be of great

value to the Board here to hear sone of those
results, and | think that's sonmething we could
arrange for our future neeting, also.

Any particul ar questions?
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DR. PEROTTA: Captain, do you have the

i sol ates of the Goup A strep? Are you going to

keep then? Because that probably would be hel pful.

CAPTAIN TRUWP: | think they have those.

don't know what the results are.

DR. KULLER: Sonetine back we had a report

on tuberculosis. |Is there any update or

anyt hi ng

whi ch coul d happen with problenms with tubercul osis

shi p- board, about a year or so back?
CAPTAIN TRUWP: We have not
t uber cul osi s, ship-board outbreaks.

certainly have not backed off on our

control program which is still annual

Thank you.

had any recent

And we

t uber cul osi s

DR. KULLER: Col onel O Donnel

go next.

testing.

is going to

COLONEL O DONNELL: Good nmorning. |'m

going to be using a few slides to project off the
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conputer. Dr. Blackwood can help me with that.

Pl ease slip to the next slide. The topics
" mgoing to address very briefly are those shown
there. And |I've got a slide for each, so we can go

to the next slide.

First, with respect to tropical nedicine
training -- and this is -- I'mgoing to sunmari ze
the results of a tri-service consolidation of

tropical nmedicine training that goes on in DOD
Many of you may be famliar with the rare course,
Walter Reed Arny Institute of Research, the six-week
course in tropical nmedicine. The Navy course
believe is a four-week course, is that right, in San
Juan?

AUDI ENCE MEMBER: About six weeks.

COLONEL O DONNELL: Six weeks. Okay. As a
result of | guess a DOD Directive study, those two
courses are going to be nerged. It will end up

bei ng a four-week consolidated course, probably to
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be put on at Bethesda on the campus, actually on the
Uches facilities. That will be primarily an
academ c | aboratory kind of endeavor.

And then there will be foll ow up practical
experience associated with the academ c phase. And
that will then follow on with specialty. M
understanding is that infectious disease docs w ||
get the four weeks at one of the | aboratories,

either in the Navy or the Arny, that are scattered

around the world. And all others will do two weeks
in afield site, that I'm not sure of the specifics
of where that will be.

The Air Force course which gone for many
years down at -- | guess Brooks Air Force Base,
gl obal nedicine, will continue. The major change in
that is that will be open to all of the services.
And as | understand it, it will still be a once a
year course, but its capacity will be expanded and
each of the services will have -- hopefully wll
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have a code of slots in that course.

Next slide.

DR. KULLER: Can | ask you a question about
t hat before you go on?

COLONEL O DONNELL: Sure.

DR. KULLER: Is there any thought ever to
open that course, even for a fee, to non-mlitary
peopl e, given the cost that the training in tropica
medicine in the United States and the availability
of training and the fact that a fair nunber of
peopl e go out of the United States to get training.

Maybe because it's a nice environnent. But has
t here ever been any thought about opening those
courses up to non-mlitary in the sense even for a
fee, kind of a fee for service basis al nost?

COLONEL O DONNELL: | do know that the
course of Rare has in the past years has had non- DOD
students in the class. | don't know the details of

how they got there. | think it was a space
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avai |l abl e basi s.

AUDI ENCE MEMBER: The Navy course did,
al so.

DR. KULLER: You charged them for that or
sonet hi ng

AUDI ENCE MEMBER: I don't know what the
details were.

DR. KULLER: Ckay.

COLONEL O DONNELL: Many of them were --
can renmenber when | attended, there were many
prospective Peace Corps volunteers who were going to
pl aces in the world where they m ght need it. But |

don't know nore recently. Does anybody el se know?

AUDI ENCE MEMBER: It's becomi ng nore the
norm

DR. TRUWP: | think there may be sonme uses
also -- I'"'mnot sure what the title is. [It's one of
the centers for tropical nedicine training. |

expect that would be an expectation that that would
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eventually be the case.

DR. KULLER: It m ght be worthwhile to | ook
at that and see even about potential advertising and
charging a fee for it in the sense of supporting
sonme of these activities.

DR. TRUWP: Their MBAs programis open to
non- Depart nent of Defense.

DR. KULLER: |I'm thinking of these short

courses especially where there may be sone real

val ue.

COLONEL O DONNELL: A brief word about HV
testing in the reserve conponent. In the Arny,
within the reserve conponent -- that is USAR and the
National Guard -- policy fromroutine force testing

for H'V has been the same as for the active
conponent, which is a test every two years.

At the initiative of the fol ks at
essentially the force com commander -- and actually

the initiative came out of National Guard, they're
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interested in backing that up to a | ess frequent
testing. |In essence, the force com commander bore
of f on that.

There was sone resistance out of the
medi cal community to doing that. However, in
essence, we have acceded to the wi shes of the line
commanders. And the frequency is being noved back
to every five years. That at least puts it in
synchrony with the requirenent for routine periodic
physicals to folks in the reserve conponent.

How that will be done, there is sone rea
details there on how to work that out. In the past,
a contractor would sinply go to sites and draw
bl ood. And that worked out pretty conveniently.
Physi cal exans are done on a nyriad of sites. And
it's going to be an entirely different process.
Reserve conponents are going to have to work through
t hose details.

The goal, in essence, the justification was
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that the reserve conponent felt sinply the process
for collecting specimens was detrinment to the
training process because of the limted tine
avai l able for the reserve conponent to train on
weekends. They felt this was a nmmjor inpact on the
training.

Again, we felt that was debatable, but they
canme on very strong about that issue.

Next slide.

The followup to the Board's
recommendati ons on Hepatitis A vaccine, the Arny has
cone out with a policy to the field, in essence, on
how t he vaccine will be used. It very nmuch mrrors
t he general recomendations to the AFEB, the focus
bei ng on fol ks who are going to places where the
risk is high, particularly going for a | ong period
of tinme.

There was a little bit of internal

di scussi on about when to use |G versus when to use
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t he vaccine. W settled on a policy which says that
if you're going for longer than five nonths, you
probably ought to go to the vaccine. O if you're
going repeatedly, which is difficult to anticipate,
but if one expects to go repeatedly through a high
risk portion on the walls, then the vaccine is
probably the way to go.

The attenpt is to reenphasi ze the val ues of
i mmunogl obulin in a controlled Hepatitis A This
certainly has a role in post exposure to prophyl axis
of Hepatitis AL So that was an inportant statenent
as a part of the policy.

Of course, with many initiatives and
i nnovations comng on in the mlitary, there were no
funds associated with this policy. And so a fornal
request to get additional funding to be able to
i muni ze things is in the works.

Next sli de.

Dr. Joseph alluded briefly to eval uation
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for the Gulf veterans. The only thing | wanted to
mention is that of the many who have actually
conpleted or are in the mdst of seeking their

eval uations to be done, the Arny is greatly over-
represented. About 50 percent of those who went to
the Persian GQulf were Army, either active conponent
or reserve conponent. About three-quarters of those
in the program the DOD program are Arny veterans
of a conflict.

As | think you've heard, the -- given the
constraints of this programin an epidem ol ogi c
sense, but even forgetting those constrains, nothing
new, shocking or surprising has arise.

Next .

A followup on the adenovirus business
whi ch we tal ked about at the |ast neeting. That
i ssue of a dependabl e supply of the vaccine is not
yet resolved. Again, the issue relates primarily to

probl ens the manufacturer is having with com ng up
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with a permanent basis of manufacturer for the
vaccine that they feel is up to standard, given FDA
and OSHA criteria for what is a sound vaccine pl ant.

You may recall that in essence the services
went wi thout adenovirus vaccine for essentially a
year. It was just around the tinme of our |ast
meeting that the manufacturer produced a year's
worth of the vaccine. And that got out to the field
and started to be used.

But during that year w thout vaccine, sone
pi cked up on the fact that there actually did not
appear to be any outbreaks of adenovirus disease in
basic training centers, which m ght give one cause
to think about the nmerits of continuing the problem

But as luck -- perhaps bad luck would have it -- in
|ate April, actually the last week in April, first
week of May, there was an out break of adenovirus 4
di sease in Jackson

It turned out it struck the training

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

326

battalion, whose training cycle began just before
t he vacci ne becane avail able at Ft. Jackson. This
represented a cohort of trainees who essentially had
not received the vaccine. Anpongst the conpany which
was harvested, they had during this two-week period
essentially 10 percent of the trainees hospitalized
for adenovirus disease. And that figure is very
rem ni scent of historical precedence of the problens
t hat adenovirus represented in basic training.

Next .

DR. KULLER: Can | ask you a question wth
t he adenovirus. Do you see any hyperactive airway
di sease or any problem for hyperactive airway
di sease in response to the adenovirus? Most of our
-- We see a peaking of adm ssions for asthma in our
popul ati on when the kids go back to school about
t hat, which woul d suggest that there nust be at
| east some infectious conponent to it? But nost to

t he ast hma out br eaks.
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But nost of ny colleagues in the civilian
worl d has absolutely nothing to do with asthma.
But, of course, when | ask them proof, they just
tell me their superior intelligence says that
adenovirus is not related to asthma.

| was just wondering whether --

DR. PEROTTA: It's a paraflu agent and RSD
at the beginning of the school vyear.

DR. KULLER: | know, but have you seen
-- that seens to be what it is. But have you seen
any hyperactive airway di sease?

COLONEL O DONNELL: | don't have any
information on that at all.

DR. KULLER: It m ght be interesting to
| ook at the people who got hospitalized and whet her
there is any evidence in the past of having
hyperactive airway problens or exactly what they're
devel oping. There nmay be no relationship at all.

DR. ASCHER: |"msure it's true
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anecdotally. Not necessarily the adenovirus. But
during those respiratory illnesses, weeks and weeks
of night cough in adults and everything else. And
there are sonme studi es underway. | don't renmenber
what virus they're doing, but there are sonme people
at UCSF that are actually working on that in the
nodel .

DR. KULLER: It's a huge prevalence in the
m nority popul ati on now and getting worse. | don't
know i f that has any inpact on hospitalizations from
-- there are actually recruits who are anong your
adenovi rus popul ati on, especially |ooking at, again,
whet her there is any -- it would be interesting to
| ook and see if there are any relationship even with
race or other ethnic contributions to the
hospi talizations for adenovirus, whether there is
any relationship at all.

COLONEL O DONNELL: | really don't have any

information to shed any |ight on that.
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| want to nmake a few comrents about
personnel issues in Arny preventive nedicine. At
the monment, we feel we're suffering froma shortage
of occupational nedicine physicians, in part because
our training base would turn out two to three
occupati onal nedicine docs a year from our residency
program But our attrition rate is pretty severe
for a variety of reasons. People are retiring.
Peopl e are sinply getting out, conpleting their
obl i gati on.

And that's nuch nore acute than in the
ot her mmj or, | arge conponent of preventive nedicine,
t he general preventive nedicine for public health.

We do have three residency training
prograns within the Army. | nmention it just in case
some of the Board nembers are not aware of that. W
have the one program of occupational nedicine at the
CHPM where | think we'll be nmeeting next tinme. And

then there are two other prograns, one at the Walter
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Reed Arny Institute of Research in general
preventive nedi ci ne and one out in Madigan Arny
Medi cal Center Takoma, which is public health,
general preventive nedicine.

This is sinply a listing again for
famliarizing menbers of the Board to rem nd them
that within the Arny there are other preventive
medi ci ne professionals who we consider part of the
preventive nmedicine famly. And they include -- and
they're sort of ordered in ternms of size.

Envi ronmental science officers and sanitary

engi neers. Ensign Boyce, who is actually the Navy's
counterpart to environnmental science officer, he's
an environmental health officer. There is about 150
of these in the Arny.

We have just over 100 community health
nurses active duty comunity health nurses. There
are about roughly 50 imrunol ogi sts and about 50

heal th physicists, active duty officers. And then
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we have 650 or so enlisted preventive nedicine
technicians. That's about 600 general preventive
medi ci ne technicians, who are sort of jacks of al
trade. The enphasis of their duties, at |east
training enphasis, is on their ability to perform
field preventive medicine duties that is to
basically oversee the quality of sanitation or
environnental health in a deployed force or at | east
a force in the field.

And then we've got about 50 or so who are
actually trained in -- as health physics
technicians. Their basis of operations is actually
in hospitals primarily to support the hospita
radi ati on safety program

And then | would be remss if | didn't
mention we actually have a | arge nunber of civilians
who work in the preventive nedicine program |
don't have a nunmber for you there. But they nunber

-- besides admnistrative personnel -- many
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occupati onal nedicine physicians, occupati onal

heal th nurses and industrial hygienists. Virtually
all of our industrial hygienists working out there
and doing grass roots industrial hygiene are
civilians.

Next .

And that's all | wanted to report on this
norni ng. Any questions?

Yes, m'am

DR. STEVENS: | have sone questions about
the Hepatitis A vaccine. | guess |I'm puzzled about
the rationale for not vaccinating people who are
depl oyed for |less than five nonths.

COLONEL O DONNELL: The rationale is
primarily cost driven. It's $2 for IG It's $32
for Hepatitis A. The reasonable -- if one is going
overseas, one is active duty and goi ng overseas for
four nonths, let's say, to use kind of a silly

exanple. And one is a captain in the Arny, let's
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say. The chances of that happening if he stays in
the Arny he's going to go overseas again to a high
risk area is probably excellent.

So if one were able to say that with sone
surety, he probably should get the vaccine.

But, in essence, we had to draw a |line
somewhere in ternms of when to use |G and when to use
vacci ne, cost being a primary factor which was a
consi derati on.

And initial proposition was if the travel
was for longer than two nonths, and that edged up to
five months primarily as people | ooked at the dollar
cost. As a matter of fact, what was issued to the
field was primarily a -- | guess you could say it
was a policy or a set of guidelines for the field to
use, how strictly people were observing that
particular criteria. And | have no idea. It
woul dn't disturb nme that people were edging it down

towards two nonths, because frankly what we were
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trying to be considerate of was the fact that there
is no extra funding acconpanied this policy. So the
cost of whatever was done at the |local l[evel would
have to be borne out of the | ocal budget.

So if they chose to go with what is
essentially a proved indication for the vacci ne,

we' re not about to second guess them So it's sort

of a conprom se, | guess, if one |looks at it.
DR. STEVENS: Do you have any idea how many
peopl e have been vacci nat ed?

COLONEL O DONNELL: | have no idea.

DR. BROOME: They've taken -- you' ve taken
t he agenda item off on i mmunogl obul in, but I
understand there is continuing issues of potenti al
shortages and there is also, as you say, potential
need for the immunogl obulin for post-exposure
prophyl axis |let alone the civilian sector, which
Dennis and | have sone reason to be concerned about.

So | guess | wonder whether any of those
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consi derations go into decisions about the use of a
vacci ne, which I think we all agreed would be the
optimal strategy for prophylaxis in advance.

COLONEL O DONNELL: Well, the wording of
the policy was nice in the sense that it had a | arge
i ntroduction. But, in essence, it said the day wll
come when we will just give the vaccine to
everybody, a universal vaccination. And then it
went on to describe why we're not suggesting that at
t he monment and cost was essentially the major
consi derati on.

You mentioned the 1Gissue. W did have
that on a tentative agenda for this tinme. It kind
of fell out. But -- and |I'm not sure whether or not
it mght not be worth revisiting at a future
nmeeting. That was sonme of the |lingering question
about Hepatitis C

DR. CHIN:. Just a general question with

regard to this policy. How about the other services
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in terns of Hepatitis A?

DR. TRUWP: The Navy issued a very simlar
policy endorsing the use of the vaccine, but not
mandating it. W are |ooking at whether we can nake
a case for readi ness purposes and whet her we shoul d
vaccinate all of our Marine Corps recruits in
particul ar, and also those that go through sonme of
the special warfare and the construction battalion,
the CBs. Because they historically will deploy to a
high risk area for three nonths to six nonths during
their assignnent. Even the Marines, 85 percent of
them | eave after one tour, it would probably benefit
in vaccinating them

So we're | ooking at that and also trying to
get funding to do that. But as far as mandati ng
that for all travelers, all deployed personnel right
now we do not do it.

DR. CHIN. The Navy when you go out on --

DR. TRUMP: On shi ps.
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DR. CHIN. On ships, yes. Basically, you
know, the two-nonth business is --

DR. TRUWP: Right. Wen they're depl oyed
on ships, depending on where they go, they' |l be
maki ng port of calls. |In general, we have not
recommended, except for a few places, that they were
getting i munogl obulin. The port visits are short.

You know, it's a very brief travel to a port city,
and just basically historical data. There's not
extrenely high risk of Hepatitis A

DR. CHIN:. And two or three nonths |ater
they could be in another city.

DR. TRUMP: Right. But again, you know,
even as they go fromport to port, we're not
recommendi ng i munogl obulin, either for the whole
five month -- six-nonth depl oynent or necessarily
for whole period. The ideal situation would be to
have a big pot of noney and just make this

mandat ory. But the reality is we have to | ook at
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t he cost and hopefully phase it in over tine.

COLONEL O DONNELL: In essence, what we
canme out and strongly recommended, if you will, is
if you're going overseas for five nonths to a high
risk area on orders, and that would apply not only
to the active duty but also to famly nmenbers and
civilian enpl oyees.

And we al so had a high order of priority
for units, whose mssion is essentially rapid
depl oynment to places in the world |ike that.

And then the fourth category, which was in
the high bracket, for people who are at occupati onal
risk of Hepatitis Ainfection. It's a pretty small
group, but it's a nust, | think, for that group.

And then there were all others, which we
did in rank order. And I think the rank ordering
was next for new accessions to the mlitary. And
any last or all other active duty folks. So they

are kind of in catch up. But we acknow edge t hat
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t hose last two are probably at sone tinme in the

future, we'll be able to do that.
DR. STEVENS: Do the people for the Navy,
are they vacci nated?

COLONEL O DONNELL: No. They've got
i mmunogl obulin. | don't know what's happeni ng now
actually. | can't speak for today.

Thank you.

DR. KULLER: Col onel Parkinson, the Air
For ce.

DR. PARKINSON: | did sone higher level map
and | saw we had four presentations in 35 m nutes.

That gives us about eight mnutes a piece. So I'l

be brief. 1t's considerably |ess than the defense's
case against O.J. | have a sense of loss, as a
matter of fact.

As | said, I"'mjust going to -- what | want
to cover very briefly today is the -- a few
hi ghlights fromour 1994 TB report very briefly. An
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update on some of the 20 projects that the Ofice
for Prevention and Health Services Assessnments has
underway, and solicit your input as to which ones
you would |ike to hear about at future neetings as
t hey conme on-1ine.

| put prevention and practice canpaign in

what | call potpourri, which is just a couple of
reflections. First of all, if I could have a poetic
license to say a couple of things about -- along the

lines that Dr. Joseph tal ked about yesterday, what's
happening in the Air Force and how our surgeon
general was specifically setting sone strategic
initiatives in a couple of major areas that directly
i nvol ve preventive medicine.

Basically, TB -- despite the increase of
depl oynments around the world, the Air Force is
havi ng declining nunbers of tuberculosis cases. W
only had three active duty TB cases | ast year.

That's | ess than one per 100,000 conpared to a
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national rate in excess of ten, of course. But that
rate was as high as 400,000 in 1990. But the

bi ggest inpact is that we have lost the really
sudden philosophy of TB. Clark Air Force Base in
the Philippines is no |longer on our plate. And that
was a major vector of tuberculosis in the Air Force,
if you will.

We have given approximately 20 percent nore
tuberculin skin tests in 1994 due to our
depl oynments. However, our conversion rate is very
| ow.

And what is good news is we | ooked at what
proportion of our recent converters to be given, 89
percent. We asked people to docunent why we did not
pl ace people on INH.  And indeed they weren't. W
weren't pretty happy with that nunber, which has
i ncreased over recent years.

Under OPHSA, | just want to show you there

are three major areas that OPHSA has initiatives
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undergoing. Just to rem nd you, this is a unique
organi zation with the Air Force in the sense that it
responds directly with the surgeon general and what
we call the executive policy board, which is made of
all of the five rank officers in the nedical corps,
nursing corps, bionedical services corps, et cetera,
in the Air Force.

And they overview -- they oversee all of
t hese projects quarterly to make sure that they're
on tinme, below budget, and that we actually turn out
sonet hing useful, which is alittle bit neat | think
sonetimes in the mlitary.

Central research database. This will be
on-line in about six nmonths. It will link for the
first time Air Force personnel, nedical, financial
and PD wi de type database. So we will begin to be
able to get at questions of who went TDY, when.

What is their pronmption rate as it relates to the

medi cal problens they may have had. Can we get
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their fitness scores, their true max score into that
dat abase, to start to do the type of second |evel

epi dem ol ogy, which is where | think is where health
status and health research is going these days.

The Air Force behavioral risk factor
surveillance systemis not just an HRA. It's
nmodel ed on the tel ephone survey of CDC, but it's
tailor made for a few nore additional Air Force
factors. That will be conducted this fall on a
representative sanple of the Air Force. And that's
what we will use as a netric to nonitor our health
pronotion year to year

Now, it's self inportant and can validate
some of it for other aspects, but that's certainly
what we will use for Air Force specific information.

Morbidity nortality disability chart book
is sonething that we've provided to every single MPF
commander. That will be a snapshot and profile of

the Air Force, the health status and the popul ati on,
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if you will, as well as sone indicators |I think to
track on their base to nonitor key things we
consider to be inportant.

The health enroll ment assessnent review on
July 12th. This is the enroll nment docunment that's
being used in Region 10 to assess the health status
and to predict the future health care needs of
enrol |l ees under the tri-care benefit plan. It's
being -- it will be used in Region 6, rather, which
is Wlford Hall; Region 4, which is Keesler Air
Force Base. It asked for the product as well as
Regi on 10.

It's our intention to deliver this and al so
to put prevention in the practice of an annual video
to General Anderson to then take to Dr. Joseph at
the tri-care executive conmttee, General George P.
Anderson who is the PDASD for tri-care and is
al ready very involved in both of these projects and

would like to see themgo tri-care w de.
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So the notion here is that we devel op
products, farmthemout. |If DOD wants to pick off
of them fine. There has already been interest in

the comrercial sectors, sone managed care

organi zations to | ook at these projects and say,
this is the kind of state of the art stuff we're
interested in.

The second major area, of course, is
prevention readi ness. These reflect the areas that
| think Dr. Joseph spoke about yesterday, the two
hot areas being readi ness and managed care.

Best practices in health promotion. |
won't go into all of these. This is exciting.
| mruni zati on tracking has been a recurrent problem

Regi on 10, which is Travis, is asked to |link all of
their various inmmnization clinics throughout the
entire region in its autonmated database.

We're collaborating with the Center for

| muni zati on with CDC. And CDC has told us that
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this is one of the prototypes that they would | ook
at nationally for |inking inmmunizati on databases as
they try to upgrade the level of inmunization
systens i nformation

Al cohol abuse reduction and prevention is
what are predictors of alcohol abuse that we could
pick up early in a young, enlisted person's career
such as weekend institutes and preventive
interventions before they turn up with a DW or sone
type of "unintentional injury” in ER later in their
career. How can we devel op a screening instrunent
that's nore sensitive than either the cage or the
mask that could be used for that type of thing?
They're relatively crude. What are sone things we
can do to get at that sooner.

Injury in female recruits, increasing a
prof essional interest in females. W' re |ooking at
t hat anong Air Force and also their experience in

Desert Storm | tal ked before about how we're now
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linking up -- all our Air Force bases are now on-
l[ine with Wonder PC, so that we have a real tine
communi cabl e di sease report. |In a sense, our
account is the 51st state for CDC and we'll be able
to look at that data el ectronically.

Under managed care -- and these are just
sonme of the ones. Vhat do physicians,
adm ni strators, others needs to know in the managed
care environnent to make us conpete effectively with
the private sector? Wat we realized -- we just
held the first neeting of this |ast week in Denver
with a group out of Puget Sound. We had Kai ser out
t here, of Col orado, and a nunber of other groups.

What we found, of course, is a consistency,
but it's not the first. You put intelligent people
in the right system and they behave appropriately.

And to be honest, sone of the managed care
directors are absolutely incredulous. The DOD would

want to try to conpete in a managed care
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environnent, the personnel, particularly clinic
conmanders, rotate every two to three years. They
said it's absolutely inconprehensi ble of us that you
coul d expect to have a systens approach that | ooks
at inproving quality when providers and the
conmmander change every two to three years.

And there is no incentive to the things
that are inportant to them |Incentives being a
totally capitated population with an inperneable
wall. The patients getting in and out of your
patient panel and a truly capitated budget where
there is no place to bleed off noney. Then you
change | eadership every two to three years. They're
sayi ng you have an uphill row to hoe.

| think one of the things that will cone
out of this project in the report within six nonths
is that it may | ook good on paper, but you' ve got to
| ook at the incentives in the structured system

| want to go a little nore into PIP,
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because this represents kind of, | think, the Air
Force and Navy DOD' s first major clinical

-- clinical guideline, as well. W currently have a
pil ot study underway at Randol ph Air Force Base to
see how the materials work in the clinic, how the
Air Force clinical preventive services flow sheet,
whi ch was adapted off the PIP materials for which we
have provisional approval for one year to use in the

medi cal record, how that is being accepted in the

clinic.

What type of manning and staff you need to
have to fill that thing out. Because, again, we
just don't -- our provider, our personnel ratio, is

very poor. This is a programthat doesn't have to
be done by the physician. [It's better not done by

t he physician. The problemis we tend to keep al

of our physicians and get rid of all of our

adm ni strative staff when we do down-sizing. It's a

probl em
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One of the reasons in the FY96 budget,
General Anderson has ear-marked approxi mately $26
mllion specifically for disease prevention and
health pronotion is to do those additional things
t hat you m ght need to increase the appropriate
delivery of mamogranms, pap snears, two-year-old
i mmuni zations, et cetera, et cetera. W made the
argunment that we do not have the incentive that a
private HMO has. W don't have a nasty consuner
br eat hi ng down our backs | ooking for nunerous report
cards or standards. We don't have a capitated
budget and we don't have enroll ed popul ati ons.
Until we do, we need to ear-mark $25 mllion and
tell those commanders we expect this to be done.
That's essentially what's going to happen on 1
Sept enber .

From 28 to 31 August, we are -- just went
out and said we want two provider/adm nistrators, at

| east one provider fromevery single Air Force NTF
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worl dwi de to cone down to San Antonio. W'IIl put on
a three-day course that will have the |ogistics of
foot prevention and practice, but nore inportantly

what is the skill building in clinical prevention.
How do you do an effective five-m nute exercise
counseling intervention that Dr. Fletcher was
tal ki ng about yesterday? The physician assisted
counseling for exercise, the Pace project in San
Diego is sonething we'll use. The NCI five-m nute
snoki ng cessation, ask it by the systemrange.
We've got to build skills in each of our

NTS about how you do effective clinical prevention.

What are the ways -- what is EDI S? What
are we tracking? What is the HVO downt own conpeti ng
with you? What are they nmeasuring?

So it's really the guts of how we're taking
it seriously, planning progranm ng and budgeting for

sone of this stuff.
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That |l eads ne to ny potpourri comment.
Hepatitis A, very briefly. W put out guidance
saying that if you're a nobility physician -- that
is, you' re expected to go frequently overseas to Ul,
we recomend very strongly that you use the
Hepatitis A vaccine. And we have asked for the
budget requests fromall of our major conmands that
have cone in. Col onel Roudebush confirmed that our
SG of fice has been very proactive in |looking for the
funding for this and trying to go forward, whether
it's supplenmental or whatever.

But my -- the spin-off of this is
elimnating nobility lines. Mbility lines is a
creature of World War |, as far as | can tell. And
as we get to nore automated systens with smart cards
and things like that, there is no reason we have
people lining up, ook at shot records and get on
t he pl ane.

Now t hat we've elim nated essentially the
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| ast pass of imunization fromthe i mmunizations
we're giving, we don't have to have themthere for

i muni zations if we have the right system So maybe
what we can do is streamline that process.

The total force concept which cones up
here, with the Guard and Reserve and things, is when
| say real or Menorex, we talk about it all of the
time, but increasingly in all of our jobs when we
tal k about what's going on with the CCP, we're
tal ki ng about policies that just don't wash with the
Guard and Reserve. How can we get to that? | nean,
" mjust raising issues that the three of us
confront all of the tine.

I ncreasingly, we down-size the active
force, go to nore Guard and Reserve, the very types
of disjoints that Col onel O Donnell just said about
H 'V periodicity and people who have got full-tine
jobs is an issue. W don't address that

systematically. Only a handful of us go to the
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Associ ation of MIlitary Surgeons U.S. Conference,
which is what the Guard and Reserve go. There is a
| ot of things we need to think about.

There is a major initiative going on in our
office called Building Healthy Communities, a
Quantitatively Epidem ol ogically Based Approach.

Two products that we're going to try to generate in
t he next three nonths:

One is a briefing to the Chief of Staff of
the Air Force by our surgeon general using existing
Air Force data and best civilian data, either from
fortune 10 conpanies or fromthe public health
sector says, it's not 100 percent perfect. But here
is our estimte of how much noney you are spending
ineffectively in line operations because you are not
investing line dollars in nedical prograns that are
cost savings, in the sane way that Chrysler, GM and
Tenaco does.

We have a dysfunctional incentive system
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What DOD does is split off the nmedical budget from
the line budget within the five sides of the
Pentagon. And that disincentive goes all the way
down to the base level. So the incentive that the
corporate nedical director of IBMhas to basically
decrease Wrknmen's Conp, be responsive to the I|ine,
we don't have the base level. W have to build in
the incentives to make that happen. W're going to
go to the chief and say, give us X amount of dollars
to give you this amount of bucks. We'll sign a
contract. And we'll neasure Workmen's Conp, snoking
cessation rates, hospitalization rates, et cetera.
But we act as if the DHP operates in and of
itself. We're the only organization in the United
States that does. You know, DHP' s real product is
defense. But we never talk to the |line commanders
about what we can do for them So this is a
guantitative approach to try to do that. On one

level, it's very anbitious.
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But on another level, | think it's where we
have to go, because, as you heard Dr. Joseph say,

t he nedical side of the house is getting increased
scrutiny. W' ve got to show our relevance to the
line. And that is the bottomline. It is the line
stupid, and we've got to go back and |link to what
we're doing to what the product of this Air Force
is. And it follows on target. And if we can't do
that, then we really should be out of the business
probably and we should go downtown to sone ot her
heal th care.

Hopeful ly that unifies some of the thenes
of the things we've tal ked about. From our
standpoint, it's an exciting time. W've got sone
dynam c | eadership and potential for a | ot of change
in a short period of tinme, | hope.

We'l|l be pleased to update the Board on any
or all of these as they conme on-1line.

DR. STEVENS: | don't understand the

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

357

mobi lity |ine.

DR. PARKINSON: Well, that's -- and | was
just being -- part of that is they're very
practical. Part of it is nore theoretical.
Mobility line is the classic -- okay. W' re going

to go on nobility. Everybody comes down to the
hangar in the Air Force. They all show up with
their bag. And everyone nekes sure, okay, you have
one set of underwear, you got your sungl asses,
you've got your |lip balm But nore inportantly, do
you have your inmunizations, do you have your dog
tags, do you have your whatever.

And as we nove to an era where on |ID or
sonething like that we have el ectronic information,
you could do one of two things. You could just
quarterly run that thing through a machi ne that
says, ny entire unit is fully up to date on all of
these things or they're not. And we can use that as

a netric to neasure conmmander's performance and
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flight service performance for units.

Ri ght now, again, we're using 1890s
technology and it's like the Civil War with the way
we're doing sonme of this stuff. And Hepatitis A was
really the | ast passive inmunization that we had to
use for performance at least in the Air Force. W
don't have anything else that we have to give. So
that's one | ess reason that we have to have people
doing that type of thing. Qur goal is to automate
t hi ngs so that we don't have any |last m nute -- oh,
by the way, we had a briefing three weeks ago by the
optometry community that said, a |lot of people in
Desert Storm were unable to performtheir jobs
because we didn't have enough eyegl asses. To be
honest with you, that's sonething that shouldn't
happen. Part of it was there is not a data tracking
systemto see who has got their eyeglasses. Wen
you're over in Saudi Arabia, you don't have Four

Eyes right down the street and you can go and get
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anot her pair. Things like that. You know, they're
not nmedi cal, but they are nedical, because -- you
know -- it's a piece of nedical equipnent that
shoul d be there.

Ostensibly they were arguing that what we
need is a forward based optonetry |ab. You know, it
sounded a little bit like, well, let's make -- you
know. No, we make sure people got eyegl asses.

That's just a prohibitional procedure. But that's

typical of the type of -- you know -- kind of system
failures that are very sinple stuff. This is not
conplicated stuff. [It's just a systemto do better.

DR. STEVENS: Are you saying that now
certain types of magazi ne vacci nations are better
options and you don't have to worry about it.

DR. ASCHER: Tal ki ng about the reserves,
you know, | always nmention this, the sanme issue
conmes up. When the Reserves used to be bigger and

Desert Storm happened, there were |ots of units out
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there that had various |evels of readiness and
various | evels of designation of deploynent. And
when it happened, there was a random assortnent of
who went and who didn't. And the readi ness was
absol utely what you said. The people would go down
there and spend all this time figuring out who
needed what and it was a ni ghtmare.

What has happened very clearly in ny
experience in the down-sizing era is they've taken
out all of the lower tier units and they put all of
the resources into preparing the upper tier units
for nobilization. And this has been practical
becaUse they don't have a problemof limted
resources. They've got |limted resources, but it's
a limted population now. So what you're left wth,
at least in nmy experience is -- and | just left a
unit that closed 600 people, is that what's left is
depl oynent and they've got all of their stuff up to

date. And that's the goal. You can do it when you
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have a small force.

But it nmeans every single person is on the
line to go and there are no surprises. And there is
nobody | eft that's not ready to go in concept.

DR. KULLER: And | think that was the
thrust of like a GAO report and others that cane
out, because this was a big, contentious political
issue, as well as it probably should have been when
sonme 25 percent of sonme units couldn't go or had to
be recalled. There were |arge nunbers of people,
very cost inefficient, to do that type of thing.

DR. STEVENS: We found one of the | argest
things we worked with is we found PG issue, is that
the Congress is extrenely angry at all of us for is
t hat shot records were | ost or people clained they
got a shot and it wasn't on their record. People in
t he program 80 percent of the people in the program
claimed they got peristygm. We know that's not

true, but we can't prove that. And records were
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lost. | nean, wholesale unit nedical records were
lost. And they're hoping that going to the
automat ed system here down the line -- we were
tal king about it earlier, a smart card or sonething,
is going to help sone of that, because
accountability is a real problemw th us right now.

DR. KULLER: | only want to say is |I served
from day one when the problem occurred with Agent
Orange for two reasons, because before it happened
we were interested in what happened that twins in
Vietnam-- we were involved with the first twn
study which exploded into this huge Vietnamresearch
program And the one thing that we spent an unpteen
anount of time was on the absence of records in
dat abase. We made recommendati ons after
recommendations. And that's why | said ten years
about what we're hearing again today.

And | think it's nice to keep making the

recommendati ons. But sooner or later, | think -- as
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| mentioned yesterday -- there needs to be sone real
effort not only to get people experts in conmputers,
but al so the people who know how to build the
systens which will work for the people who have to
do the work who need the systens to make things
work, to work together, because the systens really
are awf ul .

| mean, the standing joke was we fed back
the information to the mlitary about where the
troops were in Vietnam And they could never
basically replicate where people were when you gave
t hem exactly the sane names but blinded them
essentially to what they said before. We got totally
different data back and realized that nobody really
knew where anybody was.

There was nothing wong with that, | nean,
w th what was going on there. It wasn't their job
to keep a database. They were fighting a war. But

| mean, the reality was there was no data -- really
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was no database that's useful. And I think it's the
sane problem It's people telling us where they
were, what they were doing, you know.

DR. ASCHER: You said before the nore

t hi ngs change, the nore they stay the sane. In
World War |, there was gas exposure of a few
Anmericans. The nunber of clains for that illness

| ater on far exceeded the nunmber known to have been
exposed, but nobody could figure it out. So we had
to pay them

DR. KULLER: | think it's interesting and
there's a real need to develop the systens for
keeping track. A nodern system dat abase is
critical.

DR. LEE: Along that line, | was just
wondering what's -- can you el aborate a little bit?
VWhat is a central research database and who has
access to it?

DR. PARKI NSON: Well, the problem has been
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to link databases in such a way that you can -- you
can | ook epidem ologically at any question you want
to know about. So what it is basically is the
personnel records which is everything froma
person's home, where they were born, country of
origin, their home residence, |evel of education,

their pronotional records, all of that type of

thing. O course, the hospital records -- you know
-- by social security nunber, hospitalization
records. The other mmjor piece involved, TDY,

personnel things, or DCPDC type of defense conmand
power data center.

I n other words, the degree to which we can
get a snapshot. And it really is just the systens,
you know, accountability things that we heard about.

Is that people say, hey, you' ve got the care of ny
son or daughter for three, five, twenty years.
You' ve got to be able to tell ne what happened to

him And if we can't say that this person had this,
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t hat and the other deploynent as part of his 12
poi nt performance plan and what the health -- it's
just the health records says that person is and what
we did over themover tinme, put themin harm s way,
is just not -- it's not the right thing to do, first
of all. Politically, it's unsaveabl e.

But, nore inportantly, there are sone
i mportant questions. Particularly if we get the
chroni c di sease and health pronotion, we'll be able
to get the -- there is so nuch of this, the outcones
are not necessarily health status. There are a | ot
of other areas. Productivity, |ost work days,
Wor kmen' s Conpensation, all of that stuff. W could
do that.

So it's the ideal -- it's kind of a Holy
Gail, but we're going to take a crack at it and see
if we can get you back here in four to six nonths.

One final announcenent. We started

di al ogue yesterday. Last year, the Navy hosted a
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recruit training nmedicine conference, if you wll,
in -- 1 guess it was May of |ast year, this year,
May of '95. Dr. Blackwood and the fol ks down at
Wl ford Hall would |like to propose, and both David
and | -- Frank, | haven't talked to you about it
yet. But with the notion that we make that kind of
atri-service effort every year in May. We propose
next year that it be May 6th to 8th. The Air Force
woul d host it as a tri-service effort, if you would
talk to Dr. Blackwood. And that we rotate it anong
t he services every year.

| mean, the issues we're tal king about are
all overlapping. They cone here to AFEB. W could
probably invite AFEB representations for the
i nfectious disease conmmttee to cone. But it's just
| everagi ng our scarce resources. So if you'd |ike
to talk nore to Dr. Bl ackwood, it would be a
conprehensi ve | ook at medi cine on an annual basis

for scientific updates and things |ike that.
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Thank you.

DR. LEE: Do the services have sone speci al
program for femal es? Do you have one?

DR. PARKI NSON: Part of that was because
-- yeah. Sone of the other research is being done,
| believe, in Arny. The Defense Wonen's Health
Initiative was Congressionally nmandated research
funding, and there is some wonen's health issues.
And that was done through an internal peer review
process.

DR. ARDAY: There are mniatures of the
slides, hand-outs at the table if you want them
"1l try and keep this brief since we're running way
behind. And I will talk about Hepatitis A
recommendati ons, but not the first thing off.

One of the issues that cane up in the | ast
quarter for us is the alien mgrant intradiction
operati ons exposure again. W had a case where we

had a vessel with 150 Chi nese aliens, which was
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intradicted off the coast of Mexico. And there was
sonme concern as to what di sease exposures were
involved. So we -- in coordination with the CDC and
some folks in PHS, a PHS officer went out there and
medi cal |y exam ned each of the aliens that were on
board the ship.

One of the prime concerns was Hepatitis
risk. So we drew 49 bl ood sanples. It was not a
truly random sanple, but nore of a convenient sanple
anong the crew nmenbers. None of the people were
clinically jaundiced. But of those 49 sanples, 22
or 44 percent were Hepatitis B surface antigen
positive and anti HBC | GM negative, indicating they
had carrier state for Hepatitis B

Ot her diseases that they noted anong them
primarily upper respiratory illness synptonms. There
was a m ni nrum anount of diarrheal illness. And
scabies was fairly conmmon anong these individuals.

Envi ronmental sanitation on the ship, no
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surprise of course, was poor. They didn't have any
hand washing facilities. They didn't have any
functioning toilets. This is an issue primarily for
our folks that go on board and that stand watch on
the ship during the interdiction process.

DR. SCHAFFNER: What happened to these
fol ks?

DR. ARDAY: These individuals -- |I'm not
totally sure. | believe they were -- they
originally went to Mexico and then were returned to
China. They were not admtted to the United States.

Al t hough there were sonme femal es on board and |
note kind of as an aside that it is INS policy that
if there are females that are pregnant, they are
gi ven automatic asylum So pregnancy tests were
provided for the femal es on board, but none of them
happened to be pregnant. Don't ask ne why. |
didn't --

At any rate, the primary concern for us now
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is revision or reconsideration over Hepatitis B

i mmuni zation policy. As it presently stands, al
full-time health service personnel are required to
have Hepatitis B inmunization, emergency nedica
techni ci ans, other than the health service personnel
-- and we have a fair nunber of themin the Coast
Guard -- are strongly recommended. But it's not
mandatory. The issue here primarily is for the
boarding crews. And as our policy has stood, it was
felt that it was -- their exposure risk was
relatively low and it was not recommended, although
we all owed for case by case i nmmuni zati ons.

The issue now is that there are a nunber of
fol ks in our Major Logistics Command Pacific, MC
Pac, that want to have all of the boarding parties
i mmuni zed based on this data. So we're | ooking at
the cost of that and we're consulting with sonme of
our folks at the -- consultants at the CDC and

Hepatitis Branch, as to whether that would be
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feasi bl e and what the cost would be. But we know
that it would be in the mllions of dollars to get
everybody, because probably half the Coast Guard is
at risk for being involved in a boarding party at
any particular tine.

DR. PEROTTA: Do you have any cases anpbng
t hose boarding parties?

DR. ARDAY: No, we have had no cases.

DR. SCHAFFNER: Injuries? Do you have any
injury record of what happens to boarding parties?
Are they likely to sustain injury that are
potentially contam nated?

DR. ARDAY: No, they are not likely to
sustain injuries. | won't say that injuries never
occur. Boarding parties do occasionally trip, fall,
have cuts, things |ike that.

DR. SCHAFFNER: | nean, you know, injuries
that m ght be contam nated by bl ood and body fl uids.

DR. ARDAY: Right. W also have
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occasionally there are altercations on board the
shi ps where you could have this type -- that type of
exposure occur.

DR. SCHAFFNER: So you're really like a
public safety officer.

DR. ARDAY: Correct.

DR. SCHAFFNER: |'m curious about the EMIs.

Do the EMIs in the Coast Guard do the sanme kinds of
activities that civilian EMIs do?

DR. ARDAY: Yes. They are --

DR. SCHAFFNER: | nust say |'m surprised at
the i mmuni zati on policy, because that certainly
applies to the -- you know -- the OSHA requirenents
apply to EMIs and | think quite appropriately.

DR. ARDAY: Right. | understand what
you're saying. Again, it became a cost issue and in
| ooking at the data, we didn't have any reports of
Hepatitis B. We |ooked at our rates anong the Coast

Guard nenbers and didn't find anything.
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The reason we don't -- hadn't done it for
bl anket EMIs, we have a | ot of people that basically
do the EMI certification, serve as an EMI for two
years and then aren't an EMI again. So we have a
hi gh turn-over in our EMI popul ati on.

DR. SCHAFFNER: | know what you're saying,
but during that period, two things. They are
exposed to bl ood and body fluids. Second, the
recommendation is that anybody who enters the health
provider field ought to be i munized during their
training. There is sone -- there are sone data to
suggest -- and | think they're also reasonable
-- that injuries and exposures are actually nore
common during training during the early years of
performance than they are when you get to be kind of
seni or.

So what you've got is a group of fol ks who
are turning over fairly rapidly, but they're

actually the highest -- probably at the highest risk
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period of their lives, their professional lives. It
strikes ne that they ought to be i nmmuni zed.

DR. ARDAY: Well, as | said, the policy is
currently under review. So it's probably going to
be changed. | don't know particularly what the
decision will be on the EMIs and the boarding crews
at this point in tine.

DR. KULLER: Wbuld it help you at all if a
statenment canme fromthe Board with just -- if the
Board put a statenent for you saying that, would it
help at all? |If the Board nmade a full body
statenment saying that.

DR. ARDAY: It would hel p.

DR. SCHAFFNER: You coul d convey the
i nformal sense of the discussion and ask for a
recommendat i on.

DR. KULLER: At the next neeting of the
Board, if it's at all helpful, you could ask a

question and the Board would be glad to give you a
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statenent back through the Board saying that you
presented this issue and the Board made the
follow ng recommendati on.

DR. ARDAY: [|'Ill raise that when |I get back
to Headquarters. | imagine the decision to inmunize
these fol ks are probably going to be made within the
next couple of weeks. So if it's still going back
and forth by the next Board neeting, |I'msure
definitely will be bringing it up.

DR. STEVENS: What do you think is the

sense of -- where do you think it's going to cone
out ?

DR. ARDAY: Well, I'"'mkind of treading a
thin, political line here, because there's quite a

bit of in-fighting in the Coast Guard as to this.
There is one canp that feels very strongly about the
i muni zation. And there is another canp that feels
very much that it's not worth the cost.

We're | ooking at probably in the $4 million
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to $5 mllion range to do this, which is a
significant part of our budget, our health budget,
because the Coast CGuard is so small.

DR. STEVENS: Four to five mllion dollars?

DR. ARDAY: Yeah.

DR. ASCHER: The infections in civilian
life and OSHA provides that. 1It's the rule.

DR. ARDAY: Ri ght .

DR. ASCHER: It's very hard to defend a
case when you have a community standard |ike this.

DR. ARDAY: Yeah, | understand the OSHA
business. But, as | say, that's the way it stands
at the nmonent. The other issue is that the PPD
testing of Coast Guard nmenbers -- this has kind of
been a nebul ous policy, but it has been firmed up in
the last few nonths. And we are going to annual
testing for the folks that are involved in the EMO
exposures. We have not had any cases of active

tubercul osis reported on anybody that was invol ved
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in the Haitian operations or anything else to date.
But we are going to up our screening to | ook at
that in alittle bit nore invol ved.

Alittle bit of update on the HIV issue,
which | nmentioned the last tine we were there -- or
the last time | was here, rather. W were out in
Utah. We have had a total of nine HV positive
cases reported since Septenmber of "91. All of these
cases were discovered in either clinically indicated
testing, which includes individuals that came to the
clinics with STD, drug or al cohol use problens or
prenatal care, or admnistrative testing which is
i nvol ved in accessions, new recruits, or outside of
the continental United States, PCF noves, or if
they're selected for officer candi date school .

However, there is a feeling -- and, of
course, this is not statistically shown or anything
li ke that, but the inpression is that the rate seens

to be getting nore frequent. Since Septenber of '93
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t hrough June of '95 you have a total of six cases.
Only four of those are anong active duty, but al
four of the active duty HV positives have been
reported in the last nine nonths, which gives us an
overall rate of about 14 per 100,000 per year.

Therefore, the decision was made that the
Coast Guard would reinstitute routine periodic
testing. It will be tied with the routine physica
exans, which are done quadrennially. And otherw se
the clinical indicated testing and stuff will remain
as it currently stands.

This policy has not yet been inpl enented.
It's probably going to start with FY96.

AUDI ENCE MEMBER: How many peopl e have been
tested total for H V?

DR. ARDAY: How nmany people tested total ?
Wel'l, the whol e Coast Guard has been tested, because
we were doing routine periodic testing up through

"91. And they are required to have had an HIV test
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on the record. So everybody has been tested in the
entire force. In terms of how many tests that we're
doing a year, as it currently stands now we're doi ng
fewer than 10,000 tests a year, but those are not

all active duty. Those includes our dependents,
retirees, anybody else that conmes in and wal ks in
for a test. Anong the active duty popul ation, we're
probably doi ng about 5,000 tests a year.

On our Hepatitis A vaccination policy, it's
still be drafted and staffed. Qur |ike provisions
as it stands right now, we're going to have routine
adm ni stration for deploynents greater than or equal
to 90 days. And we're kind of doing a simlar kind
of idea as to what the Arny has deci ded, but we're
goi ng to probably have a gray area where they can
use either the vaccine or the 1Gin the three nonth
to five nmonth wi ndow being a |local call. And then
anybody that's going for five nonths or nore wll

absolutely get the vaccine.
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The bl anket coverage will only be applied
to our individuals that are in our court security
units which are the only people we have in the Coast
Guard which definitely go on the ground in foreign
countries during deploynments. And there are only a
coupl e of thousand of those in the Coast Guard
-- actually fewer than 2,000. And many of them are
Reserve units. They are not active duty nenbers in
t he Coast Guard.

And we have decided we're going to give it
to all of our food service personnel, which is fewer
than a thousand in the Coast Guard. So they are
going to get -- unless, of course, this changes
before the thing is published. But as it stands
ri ght now.

And, of course, we'll use it where
i mmunogl obulin is unavail abl e and ot herw se any
adm ni stration will be in accordance with the ACIP

gui del i nes.
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Now, we did consider -- | want to nention
this because the issue of screening for sone of
t hese i mmuni zati ons has cone up in the |ast couple
of days. We did |ook at the idea of screening al
of our nenbers who would be eligible who would be
over 40, because based on the information that was
presented the last tine, the Navy study that was
done at Uchets, they showed an average cost of
-- in-house cost of about $10 per test and a break-
even point of about 20. CQur break-even point, of
course, still holds because our vacci ne costs are
t he sane.

But interestingly enough we don't have any
i n-house | aboratories. W have sone |evel 2 |evel
| aboratories. W have no level 3's. So anything
like this would have to be done by outside
contractors. Sonme of our |arger volunme facilities
do have contracts, standing contracts to perform

t hese types of tests in the range of about $20 a
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test. It's real close to the break-even point. But
nost of our clinics are very, very small. And they
pay the market rate, which is anywhere from $36 to

$56 per test for an 1 GG anti-H 'V screen. So we are
probably not going to inplenment any screening.

We have Coast CGuard wide in terms of our over-40
popul ati on that would be requiring this, we would
probably have fewer than a thousand. And if you
crank out the nunmbers, it ends up costing about
$2,000 nore to screen themall than it is just to
i mmuni ze them al |

DR. ASCHER: You couldn't pull their
repository sanples and do themall at once?

DR. ARDAY: That's a thought. | hadn't
t hought about doing that, but I don't know how nuch
t hat woul d cost, whether we could coordinate that
with the repository to pull them and see.

DR. STEVENS: It doesn't save you the cost

of the test.
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DR. ASCHER: Well, it should. You should
be able to get themfor $5 or $7.

DR. ARDAY: Yeah, if they --

DR. ASCHER: You know, the depository is
still looking for stuff, so think about it.

DR. ARDAY: Good thought. I think we m ght
|l ook into that and see if we can do screening. The
problemthere | think is going to be once we get the
data, tracking down the people and notifying the
units and so on and so forth and who is going to be
i muni zed. | think we nmay end spending as nuch on
the adm nistrative end after we do the testing. But
|'d have to ook at it. |'mjust specul ating.

DR. ASCHER: Those are the links that we
keep tal king about and need to be made. This would
be a way to start those links. You can't get back
to the people, keep trying.

DR. ARDAY: The |ast issue that | want to

mention is sonething that just canme up in the | ast
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month. We had a couple of Coast CGuard cutters that
went into the yard for deconm ssioning and a couple
of non-scientific swipe tests were done and they
found extrenely high levels of PCBs in sone of the
l'iving standards that are greater than or equal to
20,000 parts per mllion. EPA standard is 50 parts
per mllion.

So as it stands right now, we're basically
at the confirmthe epidem c stage. | nean, we
really do have a problem here. So we're going to do
sonme random i.e., scientific type of sanpling from
several cutters in conjunction with sonme folks from
NI OSH.

We have not an occupati onal nedicine
moni t ori ng program dat abase. It's not very
accessible. The data is basically in text format,
so we can't really go in there and do nuch
sophi sticated analysis of the data. We primarily

rely on our occupational health screeners and what
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they've seen in ternms of picking their brains. W

really haven't had any reports of any of the

sentinel illnesses associated with PCB exposure
-- no hepatic porpherias, no infertility, no atopic
conjunctivitis. So we don't think we have a

problem We don't know for sure.

In terms of -- right now, the problem
exists entirely in ternms of cleaning up these ships
for disposal. W're going to | ook at the ships that
are actively in the fleet and find out what's going
on with them and whet her they have any PCB
cont am nati on.

That's all | have unless you have any
addi ti onal questi ons.

AUDI ENCE MEMBER: Just a comment. Use of
the serumrepository, there are charged for that
t hat exceed $10 per treatnent. So it's not only the
cost of the test.

DR. ARDAY: Okay. Well, that's probably
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going to throw it the other -- over the limt.
Because, again, our break-even point is about $20.

DR. KULLER: Thank you very nuch. Dr.
Hansen is going to provide the report on the injury
wor ki ng group.

DR. HANSEN:. |'m very pleased to have the
opportunity to bring to you the results of a study
that really has roots at |east five years ago and
when we were doing sonme historical background,

Col onel Bruce Jones discovered sone reports from!|l
believe the 60s or sonething like that. So injury
prevention is not exactly a new topic for the AFEB,
but it is a topic that has risen in the |ast year or
two to a high level of priority.

| think the reason for that is because we
were presented with some data concerni ng readi ness
of the forces and the nedical related factors the
nost affect readiness. And | think it was

surprising perhaps to everyone how huge a percentage
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of injury related factors were reducing readi ness
and were accounting for unavail abl e sol dier or
sai |l or days.

The report that I'mgoing to present was
heavily witten by nmenbers of the commttee with
great assistant from and support of and witing from
Li eut enant Col onel Bruce Jones, who has really
spear - headed this whole effort. And | conmmend him
for his long-termcommtnment to injury surveill ance
and the potential for prevention.

The wor king group divided into subgroups to
wite the various sections and to analyze the data.

And the final report will convey all of the

contri butions fromthose nenbers. And the report
itself has also benefitted from ot her subgroups of
ot her groups that are associated with AFEB, who have
been involved in examning this issue. And they
will be cited as well.

The interesting thing about organizing this

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

389

report was that it becane clear that the way to
organi ze it was around existing databases. So we
again are brought to the issue of how i nportant
conputeri zed dat abases are to understandi ng and
strategizing on mlitary priorities. So we would
certainly comrend the effort to continue to inprove
vari ous neans of keeping track of nmedical and injury
rel ated i ssues by conputer

The dat abases that we had available to us
are now forned as the sections of this report. The
first is on deaths due to injury, which of course is
a very small conmponent of the pyram d of injuries.
I f you think of the pyram d, the next tier down are
disabilities as a result of injuries. So that's the
second section.

If you |l ook at the next tier down, it's
hospitalizations related to injuries. And the final
tier down is out-patient clinic visits related to

injuries. Sone of those the data are | ess adequate
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t han ot hers.

And the final section deals with depl oynment
and conbat related injuries principally deriving
fromthe recent experience in the Persian Gulf.

Each of the sections deals with a
particul ar data set and asks the question: What's
t he magni tude of the problem as exposed by this data
set? What are the types of injuries that contribute
to deaths, injuries, disabilities, hospitalizations
and out-patient visits?

What are the causes? And in many cases,

t hose were the nost difficult to cone by.

And, finally, each section deals w th what
are sone of the potential nmeasures that could be
consi dered for prevention or what are sone of the
research issues in the prevention area that need to
be addressed.

The final part of the report is the

conclusions. And rather than go into the sections
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that 1've just reviewed, I'"'mgoing to start with the
conclusions and then nove to our reconmendati ons.
The report itself will be circulated to the Board a
little over a nonth fromnow. At this point, it's
having final editing done and will get one nore
perusal by the commttee. Col onel Jones expects to
mail it about the end of August, so you will all get
anot her chance to see the details.

So going right to the conclusions of the
report and not each of the specific databases.

| njuries have a great inpact on health and
readi ness for the U S. Arned Forces than any ot her
category of mlitary conplaint. So we nust raise
injuries to the same |evel that we have for a | ong
time | ooked at nedical and illness issues.

The disability conmpensation for injury
related disabilities appears to be close to a
billion dollars. The |ast data available from four

years ago was $750 mllion. And we know that the
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di sability conpensation has increased in the | ast
four years. So we're approaching a billion dollars
per year in conpensation by the mlitary of

i ndi vi dual s who have suffered injuries.

Training injuries seemto be a very |large
problem They are nostly treated on an out-patient
basis, but they contribute massively to readi ness
i ssues and certainly contribute to issues in the
Persian Gul f.

Anmong those training injuries, back and
knee injuries appear to be very inportant. Certainly
maj or causes of nmorbidity, disability and
limtations in service abilities.

Sports appears to be an inportant factor
t hat could be anenable to nore renedi ati on by both
research to identify the specific sports and
injuries and by strategizing on ways to reduce those
i njuries.

Mot or vehicle accident certainly
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contributes a major piece to the injury rate. And
anong those we conme back to the ever present al coho
i ssue, one that clearly is involved in many injuries
inthe mlitary and certainly notor vehicle ones.

Falls came up very high on the cause of
injuries and were puzzling to some of us who
couldn't intuitively see why falls would be a very
hi gh proportion of injuries. And we suggest a need
for careful exam nation for causes of those falls
and perhaps study of preventive neasures.

There are automated databases, particularly
the ones that we evaluated. But it's quite clear
that very few of them are being used in any
consi stent way for surveillance purposes. That is,
to look at them from an epi dem ol ogi cal point for
i nplications for changes and actions. So the report
does encourage greater visiting of those reports in
a systematic way, to produce trends and injuries and

to identify changes in injury rates in different
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units as well as sone different circunstances.

Finally, the |last conclusion is that
significantly increased anount of research in the
mlitary should be addressed to identifying
modi fiable risk factors, since injury prevention can
certainly save nmoney and will by all neans increase
readi ness. And also research is needed to eval uate
the effectiveness of various preventive measures
t hat have been or are being tested or that research
suggests m ght be tested.

Now, recommendati ons, which we hope w ||
receive the greatest attention fromthe mlitary
authorities as well as others, were broken down into
several areas. The first is surveillance rel ated
recommendati ons. The second is recomendati ons
concerning research. The third is recomendati ons
concerni ng prevention.

In the area of surveillance, our

reconmendations start with the issue of inproving

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

395

aut omat ed popul ati on based nedi cal surveill ance
systens, systens that link if at all possible -- and
it is certainly possible. But whether it can be
done in a reasonable tinme franme i s another question.

But that link hospitalization data with disability
data and death data, all of which are currently
separate data sets, and that add nore information
concerning sites of these accident and injuries.

Concerni ng out-patient surveillance, while

we woul d appl aud the idea of having everything
conmputerized in nedical records, it's a very
expensi ve undertaking. And with the mllions of
out-patient visits per year, it may not be cost
effective to automate every out-patient visit in
sonme nmassive data base. But we recommend at | east
for the short termthe inportance of devel oping
sentinel site out-patient surveillance. That is,
sone kind of sanpling, either by random or by

selected sites, to look at injuries in the nedical
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system

We al so suggested i nprovenent and conti nued
i nprovenent of the depl oynent related injury data
such as was really done effectively but can be
i nproved during the Persian Gulf data collection.

There was al so a recommendati on to increase
the data collection to include at a very m ni numthe
i nternational collaborative effort on injury
statistics, mnimmdata set, which has just been
published. It's an international set of itens that
shoul d be requested and col | ected concerning each
injury. And that's recommended as a m ni num dat a
set.

Cbvi ously the sanme old horse arises about
codi ng not being the sanme across the services and
greater tri-services work together to increase both
the recording and the recording of injuries is
clearly needed.

We also think that the records of such
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report should be periodically tested for validity
and conpl eteness by sonme kind of sanpling procedure,
such as is normally done to assure the quality of
the record.

Now, one of the nobst inportant things in ny
view is the concern about |ack of data, about cause
of injuries. Many of the nedical records are
i nadequate in cause. Certainly the databases are
i nadequate in cause. And causal information is
really what's needed to better focus preventive
efforts.

So we' ve suggested considering addi ng cause
particularly in the area of muscul oskel et al
injuries, where the causes may be anenable to sone
particular actions in training or in the work site.

We al so suggested adding a free text field
for cause, so that causes that are conpound or are
not standard or that have multiple factors in them

can be witten by the admtting person in a free way
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that can | ater be used.

And, lastly, concerning surveillance, there
was very little ability to differentiate work
related or on duty type work injuries from non-work
related. And we used work so that in a depl oynent
situation, you' re tal king about the sports and non-
work related, not just duty related aspects. And
that, too, is not being well recorded so that it can
be anal yzed.

There is a need to exchange injury data
with sonme of the other conponents of the mlitary
that are also interested in mlitary. Certainly the
safety officers fall into that category.

The safety officers were not directly
involved in the work that we did and we carefully
circunscri bed our effort to deal with the nedical
side, the nedical records of various sorts. But
certainly interaction with and dove-tailing with the

safety office is an inportant aspect, which Col onel
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Jones was doi ng as an individual but which needs to
be built into the future devel opments of our injury
preventi on program

We are suggesting that the tri-services
convene a workshop on injury surveillance including
the safety center individuals and that they use this
report as kind of a |aunching of enhanced inter-
service coll aboration on this issue.

There are sone pockets of excell ence going
on in injury research and true prevention research
There are sone studies going on in the Navy, for
exanpl e, that could be expanded. But there are very
few of them So the nunber of actual experinental
studies of injury prevention we find to be
appallingly | ow considering the magni tude of the
i nportance of injury to the readi ness of the
servi ces.

Finally, we have a section concerning

injury research and have suggested prioritizing nore

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

400

research resources given the magnitude of the
probleminto the whole area of injury research. W
think the need -- particularly the knee injuries
woul d be a rich area in which the mlitary could
contribute to studies of neans to reduce and prevent
injuries. And back injuries continue to be a big

i ssue that additional studies could lend informtion
to.

We think there should be research into
various strategies on preventing and reducing sports
injuries because, clearly, sports are an inportant
part of the mlitary. No one would like to ban
sports fromthe mlitary agenda. And yet they are a
significant contributor to | ack of readiness. And
they were a problemeven in the Persian Gulf.

Ri sk factors and the circunstances for
falls I mentioned earlier, call out for research on
what's going on to produce them and that could be

done to prevent them
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The amount of research going on on training
injuries is extrenely low. And yet training
injuries account for a trenmendous nunber of | ost
trai ning days inspection trainees. And, of course,
maj or costs because of those |oss of training days.

And, finally, in the research agenda, we
suggest further exam nation and study of the
associ ati ons between the training program the
fitness program performance eval uati ons and
injuries to better get the whole gestalt of what
this mlitary is and how we can reduce the injuries
whi |l e assuring performance standards and the types
of fitness needed in various conponents of the
mlitary.

Finally, recommendati ons concerning
prevention. Clearly, there are a nunber of nethods
of prevention that are out in the literature, that
are known to exist, that are not being inplenented.

And we think greater attention to prevention
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prograns, to education, perhaps of trainees and
trainers, for exanple, would be a major contri butor
to reducing injury.

So we think, although there is a |ot of
research to be done and a |l ot better data collection
to be done, that enhancement of actual prevention
efforts does not need to wait until all of those
data are in and analyzed. And clearly the knee and
back injuries are an area where at |east sone
measures of prevention are known and coul d be
enhanced. And the sanme goes with sports injuries.

Finally, we think any prevention prograns
that are inplenented should be nonitored to
determ ne their effectiveness.

Now t he group has concl uded by assessing
ideas for the future. W expect the final report to
be avail able to you about the end of August and to
be submtted to all nenbers of this group and nore

broadly. This injury work groups suggests that a
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group be nade of DOD in a work group to have at

| east a conparison of what's being collected by the
environnent al people, the safety people, the
security people and other aspects of DOD that could
per haps bring nore together through sone sort of

col | aborative effort.

We' re suggesting the tri-services work shop
that | nmentioned that would bring together AFEB and
the tri-services conponents, as well as safety
center people, and that be held perhaps about six or
ei ght nonths fromnow after the report has had a
chance to be well circul ated and consi dered.

We think the report will require
refinement, that it is not in any way a final
report. And in line with the type of thing the
comm ssions did, we would anticipate updating,
addi ng data, and continuing to inmprove the nature of
the reporting of this issue. And we woul d suggest

t hat sonme sort of vehicle be produced to assure the
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ongoing effort in this area.

| m ght add froma personal standpoint that
t he amount of tinme that the commttee put into just
| ear ni ng about these databases, learning what's in
them who puts themin, the quality of the data of,
what the reports fromthose data are, what the
gquestions are, was a massive undertaking. And I
woul d suggest you not under-estimate the inportance
of continuing those consultants who have al ready
been involved in this group. The consultants were
maj or contributors to the report and brought a | ot
of expertise to AFEB and were certainly very
hel pf ul .

Now, two areas that we did not touch on and
t hat we think ought to be open for future eval uation
are the issues of civilian enployees in the work
setting. We did not look at injury data for that
group at all. And yet it's clearly an inportant

group for the military.
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And another area we didn't ook at in any
detail at all is violence related injuries, both
self and other perpetrated violence. And those are

two areas that we think should in the future receive
sone additional attention. That's the conclusion of
the injury work group report.

Do you have any questions, coments?

Yes.

DR. KULLER: | think this is very
important. And | think the nost inportant thing
would really to be to make certain that there be a
continual nonitoring and goals to be established for
reduction of injuries in the mlitary, because
clearly this is a place where there is a potenti al
for substantial reduction, both of norbidity,
disability and costs, and it's also, as pointed out,
preventable. It doesn't really require us to have
sone new technology or find sone new agent that you

m ght say, a new therapeutic agent. And it's not
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unique to -- again, to U.S. mlitary, but it's been
an issue that involves a |ot of both other mlitary
groups and al so obviously major civilian groups.

So | think that one thing we should
encour age through the Board, because the Board al so
has obviously a turn-over of Board nmenbers and its
hi story sonetinmes di sappears. But as you pointed
out, this has been a five-year phenomenon in getting
to this point. And it would be a shane now after
five years and this nuch effort that it disappears
into the woodwork.

| think that perhaps at each of the
subsequent Board neetings, and sonmehow there shoul d
be an update of what's going on and how this report
and the activities are being inplenmented in terns of
nodi fying the injury and accident rates in the
service and the prograns that are being devel oped,
because clearly they' re nmuch too high and there

really needs to be an effort to nodify the problens
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that are recurring.

And especially as technol ogy is changi ng,
al so what the mlitary is supposed to be doing is
changing. The cost of this just has to be nodified
and hopefully we set up a protocol, so that at |east
every so often the Board -- if not at every neeting
-- Wwe get an update of what's happening, so that it
doesn't just beconme sonmething on the shelf.

DR. PEROTTA: | wanted to reiterate what
Dr. Joseph and I think you spoke about yesterday,
using this as a nodel for other efforts within the
AFEB.

| wasn't able to attend Wednesday's
meeting, but | can tell you that in my opinion, the
success or at |east the progress of this particular
work group has really related to the fact that there
is sonebody who is staffing it, if you want to use
that term And we don't see that in all of the other

ones.
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| guess | would just highly recommend that

as we as an organi zation nove towards doi ng nore of

t hese projects -- ny feeling is that's what Dr.
Joseph was asking us to do -- is that there be
sonebody whose job it is to really take this on.

Because | can tell you that | would have not been
able to contribute the little that | was if it
wasn't for Bruce calling me up and keeping ne
i nformed and getting neetings together and sharing
the informati on and Barbara's | eadership, as well.

So | think it really going to serve as a
nodel and | recommend that we nake sure that we
consi der that as an organization as we take on nore
of these projects.

DR. HANSEN: Well, | would conclude by just
commendi ng again the efforts of Col onel Jones. He
clearly has been the appointed person on this. And
he needs to be joined by many nore, | feel, to make

this effort cone about. It can not be a one-nman

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

409

operation. |It's clear it's going to need to be a
mlitary agenda.
| ' m standi ng here because | presune you

want ne to continue to answer nore.

DR. KULLER: If there aren't any nore
gquestions, then we'll go onto the -- the report wll
be available in -- you said, what, August you think?

DR. HANSEN:. The end of August.

DR. KULLER: So the end of August it wll
be distributed to the Board.

DR. HANSEN: The reason the next itemis on
your agenda is a couple of neetings back, the Board
had sone di scussion about the inportance of | ooking
at sonme of the non-infectious diseases that are al so
epidemcs in the mlitary or potential epidem cs and
that are potentially anenable to preventive
measur es.

Dr. Fletcher spoke yesterday. And his and

my reports were to be back to back, but agenda
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consi derations and flight schedul es made us be
separated. So consider Dr. Fletcher's introduction
to this. Certainly exercise and cardi ovascul ar
systemissues are of critical inportance to the
mlitary.

And I'mgoing to bring to you a couple of
additional areas that | think at mlitary has the
potential to, A, effect; B, produce good research;

C, even alter what |ay people do outside of the
mlitary, because of the unique research environnment
you have toward prevention

Now, let's see here. | thought 1'd get
your attention by telling you that this nonkey does
not have Ebola. He does, however, have B virus.

And B virus is alnost uniformy, not quite uniforny
fatal to humans. That's not what we're going to
tal k about.

Can you see this? Am |1 standing kind of in

your way there?
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(Pause.)

DR. HANSEN: You m ght want to nove a
little bit towards that side. |I'mgoing to talk
back and forth between human data and non- human
pri mate data, because sone of the studies have been
done in non-human prinmtes because they haven't yet
had the potential to be done in humans, such as the
mlitary environment could permt. Let ne just
start with a little bit of overview about the
i nportance of nutrition related disorders in the
United States and this clearly applies to the ol der
hal f of our mlitary, as well.

We never think about the fact that
nutrition contributes to virtually all of the major
causes of death and of disease. It's not new that
obesity is a major factor anong the nutrition
factors in contributing to disease and death. This
gquote from Hi ppocrates shows that we haven't | earned

a great deal in the subsequent years since 300 B.C
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except | would -- | put this up to rem nd ne that
the tinme is |long gone when we have to think of or
even shoul d consi der obesity a noral weakness, the
first itemon here.

We know that it's genetic. W know t hat
it's physiological. That there is a very small
modi fi abl e conponent. And it's that conponent we
can now nodify that's inportant. That it is al nost
never, very rarely due to gluttony. It is al nost
never, very rarely due to noral problens or ethics
or even psychiatric of a diagnosable sort.

So |l et us start by saying that obesity is a
physical illness pronoting feature that if we can
understand it better and prevent it better, it wll
certainly inprove health. It contributes to all
ki nds of problens as Hi ppocrates knew. There are a
fewitenms that | would -- that | put up, too, that I
want to comment on right at the beginning. And so

that | establish ny credentials, because |I'm going
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to say a few things that you're not going to
believe, | am presently president of the American
Society of Clinical Nutrition, which is the
scientific nutrition organization in the United
States of nostly physicians and all PhDs, only those
two, about 70 percent physicians.

And | say that becaUse we have an awful | ot
of m sinformation about nutrition, about exercise
and about obesity. And one of those is a question
of what we eat. And how that contributes or doesn't
contribute to obesity.

He put up, eat dry foods. We now say, eat
hi gh fiber foods. But there is no credible
scientific evidence -- credible scientific evidence
that eating high fiber foods will do anything for
obesity what soever: prevent it, or cause it, or
mtigate it, or anything else. Think about that a
m nute. That's not what your prevailing view out

there is. That's not what the lay public is being
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told. But we have a |lot of Hi ppocra-ful information
goi ng on.

So I'"'mgoing to start by nmaking a plea that
as we look at a mlitary programin the area of
exercise, obesity and heart di sease prevention, that
we t hink about assuring that our nutritional
messages are scientifically valid and correct.

Ckay.

The sanme issue arises when you tal k about
hi gh fat foods. The evidence on high fat foods is
extrenmely conplicated. And the public is getting a
| ot of varied and i nappropriate and unscientifically
based recommendation, including the |atest fol derol
about trans-fatty acids. So, again, | will make a
plea that as we develop this, in the mlitary
envi ronnent we have the ability to teach young nen
and wonen about nutrition, to teach them the way
they can contribute to their own health. And I

t hi nk we have an obligation to do so and and a
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natural | aboratory where we can inprove the health
of the latter half of our mlitary by what we do in
the first half of our training tinme and education
tinme.

Sl eeping on a hard bed won't hurt or help
obesity. Okay.

It has not escaped even Flenyng in the
1700s that a voracious appetite didn't cause
obesity. In fact, it mght not even be the nost
i nportant cause is what he concluded. And we are
quite certain that it is not an inportant cause of
obesity. So I start there.

Now, obesity is associated with a |ot of
other risk factors, all of which have an increasing
incidence with age. And in our deliberations, we
have so often focused on the young, new entering
trainees. But this particular presentation calls
for | ooking at the over-35 group in the mlitary,

because that's where you're going to find all of
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t hese various conplications which we often cal
syndronme X, just for lack of a good termfor it.

The physiologically basis of syndrome X is
unknown, despite reputations to the contrary. No
one knows to what degree these things are physically
-- that is, physically, biochemcally |linked. But
at least they occur in frequent associ ation.

Now, some data from nmonkeys. |'mgoing to
present to you as an exanple of sonme of the things
we could learn in the future through careful studies
done in the mlitary environnent. Well, we skipped
one, but that's all right. Don't worry about it.

| wanted to nention that nonkeys have 98
percent of the genes of humans and that al nost every
research study done on nonkeys has been shown to be
applicable to humans with rare exceptions.

In the case of both obesity and di abetes,
nonkeys get the sanme centrally distributed obesity,

m ddl e age onset that is the nost preval ent form of
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obesity in Anerica today. They get it at m ddle
age. It is not associated with any hyper-faci a,
high increase in food intake. There is a decline in
physi cal activity, but there is a decline that
naturally occurs with aging and that al so takes

pl ace in older, thinner people. So physical
activity is an enigma as to what its contribution

i S.

Every aspect of type 2 diabetes, adult
onset, non-insulin dependent diabetes take place in
nmonkeys.

Now, | was talking with one of your
physi ci ans yesterday about the handling of diabetes
in the mlitary. And adult onset diabetes
apparently -- and | don't have first-hand know edge
of this. [If the person needs to be treated with
insulin, is cause for consideration for nedical
di scharge or MEB.

It's clear to us fromthe studies that |I'm
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going to show you a few slides of that that form of
di abetes and that insulin treatnent can be probably
90 percent prevented if the prevention efforts are
started early. And the mlitary has the unique
ability to identify the people at risk early and to
i npl ement early preventi on nmeasures.

Agai n, even sone of the other risk factors,
such as hypertension, dysyplidema, |ow HGL
chol esterol, hyperchol esterol anem a, are all found
in monkeys as well as in humans.

Now, the study | want to nention has two
conponents. The first is studying the natural
hi story of the disease, that is, the devel opnent of
type 2 diabetes. Believe it or not, until this
point, it has never been done in humans. It is
i npossible to start a human study with a nornal
human, say, age 15, and study himto the point you
can be certain he has either gotten or not gotten

type 2 di abetes, which nmeans you would have to study
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himto age 90. That's one of the biggest problens
with genetic studies of type 2 diabetes, because we
can't identify non-effectants, because the disease
conmes on virtually throughout life. In type 2

di abetes, the age range is 20 to 90. In nonkeys,
it's age 10 to 30. So it's about the sane relative
time frame for onset.

But in nonkeys, what we've been able to do
is prospectively study in the obesity and di abetes
research center at Maryl and normal nonkeys as they
went through the process of progressing to
hypergl ycemia. This dashed line is the point at
which this particular individual nonkey becane
di abeti c.

What we have discovered in that progress is
that there is a progen to diabetes that allows us to
identify high risk, alnost virtual certain risk
that high risk, way before diabetes and it's the

change in insulin resistance and insulin
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sensitivity, hyperinsunema. This is basal insulin
i n one nonkey.
Now, we've studied this in many, nmany

nonkeys now and show that this pattern takes place

in virtually every nonkey that ultimately devel ops
di abet es.

Now, the great news is that the human data
are now supporting this pattern. This was initially

reported ten years ago. But the human data are
short trains. So a short train nmeaning a ten-year
piece of a human will show this piece or will show
this piece or will show this piece or will show that
piece. But it's very hard right now to put all of
the pieces together. But we're beginning to be able
to conpani onate the data from stretches of human
studi es and showi ng every single study going on now,
Mexi can- Ameri cans, Pima |Indians, Black Anericans,
are showi ng this same pattern

So it's clear that we can identify humans
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and nonkeys at high risk for the devel opnent of type
2 diabetes. So in all of these groups, early
hyperi nsunem a predicts diabetes. And if within an
i ndi vidual you have the pattern of insulin across
time, you can even predict how soon it's likely to
cone on, whether the person is in the rising phase
or the falling phase. And that's where the mlitary
record keeping could be extraordinarily val uabl e,
because you do have the ability to foll ow individua
peopl e, prospectively, longitudinally, for 20 years
or nore.

This just shows you sone of the variables
t hat change during the progression to diabetes.
Remenber that sone people do die before they get
di abetic. So not everybody who is obese gets
di abetic. But individuals who are progressing
toward di abetes begin to increase their insulin
responsi veness to glucose. They increase their

fasting insulin. They show decreases in glucose
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tolerance, but it's a terrible clinical test. It is
so noi sy and so biologically and experinmentally
variable that it's only out here that you can detect

when we call it inmpaired glucose tol erance, that
it's actually occurring in an individual -- that is,
that they are becom ng diabetic.

But within a single individual, it's not a
bad test if it's repeated periodically, perhaps
every five years. So it does give you sonme neasure,
but it's not as good as others. So we've defined a
whol e series of progressive steps into which humans
as well as nonkeys can now fit and from which each
adult can be evaluated in terns of progression
toward di abetes.

Now, for those who are not aware of it,
it's believed that probably 12 percent or nore of
all current Americans will get diabetes during their
life time. So if you translate that to the mlitary

and subtract out a little bit of bias because of the
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entry criteria, such that sone people are elim nated
who coul d have becone di abetic -- in other words,
you' ve probably reduced your risk to sonme degree.
You should really be thinking 7 to 8 percent, maybe
more, still remain in your pool of adults.

Now, it's not easy to do a | ongitudinal
study, but the mlitary certainly permts that
possi bility because of your fitness evaluations and
your ongoi ng health assessnent. And | for one would
be hopeful that through such eval uation and study we
can inprove the ability to reduce di abetes.

Now, there is one way that has been shown
to inprove the health of rats. And it's been known
since 1935. That if you sinply reduce cal ories by
about 30 percent, rats are healthier. They do
everything better. Their fur is better. Their
i mmune systemis better. Every aspect of themis
better. They don't get cancer as fast. Rats aren't

very good nodels for diabetes because they -- nost
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of the species do not get diabetes. But certainly
this gave an inpetus to studies to see whether any
kind of calorie reduction in humans could be of any
use.

There was sone anecdotal data to suggest
t hat under conditions of calorie restriction,
somewhat reduction, not starvation -- we're not
tal king starvation here. W're tal king about npdest
reducti on. That perhaps there was benefit to
humans.

So we started a study that is now at this
poi nt has been going for nore than ten years,
prospectively in nonkeys, |ooking to see whether if
you did nothing nore than prevent the devel opment of
obesity, what would be the effects. So these
nonkeys were not put on a diet. They were sinply
wei ghed weekly. Bathroom scal e nodel, we referred
toit as. |If they gained weight, their calories for

t he next week were reduced. |If they |ost weight,
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their calories for the next week were increased.
But the calories were adjusted for that individual.
And it's an inportant point, because individuals
vary in the nunber of calories they require, for the
sol e purpose of preventing obesity. And that's al
t hat was done in this study.
| " mconparing this is the group that has

had the |l ong-term obesity prevention program This

is an age mass, just allowed it to ad |lib and to
feed. By the way, as a nutritionist, |I have to
comment. These are all an American Heart diet.
Zero chol esterol, high fiber, low fat, and they

still get everything. Okay. So this is the age
mat ch group.

These are young controls, just to anchor
what the nost health value m ght |ook |ike.

So the body weights of the ad lib fed
nonkeys are on average considerably higher, because

t hese we kept the body weight slimer. You can see
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t hat we kept the weight at the adult weight. W
didn't take them down. They're quite healthy. W
prevented the increase in body fat that takes place
at m ddl e age.

We prevented hyperglycem a. They | ook
normal. This one, by the way, is mssing this
group. These are the ones that becane diabetic
during the study. So to give a little conparison, |
renoved them

This is the fasting insulin, which |
mentioned early on is a very good marker. | noticed
that fast insulin stays |like |ean, young ani mals.
You have the grail of youth or whatever it is,
fountain of youth showing up right here. No
hyperi nsunem a conpared to significant in the ad |lib
one.

G ucose tolerance is conpletely normal,
al though half of these nmonkeys shoul d be obese and

di abetic by now.
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And the insulin responsiveness which I
menti oned earlier is also normal.

Now we' ve | ooked at many ot her vari abl es.
| just wanted to give you an overview picture.

We' ve | ooked at the biochem cal changes, nolecul ar
bi ol ogi cal changes, syn phase and nany others. But
| just wanted to give you the inpact of a very snall
i ntervention, bathroom scale weekly, alter calories
to keep the scale stable. And the trenendous i npact
on primate health that we have been able to
denonstrate prospectively.

Now, the Federal Government under NIH is
now initiating a prevention trial of this sane sort
in humans. And it's being initiated in clinical
settings of, you know, kind of normal civilian
humans. | predict it's going to be extrenely
difficult to get good data, however, because a
clinical setting, out-patient with people |iving not

in a consistent environnent such as the military
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provides will not -- will be a lot noisier. The
data will be a lot noisier.

So anot her suggestion | have is for the
mlitary to join that study, because | think you

coul d produce, A, better data; and, B, nore
i nportant data on the whole process and i nprove
health in the neantine.

So the question is: Can we intervene here;
or intervene here or here? But, clearly, the
earlier we intervene in this progression the better
it is for the health of the individual.

Dr. Eastman is the head of the NDDG trial .

He works for NIH  And he's done sone projections
based on a previous trial done in type 1 diabetics
of what happens if you just postpone the onset of
the disease. Don't think about sonething so
magni fi cent as preventing it conpletely. But del ay
its onset. And has shown the trenmendous cost

i nprovenent.
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It's clear that it will inprove costs of
health care in older mlitary personnel and wl|
certainly have an inpact on the Veterans
Adm nistration ultimately if we could institute
anyt hing that delays the onset of obesity and
di abetes by, say, a nodest five years, which is not
a great deal of change.

So | put this out for you as a titillation
to suggest that the AFEB consider further |ooking at
ways in which the health of the ol der half of our
mliary can be inproved, can be eval uated, can be
prospectively studi ed.

Any questions?

AUDI ENCE MEMBER: | think this is an
extrenely inportant issue in terns of individual
health and U. S. population health. | think to make
it mlitarily relevant, it would be nice to have
sone data on what kind of a problemthis is for the

mlitary in ternms of whether how many MUBs or | ong-
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termlifetinme benefits due to di abetes and so on.
As it's presented now, |I'mnot sure that it has any
effect on the mlitary.

DR. HANSEN:. It ties to the whol e program
that Dr. Fletcher nentioned yesterday. All of the
cardi ovascul ar risk factors, every one of them So
heart di sease, atherosclerosis, dyslipadem a,
hypertension. It's not just diabetes. M slides
j ust happened to focus on di abetes.

But | think you're absolutely right. And

t hat shoul d be the next working group.

LI EUTENANT COLONEL JONES: | think it's
apropos that this was presented here. | can tell
you fromthe data that we | ooked at in our work

group that diabetes is the eighth |eading cause of
medi cal discharge in the Navy. | can't tell you
what it is for the Arny because | don't have that.
But it does show up. And it's several percent.

It's over 2 percent of the discharges. So di abetes
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alone is --

AUDI ENCE MEMBER: How nuch of that is type
1 and how nmuch of that is type 2?

LI EUTENANT COLONEL JONES: Well, | would
suspect that nost of it is type 2.

DR. HANSEN: Yeah, al nost none of it would
be type 1 because they would already be on insulin.

And I'mtold yesterday that they won't be admtted
to the mlitary if they're on insulin.

AUDI ENCE MEMBER: If they have it, | mean,
we have a |l ot of people --

DR. KULLER: A lot of people get insulin
dependent mlitary in the mlitary.

DR. HANSEN: It's very rare, very rare, for
an adult to get insulin dependent diabetes. But
there is a lot of msnonmering. | want to clear this
up for everyone. There is a |lot of m suse of
term nol ogy. Adults who are treated with insulin

are not insulin dependent type 1 diabetics. Al nost
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very rare. | nean, it's extraordinarily rare after
the age of 18 to get type 1 diabetes.

It's type 2 that can conme on early. And
that may need insulin treatment. But it's very
clearly diagnostically differentiable. But you
can't differentiate upon whether they are or are not

treated by insulin. That's not the issue.

All type 1s are treated with insulin, nust
be treated with insulin or will die, will die
i medi ately. Type 2s, even those on insulin wll
not die immediately if taken off insulin. So it's a

different disease and very rarely will a type 1
happen after age 18. So you can be certain that
nost, alnmost all of the diabetes that cones on is
type 2.

AUDI ENCE MEMBER: |1'd |like to disagree,
because as an internist at the Naval Hospital G eat
Lakes, | do at | east two physical evaluation boards

per year on new onset type 1 diabetics for active
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duty.

DR. HANSEN: How ol d?

AUDI ENCE MEMBER: They range anywhere from
like 18 to the ol dest one that |1've done was in
t heir 30s.

DR. HANSEN. | only can say to you that
it's highly unlikely. But | won't say it's not
true. It is highly unlikely. You cannot di agnose
it on the basis of ketosis. You can only diagnose
type 1 if you did antibody studies. |If you did

those, | will take it. But if you didn't, |

woul dn't take it. | would say it's a type 2. But
nevertheless it doesn't really matter. The point is
that it's extraordinarily rare. |It's
extraordinarily rare. And | would doubt that a 30-
year-old. But it's possible. | nean, there are a
few. You're tal king about the extrene tail of the
di agnostic, though. A 30-year-old is al npost

certain, alnost certain, 98 percent at |east, would
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be type 2 diabetics at age 30 onset.

AUDI ENCE MEMBER: There are several of us
in the Navy preventive nedicine that would like to
see the percent of fat in the Navy diet reduced.

And unfortunately in discussing that with the
dietary people in the Navy who are involved in
changing the diet, we're sonewhat hanpered by the
fact that national bodies |like the American Heart
Associ ation are still recommending a diet that is 30
percent calories fromfat. 1'd like to see it down
more toward 20. But perhaps we could bring this as
a problem statenent to the AFEB and get an opinion
as to what the mlitary diet ought to be in terns of
calories fromfat.

And certainly now aboard ship where on the
| arger ships the students are 24 hours a day, if one
eats nultiple servings of hanburgers and french
fries which are served 24 hours a day, their diet is

far in excess of 30 percent.
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| was wondering in ternms of your research
there, when you' re changing the diet of the nonkeys,
is it actually reducing portions, say, relative
percentage of fat; or are you actually trying to
modi fy the content of the diet?

DR. HANSEN:. This study only nodified
calories. It kept conposition constant and | ow fat.

So we did not nodify the fat content, per se. The
fat content in the human diet contributes
substantially froma palatability standpoint, so
that it may contribute to overeating fromthe
standpoint that it's highly pal atable. But calories
are calories. So it's the calories that are taken
in that ultimtely make the difference.

And | think an evaluation of the optimal
issues -- there are many issues relating to the
fats. There is the saturated fat issue. There is a
trans-fatty acid fat issue. There is the tropica

fat issue. And the total quantity. And | think
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exam nation of that in terns of recommendati ons for

mlitary food, you know, would be very good.

DR. KULLER: | don't think that's the
i ssue, though. | think that there is a problem |
mean, | think that the prevention of weight gain,

especially in young adults, is a critical variable.
And | think that it's -- again, it's a process and
out cone neasure. |If you focus the process on food
preparation, you get into big trouble. |If you focus
the outcone variable -- and that is, you say that
you don't want the mlitary -- people in the
mlitary to gain weight, and we've all suffered
t hrough this. Once you've gained weight, trying to
treat obesity is phenonenally difficult.

DR. HANSEN: That's right.

DR. KULLER: We're doing an obesity
prevention trial, long-termtrial nowin wonen. And
it's feasible to do that and you get better results

t han you do the other way, which we've also done in
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trying to do trials of long-term weight |oss because
you get a short-termeffect and then as basic
met abolic rate goes down, your netabolism goes down
and people have to eat less and |less and | ess. And
basically it beconmes a hopel ess situation.

So the goal really is the prevention of
wei ght gain. And the approach there is basically,
as was just pointed out in the mlitary, is scales.

It's nothing to do with the diet so nuch, but it's

the issue of basically establishing a protocol which
i ncl udes both increasing energy expenditure, as Dr.
Fl etcher tal ked about yesterday, and nodifying food
intake. And since fat calories are obviously nuch
nore caloric than are -- than are protein or
carbohydrate calories, you do better in many ways by
reducing fat calories.

But, in essence, people could reduce
carbohydrate calories -- reduce a lot nore of the

caloric density and the diet beconmes a little crazy.
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But | think the problem becones that if one
focuses on the process of preparing the food, which
is what we all like to do and which nost peopl e do,
rather than the outcome variable, which is
relatively sinple which basically changes the
standards, unfortunately the previous standards that
were set up in the United States all owed people
basically to go froma body nass index of about 21
to about 28 as they got ol der, because it was |ike
the old concept of blood sugar, that as you got
ol der, your blood sugar and your bl ood pressure
shoul d go up, which it should. You should also die
as you get to be about 60.

But, | nmean, the reality is those concepts
don't make any sense any nore. So, really, | think
that the focus should really be here on the
prevention of weight gain in the mlitary along with
-- in other words, along with the standards that are

set for being able to do exercise, to be able to
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pass a fitness test. One of the standards perhaps
shoul d be or mmintained, is maintaining a weight

st andard, which shoul d probably be the weight
standard for people who are 21 or 22 years of age

i deal, and not allow the standard to gradually drift
upward which is what happens right now as peopl e get
ol der.

Because once you gain weight, it's

hopel ess. | nean, for all of us who have gai ned
wei ght and |ived through that and |ived through the
concept that -- and a whole concept when we realized
that what's happened to us is based on tubercul osis.
Al nmost the whol e concept of diet in the past in the
United States was based on the concept that if you
ate nore protein and you ate nore fat, you woul dn't
get infectious diseases, you wouldn't get
tuberculosis. So the old concept was really good
nutrition neant a lot of nutrition. And that's

still true.
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| mean, | still go to neetings and

everybody | ooks at this pyram d and says, all you do

is tell people eat a lot of fruit and vegetabl es and
they'll be fine. And, of course, they eat a | ot of
fruit and vegetables on top of the ice cream and on

top of the -- we all do that.

DR. HANSEN: | think both issues are
i nportant. And | ooking at the diet can help to
facilitate maintaining the body weight. And | would
make one comment just to erase 20 percent from your
vocabul ary. Any study that's ever been on 20
percent fat diets does not produce pal atable diets
sufficient for young nmen to live on for good and
like it. So, you know, it's one thing if you put
themin a submarine for a little bit and they have
no choice. But you have to be careful

DR. ASCHER: This point is very interesting
in ternms of what exists in the mlitary and which

you can charge the data today to bring back to you,
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which is the fanous wei ght control program Now,
there are weight standards in the mlitary. You
have to neet them and maintain them But as Lou
very clearly stated, it's the problem of the 35 and
40-year-ol ds who stay within the standard and who
gain the 15 pounds. They go get weighed. And the
guy says, you're okay. You can get that data. You
can show what is the rate of increase -- every
single person has in their record sonmewhere their
wei ght over tine.

Al'l you had to do if you made the standard,
i nstead of exceeding the overall nunber, the 28,
whatever it is, that you cannot gain X amount of
pounds within a period agai nst your original
standard. They'll kick people out for being one
pound over the standard. They should be able to
ki ck people out or in sone way make them reduce
wei ght on the sanme basis. |It's an existing program

t hat has teeth. It's incredible.
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AUDI ENCE MEMBER: This could go on forever
At the mlitary nutrition division up in Usari a,
we've put a lot of noney into diet and do many
nodi fications. In one word, we need to get out of
t hat business. Because the bottomline is the
people at Ft. Lee said, our custoners do not want
it.

What happened is you allow Burger King and
everything else to cone onto the post. And when it
gets around pay day, they're going to eat in the
mess hall. O her than that, you're dealing with
kids that -- we're fighting society here and their
concept of how they're going to eat and adverti sing.

It's a losing battle. It came earlier. And it's
education. W've got to educate people and
constantly bathe themin the proper education. And
that's where we're going to start sinking our noney
i nto.

The nmenu nodification, forget it. Because
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the custoners want it and Ft. Lee will buy it.

DR. KULLER: You see, but the point
-- we've got to finish in a mnute. But the point
that's nmentioned here is to the person in saying to

t hat person, you can't gain above a certain anmount
of weight. Oherwise -- like it's exercise. Now,
t hat person can go out and eat all they want at
Burger King and other places, if they can maintain
t hat wei ght by basically increasing their energy
expenditure or by cutting back at other tinmes. But
if they're going to gain 15 or 20 pounds, then
basically they -- we'd |like to change their dietary
behavi or later on. That will happen. But that's
society. And that's a huge problem

All it's saying here is that if you set a
standard, nuch |like you set an exercise standard and
you say to people, you've got to pass the exercise
test, likewise if you nonitor their weight gain

which is the key, and say, |ook, you can't gain X
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more weight, it's like a boxer. |If you're a boxer
and you're in a certain weight class, you know, you
can eat a lot. But if you go above that wei ght
class, you're out of business.

And it's basically the sanme concept. |If
you enter the mlitary at such and such a wei ght
standard, presum ng you're not under weight, you
have to maintain within that range the weight
standard. You can't basically gain. But it's
wei ght gain that is the adverse effect on health,
reality wise it's really not the basal weight in any
way -- except for very fat people -- but it's the
wei ght gain that occurs post-adol escence, which
W pes you out.

And that leads to injury. It leads to |ack
of functionability. It leads to high norbidity and
disability costs.

DR. PARKI NSON: Just to say, this area for

obvi ous reasons is one of the npst contentious,
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scientific and politically in DOD. There have been,
as best | know -- | know col |l eagues here have read a
draft of the revised DOD fitness and wei ght
directive floating around the Pentagon for at |east
two years and still floating around somewhere. It
be the opportunity now for that thing to becone a
little nore codified, to run it through the AFEB
just, you know, in an informal way for comrent about
what m ght an alternative approach

Let me just say we've got into the external
validity issue over here, which -- in ternms of wll
sit fly on the outside.

And to a society that's used to seeing the
metropolitan life tables or sone variation of that,
saying, hold it. If we're going to the sane thing
with fitness, why shouldn't ny standard be age
adj usted and sex adjusted and red hair adjusted, for
whatever. | nean, that's the ethic that we're up

agai nst.
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And | think this is the tinme to engage this
issue scientifically. It's mlitarily relevant.
There's not a better body, | don't think, than the
AFEB to do it, and to let us work it through the

policy channels to see if we could do it. Because
it's -- this has only been around for 50 years. The
science is -- it may be clearer now than it was, but
l"'mnot -- I"mstill not --

DR. HANSEN: It's inproving.

DR. PARKINSON: It's inproving. But we
need a solid scientific background to stand on to go
away from sonmething that | ooks radically different
but currently exists for the typical adjusted
wei ght .

DR. HANSEN. And |I would go back to the
comment made earlier that this whole issue could be
better mned in the existing databases to understand
the contributions of the weight gain to the various

outcone neasures that will be in your nedical
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records.

DR. PARKI NSON: And what we're up agai nst
also is that the reality is like, hold a mnute. |If
you want to apply the standard, we're going to have

a service that looks a lot |ike the Marine Corps,
physi ol ogical. The Marine Corps has basically said
that. They've said, here is the percent body fat.
It is not what the Army, Navy and Air Force is.
It's not meant to fall. And, by the way, like it,
| eave it and get out. The Marines are able to get
away with it because they're the Marines.

DR. KULLER: But let nme say again -- we
have to go on. But |let ne express again, so we
don't mss the point. And that is, the point that
it's not forcing everybody to | ook the sane, which
the Marines may try. |It's basically to prevent
wei ght gain. |If you have sonebody who enters the
mlitary and may be five or ten pounds over weight.

Ckay. That person can still -- you don't have to
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drive that person down to the .9 |level because it
may be beneficial.

But you really are doing is preventing that
person from gaining weight. So basically all you're
doing is saying to sonebody, we don't want you to
gain weight. If you win that battle, | guarantee
you'll win the battle. It's not a matter of making
everybody | ook exactly the sane and everybody | ook
l'i ke they're ten pounds under wei ght and enaci at ed.

That would be a disaster. Because there is a big
genetic conponent and ot herw se you get into
terrible trouble.

But the reality is, just say, |ook, we just
don't want you to gain nmore than ten pounds over the
next X years. And you can't gain nore than five
pounds in any one year.

DR. ARDAY: \hat about the body buil der
that puts on ten or fifteen?

DR. HANSEN. Can | just --
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AUDI ENCE MEMBER: One thing that's very
important, | think, is to be sure that when you're
| ooki ng at your instruction, that you truly are
t al ki ng about wei ght control and not appearance. In
t he Marine Corps order, the Marine Corps order is

tied to a weight control program \When you read the

objective, it says nothing about weight control. It
t al ks about appearance. It says not hi ng about
wei ght control. The title of the order is, "Wight

Control Program™ So you have to be very careful
when you're putting out sonmething to nake sure that
your objective is witten and what you're trying to
do is weight control and not appearance control.

AUDI ENCE MEMBER: That's right. | work
with the special operations guys. And constantly
you go to these canps and you end up with these guys
li ke that, necks like this. And you carry 80 pounds
for hours. And he is constantly getting bonbarded

into the fat control program They're on them al
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of the tinme. |It's appearance. |It's performance
that we need to key in on.

DR. BROOVE: Could I just make a process
suggestion, reinforce what Barbara was saying. |
think it would be very useful for the Board to
address this issue. But | think in order to do
that, to have one of the preventive nmedicine groups
or an appropriate body | ook at the database on
wei ght gain and the database on heal th outcones.
Isn't that what you're seeking?

DR. HANSEN: Exactly. Exactly.

DR. BROOMVE: And that we would then have
the data to nake a responsi bl e recomendati on on
possi bl e wei ght gai n standards.

DR. HANSEN: And | ook at the disability and
di scharge data.

DR. KULLER: We have to go on. |I'msorry.

We have to go to next presentation

LI EUTENANT COLONEL JONES: Could I make a
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brief coment going back for a mnute or 30 seconds
to the report on injuries? | would like to bring
attention to the fact that Dr. Hansen has put a | ot
of energy into the injury work group. And w thout
her co-chairmanship, it wouldn't have been as
directed and focused.

| would also |like to say that Dr. Perotta
very early on perceived this problemw th injuries
as inmportant. And his encouragenment has kept ne
driving it.

But | also want to second what Dr. Hansen
said, and that is, that we put together a panel of
experts in epidemology of injuries who have devoted
a trenmendous anount of energy to the nobst active
work group | have ever seen in terns of the
di scussion and the productivity of it.

And | think we really need to capitalize on
the expertise that they've developed. And | want to

t hank Dr. Hansen in particular and Dr. Perotta for

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

452

their contribution. 1t's been trenmendously
personal |y rewardi ng for ne.

(Appl ause.)

DR. KULLER: Thank you. Dr. Ljaano is
going to present now sone existing data on
hypot herm a.

DR. LJAAMO. |I'mfrom USARI EM up in Natick
Massachusetts. And I'm actually an alumi of the
t her no- physi ol ogy of nedicine division. Currently
I"'min the mlitary nutrition division working with
Col onel Shi ppee.

First of all, 1'd like to thank Col onel
O Donnell for the invitation to conme here and speak
bef ore everybody. Any epidem ologist with 100 bucks
in his pocket and go visit the punp where John Snow
t ook the handl e off and make that epidem ol ogi cal
pi | gri mage, but very few people get to address this
Board here. And I'mreally honored to be here and

have a chance to present sone topics from USARI EM
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| would also |like to thank Jean Ward for
her coordination in getting up here.

What | am basically going to present during
the tinme that |"mhere is a brief overview of some
of the things that research that goes on in the area
of therno-physiology up at Natick, Massachusetts,
followed by a description of the investigating
officer's report of the four ranger training deaths
at Eglin Air Force Base on the 15th and 16th of
February, 1995, in order to put into perspective the
standards that currently exist and are being fine-
tuned for enmerging standards to prevent hypotherm a.

And then briefly address sonme nedi cal
i ssues surrounding that, at which point in time |
wi ||l hand the discussion to Col onel Shippee who w ||
di scuss further aspects of ranger training issues,
notably nutritional aspects which have a great
i npact -- basically dealing on the opposite end of

the nutritional spectrum nanely, calorie deficits
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and what that may have to do with the mlitary
perfor mance.

It's really kind of a fortuitous set-up
that we get to follow Dr. Hansen in this
presentation here tal ki ng about surveill ance systens
for injury and mlitary nutrition issues.

Anong the types of research that the
Research Institute on Environnmental Medicine
conducts are | aboratory experinental studies,
primarily on humans. And these are conducted
primarily by the thernophysiol ogy division there.
And then there are field epidem ol ogi cal studies
whi ch are conducted primarily by the nutritional
di vision, which is the main reason that | have noved
over to work with them

Some of the facilities that we have for
| ooking at problens related to exposure to
environmental extrenmes include an altitude chanber

capable of sinmulating 9,000 neters and tenperatures
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from m nus 32 degrees centigrade to 43 degrees
centi grade.

We have a field | aboratory for altitude
study on the top of Pike's Peak which is at 4,300
nmet ers.

We have three small environnmental chanbers
capabl e of sinulating tenperature conditions between
m nus 10 degrees cel sius and 50 degrees cel si us.

A water enersion facility capable of
controlling the water tenperature within .5 degrees
celsius, fromb5 degrees celsius to 45 degrees
cel si us.

And then we have uni que | aboratories of
massi ve dual climatic chanmbers which contain both a
tropical side and an arctic side, capable of
simul ating tenperatures from m nus 57 degrees
celsius to 74 degrees celsius, at wind speeds up to
40 m |l es per hour, with precipitation in either the

formof rain or snow up to four inches of noisture

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

456

per hour.

And finally 1'd be remss if | didn't
menti on some USARI EM products, anong which are
products that are for professional journals, books
witten for professionals such as this group here,
techni cal guides for nedical officers on cold
exposures, which have been provided to Ms. Ward for
the files of the AFEB, as well as to Ms. Millen.

Briefly, to go over sone of the recent
research studi es and acconplishnments that have gone
on. In the area of cold research, it would be
interesting to note in view of sone of the previous
presentations, that they have done research which
has shown that physical training activity,
regardl ess of the type and the conditions, does
i nprove the ability of a person to viso constrict
during cold stress and therefore preserve core body
t enperature and prevent hypertherm a.

This was an interesting study here
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descri bing the adverse effects of al cohol
consunption or therno regul ati on, wherein the
primary adverse effect of alcohol on therno
regul ati on was shown to be related to the way that

al cohol drives down the bl ood glucose Ievels. And
by driving the glucose | evels down, you inpair the

i ndi viduals ability to shiver, to produce heat. And
that is the way people | ose heat when they' re under
the influence of alcohol.

The cold viso response is not in any way
significantly affected by the so-called viso dilator
response of alcohol. The cold response to viso
constrict far overpowers the viso dilatory effects
of al cohol consunpti on.

This study here was sonet hing that Col onel
Jones hel ped me conduct during the period | was a
resi dent and educated ne well into the problens of
doi ng retrospective studies, collecting data on

injuries wthout cause codes, and has basically
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driven me in a direction to coll aborate with NRHC
down in San Di ego on a research surveillance system
which collects injury along with cause codes which
will be -- which we are using currently in the
special forces studies that we do and we will be
using the ranger studies. And I'll talk nore about
that towards the end of the talk.

There is a lot of talk out in the field
that the M40 mask worn in cold weather induces
frost bite of the face. There are no docunented
instances of this. |It's currently one of the field
acceptability runmor sort of things, but we do plan
to formally study that issue.

And pertinent certainly to the ranger
studies, we'll be looking at a formal study to
exam ne the effect of sleep |oss on the
t hernmoregulation in the cold. Sleep |oss, of
course, does set off the diurnal cycles and does

have a tendency to have people maintain a slightly

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

459

| ower core body tenperature.

I'd like to shift now to tal k about events
t hat occurred in class 395 at Eglin Air Force Base
in the Florida Ranger Canp.

Now, for nost people, when we think of
nunmbers associated with bad |luck, we think of the
nunber 13. But when it cones to ranger training,
for sonme reason, the nunber 9 keeps com ng up.

In 1977, on day nine of ranger training up
of the Florida phase of ranger training, three
students -- two Anmericans and one Panamani an -- died
of hypothermia in the swanps at Eglin Air Force
Base.

Ni ne years |ater, on day nine of training,
in the winter phase in the swanps at Eglin Air Force
Base, an entire conpany becane hypotherm c. There
were no deaths, but they basically were found the
next nmorning clinging to trees and sl eeping the

branches, all hypothermic and it resulted in a
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nunber of prolonged in-patient hospitalization
stays.

Those two events drove the ranger training
battalion down there in conjunction with Mirry
Ham et, who was then the director of the cold
di vision at USARIEM to devise sonme acceptable
emersion tables. 1'll discuss those a little bit
later in the talk, but basically the rangers
proposed sonme standards. And they were | ooked at in
conjunction with some of the nedical nodels that we
have in the medi cal biophysics nmonitoring nodeling
di vision at USARFEM And they canme up with a number
of safety factors and there it all in. And there's
a copy of that table, which again we'll | ook at here
in a short tine.

But basically any time the water or the air
tenperature is below 50 degrees, they don't go in.
And if it's above, being rangers, they do. And then

they're allowed to be in for varying anmounts of
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time, depending on how deep they anticipate that the

wat er depth will be.
Ni ne years follow ng that event, on day
nine of training, at Eglin Air Force Base on the

15th and 16th of February, four soldiers died of
hypotherm a in the swanps.

Cl ass 395 began the winter course on the
28t h of Novenmber. And by the early part of
February, 102 students had conpleted the Ft.

Benni ng, the desert phase and the nmountain phase of
ranger school and noved on to Eglin Air Force Base
and were in the process of a field training

exerci se.

The events surrounding the deaths of the
ranger students was extensively investigated by
Bri gadi er General Mayer who is the fornmer ranger
training brigade commander and is currently the
Deputy Commandant of the infantry center and school.

And his 42-page report which cane out over the
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t he

| en.

Excerpts of that are found in the hand-out that is

provi ded to everybody.

And | have essentially distilled down the

events of that day into a time line to help us put a

little bit of analysis of what went on or

potentially nodifiable into that.

what is

There are a couple of typos on this that

"Il mention right now. Critical decision point

nunber 8 should occur at 0230 rather

t han at

2400.

And the | ost student was found at 7500 neters from

t he high ground, not 7.5 neters.

The events surroundi ng day nine of training

began at 0630 in the norning when the primary

instructor, a captain, who was in charge of the

overall instruction down there briefed the battalion

commander, the battalion executive officer,

been on site for two days in his new job.
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The battalion S3 and the conmmand ser geant
maj or on the environnmental conditions existing at
the canp at that time with the water being at about
50 degrees celsius, with the swanp waters being a
little high, that he estimted based on his previous
wal ks to be at about m d-cal f heighth.

And on the planned swanp route, which was
to be a relatively easy training experience, to
i nvol ve about an 8 kil oneter nove down the Yell ow
River from Metts Landing to a debarkation site, a
short, quick and sinple nove through rather shall ow
swanp waters and then com ng up on | and and doi ng
sonme anmbushes and assault novenents. No river
crossings or anything like that were at al
anticipated at this tine.

The battalion commander accepted this
information and this plan as presented. And his
acceptance of that, know ng that the environnental

conditions were tenuous, was |listed by the
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investigating officer as the first critical decision
poi nt .

| nterestingly enough, after that in-
briefing, then 12 fresh ranger instructors who were

going to wal k the students through this exercise
arrived at canp and were out-briefed by -- back-
briefed by the ranger instructors who had been there
for the previous day.

At about between the period of tine of
11:30 in the norning and at about 1300, conpany B, C
and A load up into Zodiac boats at Metts Landi ng and
depart on down the river

At about 1310 after the primary instructor
observed this departure, he wandered on down to a
hi gh poi nt and observed that the river |evel had
increased from12 to 18 inches over his previous
day's noting of river levels. But he discussed it
with the assistant primary instructor, who is a

Sergeant First Class down there, and they consi dered
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t hat the swanp was okay to continue the swanp nove
as planned and didn't feel it was necessary to
report their findings to the battalion conmander or
to the platoons as they saw them And the
investigating officer lists this as the second
critical decision point of the day.

As the students proceeded down the river,
conpany C which had departed first at 1430, the
student pl atoon | eader m ssed his designated | andi ng
point. And the platoon | eader wal ker, the senior
ranger instructor in charge, allowed himto m ss
that point. [It's the philosophy of the Sixth Ranger
Training Brigade to allow these kind of errors to
occur in this last and final phase of ranger
training in order to evaluate student navigation
abilities and | eadership abilities and the ability
to essentially assess what's going on and nmake
appropri ate deci si ons.

So they continued two kil oneters further on
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downstream before maki ng a | andi ng.

This decision was relayed to the prinmary
instructor and he okayed that decision. The result
of that decision, however, was that when the | anding
was made by conpany C and B, they | anded at a point
where no ranger instructor had ever wal ked through
t he swanp before, and there was no experience
what soever of anybody in what they were going to
encounter as they noved through the swanp to the
| and obj ective that they were going to get to
-- essentially, literally noving in unchartered
wat er s.

The investigating officer lists this as the
third critical decision point.

Now, interestingly enough, at about this
point in time, about 1600 hours, conpany -- the
pl at oon | eader wal ker, senior ranger instructor for
conpany A, makes an assessnent of their |anding

poi nt when they get to it and decides that it's too
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deep to get off there. And so he proceeds on to a
dry | andi ng point at Mason's Landi ng and debarks the
students there.

Hi s assessnent of the Yellow River was that
it | ooked exactly like it did one year prior when
Hurricane Albert was in that area. And that it was
far -- that the water was far too deep for noving
students through. So he decides to nove his
students across the land with no swanp crossing, but
al so decides not to informanybody el se of that
plan. O none -- | take that back. He does not
relay that to the other platoon |eaders, but he does
relay that decision to the primary instructor, who
does not then further relay it.

At about 1650, after about 15 m nutes in
the water for conmpany C and 10 m nutes in the water
for conpany B, both of the platoon | eader wal kers
radio back to the primary instructor that the water

in the swanp is considerably deeper than what they
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had expected, with it going to chest |evel and neck
| evel on sonme of the students at that tine.

The primary instructor acknow edges recei pt
of that nessage and does not indicate any plan to
have the student turn around and go back to the
| andi ng point, but decides to continue on with the
assunption that the water will get shall ower, even
t hough nobody had ever been in those waters at that
poi nt before.

The investigating officer lists that as
being the fourth critical decision points.

By 1700 or about one hour in the water, the
ranger instructors note that two students are
showing initial signs of hypotherm a and begi n pl ans
to radio for a nedevac, which is in fact
acconmpl i shed at 1730.

Also at that point in tinme, conpany B and C
have reached a river obstacle. They reached a crane

branch and they're going to have to do a rope bridge
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cross. That's sonething they were not prepared to
do. The rope to build the bridge was at the bottom
of one of the rucksacks rather than being coiled on
the top, as would be normally the procedure if a
river cross was anticipated. But since that was not
part of the plan, it was at the bottom of a
rucksack. It took a lot of tinme to get that out.

Conmpany B had its work vests on which were
like life preservers that aid in flotation. Conpany
C did not, so they had to take sonme extra time out
to put their work vests on at this point.

They notified the primary instructor that
t hey were going to construct a rope bridge. He
acknow edges that plan and they continue and go
ahead and call in a nedevac.

The medevac when it arrives takes one
entire hour to load up the students to get out of
there. And there is sone experiential issues going

on when conducting a nedevac, both fromthe nedical
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personnel as well as fromthe ranger side, that
caused this delay. Because the helicopter hovers
for an entire hour, by the tine it gets to the
hospital to bring the students in, the fuel is so
low that the pilot determ nes he can't fly until he
refuels. But there is no refueling at that point.
So there is no nedevac avail able until 2100 hours

| ater that evening by helicopter.

Up until this point, there had been a
nunmber of sentinel events which have been sonmewhat
m ssed i n maki ng deci si ons about whet her the
students should stay in the water. These have been
poi nted out as critical decision points 1 through 5
thus far in what's seen here.

I n di scussing these events with Dr. Ham et
who is still considered by the field to be the
| eadi ng expert in clinical issues involving
hypotherm a for the Arnmy and has the confidence of

the investigating officer, his remark which I wll
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say that |I agree with, having experience in working
with special operation forces, was that probably the
ultimate critical decision point that was m ssed was
to get everybody -- was in failing to recognize that
everybody needed to get out of the water when these
first couple of cases of hypotherm a occurred at
that point. And this has to do with the ranger m nd
set.

By this point in tinme, rangers have been
trained to march on bl oody stunps to get to any
objective they' re assigned to get to w thout
conplaining. And if any of them conpl ained, you can
bet that everybody or that all of themare feeling
sonething. And the failure to recognize when you
had two cases of people that needed to be nedevac'd
that there wasn't going to be sone nore problem Dr.
Ham et believes, and | would concur, it was probably
a maj or oversight in the thinking on the part of the

ranger instructors at that point in tine.
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The river -- the bridge crossing then goes
ahead and occurs. By 1930, nore students need to be
medevac' d, but the conpany B ranger platoon | eader
wal ker had heard the radio talk going on about the
hel i copter being out of fuel. So he knows that
there is no helicopter available. So he does not
call for a nmedevac at that time. So the PI back on
| and does not know that a medevac is needed until
2100 when they actually call for one again. So not
even a ground evacuation is started until that tine.

And investigating officer lists that as
critical decision point nunmber 7 in what goes on.

As an aside, the first students that are
medevac' d for hypertherm a at that event all do
well. Al of themare rewarnmed and they | eave the
hospital, the clinic, the next nmorning with no
resi dual problens.

By 2100, students are still in the water.

They're having trouble getting out of the water,
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getting across the bridge. A nedevac is requested

again. This time -- by this point in time, the
hel i copter has been refueled. It cones back out.
Again, it takes an hour to nedevac the two that they

can get out of there. There is difficulty listed in
the report in managing stretchers and in |ocating
students in the dark at this time, signally
properly.

And the battalion is aware of these
probl ens and the | eadership starts to nobilize al
avail abl e canp personnel to help in getting students
out of the water. M nd you, the students have been
in the water -- the enersion standards said they
could be in for three hours. By 1900, conpany C has
al ready reached that standard. By 2000, conpany B
had reached that standard. Most of themare still
in the water here at 2100 trying to get to | and.

These two students are nedevac'd at that

point in time. One of them despite extensive

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

474

efforts to rewarm him including perineal |avage and
the investigation reports shows that all of the
right steps in hypertherma matters were taken,
eventually goes on to be pronounced dead. And
another one is in intensive care for about four days
and then survives.

More students need to evac'd after this,
but the helicopter had been grounded by fog, so a
ground evacuation attenpt is nmade. There were no
pl anned ground evacuation sites in |lines of
evacuation at that point in tine. The students are
dragged for an hour up to high ground to where an
anmbul ance can get to them And then finally reach
the hospital point at approximately two and a half
hours later. It's 0130. And two hours the two
students that are nedevac'd are pronounced dead from
hypertherm a.

By m dnight, all students, except one which

had beconme lost in this tinmefrane here, have been
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| ocated and finally reach the high ground. And the
battalion commander calls for trucks to send the
students back to the canp. At that point in tine,
the battalion commander, however, did not get
notification in and around this point of time here

t hat conmpany A was relatively fresh and dry and was
able to assist in the search. So they are not
utilized in that search, and that's |listed as one of
the critical decision points.

The battalion commander is concerned for
the safety of the ranger instructors at this point
in time who are also hypertherma. So he delays the
search at 0230 and not at 2400 and sends the ranger
instructors back to canp to get dry clothes on and
to rewarm before reconducting the search in full at
530 in the norning. That's listed as the eighth
critical decision point.

Finally at 0730 in the norning, the student

that was lost at this point in tinme is found 75
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meters fromthe shore. He's taken away to the
hospital and is pronounced dead at 0830 in the
nor ni ng.

Now, there are a nunber of issues related
to what went on that are addressed by the report.
The critical decision points that are |listed by the
investigating officer basically described errors in
conmand and control and judgenents which were nade
by the ranger instructors.

An addi tional point that brings bearing out
before this commttee here is that one of the really
negati ve adverse inpacts of the down-sizing that's
occurred in the service is that it's been
universally applied to all units, regardl ess of
their particular kind of m ssion. And has caused
massi ve turn-over and shortages of personnel, such
that in the period of a year preceding when this
exerci se occurred, over 42 percent of the ranger

instructors had been rotated and were brand new and
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had never had the experience of this walk in the
w nter.

The officer strength was down to eight in
the battalion froman authorization of 11. And
there was no sign that that was ever going to cone
up.

The ranger training battalion conmander had
been on post in his slot for about seven nonths.

The ranger brigade commander had been in his slot
since the 24th of July. The battalion operations
of ficer had been there since the end of Decenber.
The first brigade command inspection in several
years was conducted in early January. And the
executive officer was assigned to the battalion two
days before the fatalities occurred on that

exerci se.

As we think about things that could
potentially be done to save |ives where students are

a great hazard to death due to training injuries,
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sone thinking about -- maybe sone speci al

consi deration for personnel rotation policies in

pl aces where experience is critical m ght be given.
Certainly I don't think anybody in this room would

want to have a hot gall bl adder taken out by a

surgical intern. Well, | would venture to say that
probably none of us would want to entrust our sons

to conditions of this hazard when Arny personnel
policies have forced a | ot of inexperience to be on

the ground at that particular tine.

Anong the nedical issues that we m ght want
to address regarding these events are certainly the
enmer sion standards. Now, | did not reproduce it as
an overhead, because it's a rather conplicated thing
with fine print and courier type, but everybody has
a sheet that |ooks like this soneplace in their
hand-outs that contains the enersion tables used by
the rangers for what they all ow.

Again, as |'ve nentioned, when the air or
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water tenperature is below 50 degrees, they don't go
in.

Above 50 degrees, they're allowed to be
exposed not higher than waist |evel for not over
three hours. And that is essentially the standard
that they were working with

Now, again, those standards cane out of a
situation where, after sonme fatalities and near
fatalities occurred, the rangers proposed sone
standards for thenselves, ran it back sone peopl e at
USARIEM And they worked it with sone fudge factors
simlar to those which are used in environnmental
medi ci ne i ssues of safety factor cal cul ations. And
cane up with the standards which are contai ned
within the current ranger enersion table standards.

And those are in large part consistent with
and based on sone standard curves for allowable
enmersion. These standard curves which are shown

here are for totally enersed. They are not -- you
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know -- we don't have separate curves at this point
intime for emersion of just up to the knee |evel or
just up to the calf level or the waist |evel and how

much tinme is allowed there. But certainly these
curves indicate that the standards that exist are
legitimate at this time, if perhaps in need of sone
degree of fine tuning.

This dashed line here and this dashed |ine
here are consistent with the current Navy standards
for emersion. Anything below the Iine of safe is
where no fatalities are anticipated. Anywhere
between the red and the green dashed line is where
up to 50 percent nortality would be expected from
the effects of both drowning and hypertherm a. And
anyt hi ng above the red line is where 100 percent
nortality woul d be expected.

This line here is an estimation based on
dock out data, where dealing with the idea of

mortality based on hypertherm a al one.
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DR. HANSEN: Did body mass enter into that
equation at all?
DR. LJAAMO. That's a good question. This

wi de marginal range is essentially what deals with

t hat issue of body mass. But I'll get to that issue
in just a mnute here.

DR. SHI PPEE: But it doesn't speak to
nutritionist things.

DR. LJAAMO. And that's -- |I'mleading
right up to that now. Now, when we tal k about
survival in the cold, the human organismis nuch
nore better adapted to survive in the heat than it
is in the cold. W have nuch better intrinsic
def ense nechani snms for surviving the heat than the
col d.

We essentially -- peripherally vasa
constrict and attenpt to produce increased netabolic
heat through voluntary physical activity and

shivering froma genesis.
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The ability of these soldiers to do this
for any sustained period of tinme, given their
nutritional state where they are intentionally food
deprived as part of their training process and
basically do that from an average of about 14-15
percent body fat to 6 percent body fat at this point
intime in training, this ability is in question at
this point in tine.

The primary neans of defense of the human
organi sm agai nst the cold is behavioral. You want
to get out of the cold. And when it's cold, you put
on a coat or sonething like that. But as I
menti oned before, because of the m ndset of the
ranger at this point in time, the students are
basically relying on the instructors for what
they're expected to do. And they know that rangers
don't whine. So the behavioral defense mechani sm
that would nornmally be acting in these guys

essentially is subverted.
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So we're sonewhat left to dealing with
i ssues of keeping the instructors aware of what's
goi ng on and what's safe, and then trying to keep
the status of the organismin a state where it can
hopefully defend off the effects of the cold.

As brought up by Dr. Hansen appropriately,
body habit has an i mmense effect on the ability to
defend against the cold in an organism Here is
where people start ranger training at about four
mllimeters of subcutaneous body fat thickness, 16
percent body fat. And where they are at the Florida
phase down around 6 percent and 1 m|lineter of
subcut aneous body fat thickness.

Plans from-- 1"'Il discuss plans on the
t her nophysi ol ogy side of what we're going to think
about doing to help out the rangers from a nedi cal
poi nt of view on these points, and then Col onel
Shi ppee will discuss the nutritional aspects and

field study aspects.
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We are -- in fact, in helping them
interpret therno nodeling at this point in tine in
conjunction with the defense, civil and mlitary
institute of environnental nedicine in Canada, Peter
Tikuisis is up there as well as Dr. Toner at Queens
Col | ege, who are both noted experts in environnental
medi cal nonitoring for cold enersion exposure. |f
requested, we can certainly provide sone training
for the ranger instructors, as well as sone
assi stance in reviewi ng current guidelines and SOPs.

There is a plan physiol ogical assessnent of
cold tolerance abilities of ranger students at this
-- at the conpletion of ranger training, which is
outlined in everybody's hand-outs in a one-page
outline of study protocol, where we attenpt -- we're
hopi ng to address exactly the issue of, can students
who have just gone down from 16 percent body fat to
6 percent body fat be expected to react according to

t he nodel tables that are proposed by bionedi cal

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

485

model ing by doing a little |aboratory experi ment
usi ng NAMRI chanbers down there at that point in
time.

And as | alluded to earlier, we have
col | aborated with the Naval Health Research
Institute in a research surveillance system W
will be following all norbidity that occurs to al
ranger students with cause codes, follow ng their
hei ghts and wei ghts as they go through the various
phases, so that we can study events as they occur
down there in a reasonable manner, as well as to
val i date any interventions, whether they be
doctoral, adm nistrative or nutritional and the
potential inpact on inproving the survivability of
t he ranger students.

At this point intinme, I'd like to turn the
presentation over to Col onel Shippee who will speak
in greater detail on ranger training and sonme of the

studi es that he has done extensively on ranger
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training.

DR. SHIPPEE: G ven the tinme, this will be
rapid fire, which I can do well as you'll see. The
data that 1"mgoing to present is |ow on hard data,
great on generalities.

My training is in nutrition, particularly
how nutrition interacts with the i mune system |
did eight years down at the Army's burn center as
pretty nmuch a post-doc, where | got a good
appreciation how nutrition inpacts and how critical
it is for recovery froma traum issue. But | think
nore inportant | got a good feel for what nutrition
as a preventive nedicine plays, because one of the
critical indicators of recovering fromtraum or a
burn injury is how the nutritional status of the
person when they came in. And that is, | think,
forced nmy focus in ny research. And | think nmy goa
now is to how could we through nutritional

suppl enents give the soldier the best i mune system
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t hat he can have when he goes into conbat.

What |'m going to show you now i s
specifically what we do with the rangers. But on a
broader term | want you to | ook at the paradi gnms of
what we're devel opi ng here, how inportant this is
for us to start |ooking at the inmpact of stress and
how nutrition plays in that to enhance the state of

i Mmune response.

Now, since -- | canme on board in '92. The
'91 was a very fortuitous event for us. In '90 and
89 -- | think "89 or '90, they had a w cked

out break of streptococcal pneunonia in ranger school
and that pronpted themto bring in nutritionists
epi dem ol ogy teans to | ook at what was goi ng on and
t he severity of that training.

Now, let me say this fromthe outset.
Ranger school has a trenendous safety record. There
is a cost risk benefit going on here. Before you

criticize the cadre too strongly, they're the guys

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

488

responsi ble for preparing these folks to go to
combat. Al right.

Now, we've been criticized at USARIEM And
|' ve done sonme personal soul searching. That we did
not drive honme our data stronger to them And |I've
conme up with an anal ogy for particularly Dr. Dunn
| ocated near the canp who has been calling us
frequently that he is going to call his Congressnman.

Is that -- he is a chiropractor. And | said, you

have people that snmoke? Yes. You tell themto stop
smoking. Yes, | do do that. Do they? No. They
probably don't until they have enphysens.

Well, the ranger schools are suffering from
t hat enphysema now. Now they listen a little bit
more. All right.

As it turns out, | sat with Col onel Jackman
t he day before the incident show ng himsone of the
data we've been -- that we've been getting out of

t he special forces canmp and suggesting to him sone
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studies that they do. To first attack this question
of how | ow does he want to go on body wei ght and
fat. In other words, he wants sleep restriction,
psychol ogi cal stress and he wants food restriction
as a stressor. They feel they need to teach the
soldier, the small unit |eader, how far he can push
hi msel f and his nmen under the stress of sleep, food
and psychol ogi cal stress.

The question is: How nuch food deprivation
do you want ?

My argunment has been, if you've got a guy
putting out 4,000 calories a day and he is eating
one MRE a day, 1300 calories. You bring the next
group through who put out 4,000 calories a day, give
himtwo MREs, 2200. That guy feels as sleep -- as
food deprived as the guy before him So where do we
bal ance that at?

In the nmeeting that we had with himon the

18th pronmpted by what happened in February, answers
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to that question and we're going to | ook at sone
further things.

But there is another issue here. And that
is, where does stress and nutrition play in the
i mmune response. And this offers us a very
i nportant paradigmto start | ooking at these things.

Now, the difference between we call ranger
1 and ranger 2 was in "92 | got involved. W went
to them and said, one MRE a day during your field
training exercise is too low. And I'lIl show you the
data fromthat. W suggest you at |east boost it up
to 15 percent. So ranger 2 is the sane as ranger 1,
except we went in and the only intervention here was
we increased the caloric intake by 15 percent.

Now, there is a problem here because they
swapped phases on us. When we go to the open
literature, it causes a |ot of problenms. But [|'l
go into that a little bit later

Then Col onel -- now General Mayer -- but
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t hen Col onel Mayer goes up the road and tells the
people to switch special forces, what we're up to.
And they ask us to come in and | ook at the 21-day
speci al forces assessnent course. We were surprised
to see in this course where they feed their folks
three tinmes a day, that they were i mmuno-suppressed.
And that has led into a research agreenent with
Ross Phar maceuti cal s.

And |'ve gone in. W've done a glutam ne
intervention in that class. W've now just got down
with sonme fascinating data on anti oxi dants and
enhanci ng i mmune suppression in these guys in that
21-day course. W' ve done sone work with the cadre
menbers fromthe rangers. We are now getting ready
to do in Septenber a second anti oxidant study with
the special forces. And I'Il talk a little bit at
t he end about what we're going to do when the
rangers come up in January.

You don't do these things alone. Over the
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| ast three or four years, we've collaborated with
RARE. Mbst imrunol ogy came from Dr. Kramer's | ab,
Jim Kramer out of Beltsville, although we now do

i mmunol ogy in our own labs simlar to what he's been
doi ng. Penni ngton Bi onedi cal Center has a huge
grant that does nobst of our clinical chem stries.
And |'ve nentioned that we've gotten into a
corporate research agreenent with Ross

Phar maceuti cals who constructs all of our products
and were using them for suppl enmentations.

Let nme give you a quick overview of ranger
school as it existed in '91 and '92. They've now
gone to a three-phase course. Then it was a four-
phase. Fol ks start out at Ft. Benning, spend two
weeks in Ft. Benning.

Then they went up to Ft. Bliss in a desert,
arid environment for two weeks.

They go fromthat right up to Del anaca,

Ceorgia, the Geat Snmoky Mountains. Canp Merrill is
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nestled up in the nountains, to the nountain
training.

Then they head down to Canp Broder for two
weeks in the swanps. You conme in and you see this
sign, warning, alligators. And these guys spend the
next two weeks up to their neck in water.

Now, every phase at that tinme was nade up
in two weeks. The first week is classroom phase,
they call it. But then they had classroons out in
t he mount ai ns, maybe out in the nmountains doing
repelling. So it's not necessarily didactic sitting
in a classroom And nost of it in fact is not.

The second phase, basically seven to ten
days, is a field training exercise. And that's when
during the classroom phase they feed themthree
neals a day. During that seven day, ten day field
training exercise, at each second week of each phase
is when they put in the sleep and the food

depri vati on.
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In "91, the policy then was to feed
-- during the summer nonths, one MRE, neal ready to
eat, a day, which is 1350 calories. You can't see
this too well, but along the thenme of this inmuno-
suppressi on, you know, there is a |ot of
simlarities between our guys and the | ead athl etes.

Well, there is a lot of differences, too. And |
t hi nk one of the main things you ve got to think
about is our folks walk around with open wounds.
They' ve got abrasions, cuts, bee stings. They're
al ways -- after the second week of ranger school,
t hese guys wear a | ot of noleskins and things to
cover up these open wounds.

This is a typical -- this is the end of '91
and this is a ranger doing sone of our perfornmance
tests. And, as you see sone of the data on the
intake, you'll validate this skeletal form

Just to |l ook at the nutrition, you' ve got

to be careful when you look at nutrition statistics
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com ng out of special operations forces, because
there is a certain amount of contrivity here. This
is aright of passage. You know, we were criticized
going in first by the hard core rangers. And you
can hear it when you go down at the canps. Not at
the cadre, but the older sergeants. Yeah, you're in
here making things easier. | did it this way. They

do it. So there is that m ndset there. All right.

Basically we've got about the nutrition
rate. But what was of interest to us is how nuch of
that is attributable to nmedical

Now, we've got to be careful with the
medi cal , because there are a | ot of guys who drop
that were sick. They didn't -- they got dropped out
because of academ cs and performance, but they were
sick. We don't pick them up because they probably
don't show up at the clinic a |ot of tines.

Now, the take-hone nessage here is here is
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infection rate in ranger 1. Now we go back in a
year |ater and we give them 15 percent nore
calories. And it's | think an inmpressive | ook at
how we | owered the infection rate. But obviously

t hat may be the particul ar pat hogens or whatever
went around. So it's difficult because you go to
the open literature and you go, wait a m nute,
here's your control group or whatever. Now you go in
t he next year and you do anot her study.

However, the immune responses that we | ook
at and sone other data will tell you just this
nodest increase in caloric intervention, 15 percent
across the board, had a significant inpact on a | ot
of areas. This is a graph. Now, |'ve got sone
hand-outs of all of these slides for those of you
who care to ook at these in a little nore detail

This is the energy expenditure. And we use
doubl e | abel water, a subset of ten. Any tinme you

work with these school situations, you are never
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know who is going to quit on you. So you've got to
do a lot nore to get a little bit of data at the
end. You can i mgi ne what happens when the

i mmunol ogi sts go through it, because they can't
freeze cells and do a proliferation study after the
study. So we have to do -- we recruit 100-150 guys.
They end up with 40.

So this is the sub-group of ten fol ks using
doubl e | abel water. We dosed them at the begi nning
of each phase. These energy expenditures will reach
up to 5,000 in ranger 1. And this is a classroom
phase where they're feeding their guys up to 6,000
calories. Hauling that body mass up and down the
nmount ai ns i n Del anaca.

This is the intake data fromthe studies.
You can see that we did successfully somewhat,
ranger 2, raised the caloric intake across the
board. But probably the nore revealing data is the

energy balance. Any tine you get below this |ine,
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we're dealing with a negative energy bal ance. And
| ooking at this and | ooking at the slide, the guy
lifting the power, you can kind of put the two

t oget her.

Now, these are frequency slides. This is
the distribution of a percent body weight |oss from
the initial weight that the guy first entered.

Now, this is just the finishers. All
right. We can criticize it with throwi ng the baby
out with the bath water, but we do not have enough
money, tinme and energy or resources to foll ow fol ks
that are trends. So we're |ooking at people who
managed to finish the course.

Now, the other thing |I want to -- there is
two things about the data, as you | ook at the ranger
data and the SF data. One, we're always talking
means. But you've got folks that follow either side
of that nean. The other thing is we tal k about

normal , base line values. Qur folks, when they cone
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into these courses, are not normal, base |line
values. They're usually training very hard before
t hey conme. You can see the |actate |evel.

| can show you a nunber of paraneters where
| fall outside of the normal values on a |ot of
chem stries and i munol ogy. So | speak to that as
base line. And a lot of tinmes we deal in percentage
changes because of that reason.

But the nmean here was 14 percent body
wei ght | oss over eight weeks of training. All
right.

And this is where we turned to them and
said, we think your target should be 10 percent. W
want you to set this at 10 percent. For a healthy,
young male, 10 percent is probably where you'd |ike
to be. And to do that, we think -- well, we showed
them the calculations. You' d have to give 15
percent nore cal ories.

Now, again, this doesn't speak to these
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guys that | ost 20 percent. But then again -- and
"Il show you sone body fat, sonme guys who start |ow
and do very well. Fifteen percent nore calories
across the board. W alnost hit our target. W
come up with about 12 or 11 percent body wei ght
| oss.

Now, this is where it gets interesting.
Here is a distribution of body fat. This is done on
density. This isn't done by field expedi ent
met hods. This is done by density, which debatably
is as good as enersion.

These fol ks start at 14 percent body fat,
which is not high fat by anybody's standards.
That's why | say we're not dealing with normal
f ol ks.

Now, | ook at this. We' ve got one guy that
starts at 5 percent body fat and manages to finish
that course. So, to try to set standards, you've

got to be this m nimum before you start really
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doesn't answer the question, either.

At the end of course, the group ended up
al nrost 19 guys out of this 50, | think it was, ended
up with 5 percent body fat. | don't inmagine you can
drag yourself. That's probably the cell walls |eft
t here.

Yes.

DR. PARKI NSON: So what you're saying is
t hat body fat goes down to 6 percent?

DR. SHI PPEE: Yes. Mire like 5to 6
percent when they finish, these guys that finish the
cour se.

DR. PARKI NSON: | guess the questionis, is
t hat percentage of body fat, they would be depl oyed
for the next six nmonths, full fresh, fully trained
and ready, and they will be able to perform at that
percent of body fat?

DR. SHI PPEE: No. | nean, this?

DR. PARKINSON: All I'msaying is if the
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notion is at the end of their training, you want
themto be full functional and they energe at 5
percent body fat -- | don't know.

DR. SHIPPEE: Now we're into this

phi | osophical area. Okay. Let nme stop here a

m nute. In the meeting on the 18th where we sat
wi th Col onel Jackman and his staff, late in the
afternoon Col onel Jackman -- we were starting to

question these sort of things. Okay. And Col onel
Jackman got up and said, let nme tell you sonething.
There is two tragedi es that happened in February.
One, | lost four guys under my watch. And the
second one is that | saw seven mlitary careers
vapori ze before ny eyes. Seven guys lost. That's
it. They won't hold a conmnd agai n.
And he said, so I've thrown out all of the

paradigns. All of the paradigns, this is the way we
used to do it does not sit with me any nore. |'m

starting over. |I'mtaking a | ook at these types of
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questi ons.

So | back up to how | started. They've got
enphysema now. You need to stop snoking. Okay.
Let's say, do you really need to go this |Iow to have
t hat guy learn how far he could push hinmself and his
men through the training. So you're right.

DR. HANSEN: I'msorry. | have to | eave
for the airport, but I have to nake a coment | ust
froma Board nenber. | really think this needs a
heavy hand in reeval uati on, not just what you said
so far. This is extraordinarily bad. | cannot
enphasi ze it enough. This is bad for the

i ndi vidual. You have no idea what the permnent

14

15

16

17

18

19

consequences nmay be of delipidization to 4 percent.
Seven is the lower limt of normal.
| can only say this. | think this needs

out si de eval uati on.

DR. SHI PPEE:; You do know that the national

-- | know you know the National Acadeny of Science
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has a board that reviewed all of this data. And
you've read that report. | know you have.
DR. HANSEN: | have. And there is just no

doubt that you can produce stress w thout produce

this.

DR. SHI PPEE: That's right.

DR. HANSEN: So, anen. Carry on

DR. SHIPPEE: It was a pleasure |istening
to you talk, by the way. 1'd |like to know if you've

done some i nmune responses on those nonkeys.
This is the second study. The group starts
out at about 14 percent. And we did less of a
percent body fat. They finish at about 7 or 6. But
we still feel at that tinme that that was too | ow.
This is body weight loss. 1'mgoing to go
t hrough these rather rapidly because you could grab
t hose and | ook them over yourself. [|'ll stop at
sone points | want to make out.

We did sonmething different in the second
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study. We went to | ook at one of these refeeding
points. So we did like an internal control here.
What happens when you give a guy a seven-day
refeeding at the end of the stress. All right.
Now, |'m going to show you sone things that
responded and sonme things that didn't, in what I
think may be a nessage there.

AUDI ENCE MEMBER: What's a refeeding?

DR. SHI PPEE: Okay. Here -- after they go
in the desert, that's seven days in the field
training exercise on one or one and a half MREs a
day. Then they go to the next phase. That first
week, they're eating two neals in the food dining
facility and one nmeal of field ration. GCkay. So
ref eedi ng.

The testosterone | evels are ranging 1.
This is a castration |evel of testosterone. You'l
notice that -- we can go to the next slide. Here is

a range of 2. Notice that this is just seven days
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of refeeding and we get a response. This is
testosterone. This is serumcortisol. Again,
ditched out. He would have to show why. But
refeedi ngs ook normal. And then it's elevated in
the end of the |last two phases. W have a whole
battery of endocrine data on this. [It's all in the
tech report if you care to read through it. Carl
Fri eda now at Headquarters is the endocrinol ogi st
that we used at that tine.

We have sone -- quite a bit of side kind of
data, but I want to show you the isle 6. Isle 6
fromranger 2. Elevated and then m d-nountain, does
not -- although it's not statistically significant,
the pattern is even if he's refeeding, he's still
com ng on down. But if we go and culture the cells,
and take the isle 6 out of the culture, again they
culture feed hima little bit. They conme up to
nor mal

There is a student who used to work with us
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and we've got a problemw th the units on this
scale. But the relationship is there. And there is
sonme other things that speak to this, also.

Here, the way we are defining i muno-
suppressi on, and we've been taken to task on this.
But given the resource we had avail able, we take
whol e bl ood. We transport it back to the lab. W
put it in culture with RPM nedia and we stinulate
it wth PHA. And then after three days or two days,
we add tritiathiamne. A day after that, which is
three days total in culture, we | ook at how nuch hot
tritiathiamne is incorporated into the cells. The
hi gher the corporation, the higher the
proliferation, so the better the response.

So this is a slide of ranger 1. And ranger
2, we gave himnore calories. The degree of the
guy's response differs fromhis base |ine val ue.

And you can see the caloric intervention did -- was

beneficial to the i mune response based on this in
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vitro assuage. But still, according to the fol ks
that work with this all of the time and based on
some work |'ve done in burn units, it's clinically
significant.

I n other words, this says these guys are
nore prone to infection than when they started the
cour se.

What | don't have here is this mountain
phase where we did the feeding. And they're still
suppressed. There is not nmuch of an effect here to
the feeding to the proliferation response. But if
you | ook at the chol estonetry data | ooking at the
subsets when you refeed, total T cells, T-helpers,
T-suppressers do respond during that short term
feedi ng phase. Yet the ability to proliferate did
not .

So that's where we stood with the data. It
was all reviewed by National Acadeny of Sciences.

We went to the rangers and said, |ook, this is too
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| ow. And what you're sitting on is -- literally they
were sitting on a time bomb. There was no buffer
for error. And what happened -- what Sven just
showed you, what happened to those guys is a
commander control issue. And he went into the
vari ous subtleties of that commander control. But
t hese guys hit that jungle with 7 percent body fat.
Their testosterone |levels were low. Their
cortisols are high. Their glucose is probably | ow
They couldn't mount a shivering spot. So they have
no buffer to cover them

So how do you go to the tables and pul
t hat out, because there is nothing built in there
for mal nutrition.

DR. LJAAMO. Col onel Shi ppee.

DR. SHI PPEE: Yes.

DR. LJAAMO. 1'd like to -- one point |
sort of forgot, but also sort of ties in with this

is the core body tenperatures of the guy who did die
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in this incident were at about 85-87 degrees.
That's noderate hypotherm a. And Dr. Hanl et
bel i eves that these people should have survived, but
that they didn't because they | ooked nore |ike
peopl e who m ght have cone out of death canps or
sonething like that and didn't have -- had these
-- they literally didn't have a buffer. They didn't
have certain things and were not -- and therefore,
t hey were not revivable. And, you know, that's
anot her nutritional aspect of this that Dr. Hanl et
wanted nme to bring up.

Also, while I've got the m ke here, for the
record, as a good epidemologist, I'd be lax if |
al so did not point out that the denom nator in al
of this which was shown on one of the charts that |
threw up there is that they train 3,000 students per
year there. And we need to keep that in mnd as we
| ook at the record that is actually, as Col onel

Shi ppee said, fairly safe.
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DR. SHI PPEE: The Ti kui sis nmodel has peopl e
of 7 to 6 percent body into it. But there is a big
di fference between 6-7 percent body fat, say, a
wel | -fed conpetitive bicyclist to a ranger in the
swanps, psychologically sleep deprived and food
deprived. And that's one of things that I want to
address.

So now when the rangers showed up the 18th
to go over all of the data and | ook at where we were
going to go, | took all of the energy output and the
intake data. And | tried to nodel it for a three-
phase course, because we had never |ooked at three-
phase. A |lot of changes have already taken pl ace
down there to prevent that tragedy from happening
agai n.

So | took the energy expansure and
predi cted what it would be for a -- now they' ve gone
to a thinning phase, basically 21 days per phase.

And, again, the first half is classroom second half
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field training exercise. And as they'll go on, the
mount ai n phase and then the swanps. They' ve done
away with their desert training. The course is
still going to be 60 days | ong.

And this slide got nessed up. You don't
have it in front of you, but the color isn't right.

Sonet hi ng happened.

Take ranger 1, you know, | applied the
energy output and energy intake data that we got and
applied it to the three phase. | predicted that the
guys woul d | ose 18 percent of their body wei ght and
they | ost 14.

Now, if you |l ook at ranger 2, we gave him
15 percent nore calories. The weight | oss would be
the yellow or the blue bar. All right. And that
one | predicted 11. W saw 12.

Now, if they just went to two MREs a day
during that field training exercise, the weight |oss

woul d be 9 percent, closer to the 10 that we say
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they need to be targeting mninum Now, that's the
mean, too. And that would be the green |ine here.

Now, if they went to three, that's 3900
calories a day. They would have a 1 percent body
wei ght | oss.

So as a starting off point -- and this
speaks to sone other issues, too, that | wanted them
to be -- froma nutritionist point of view. Here
are sone options. You could | ook at tapering into
the food restriction. |If you want severe food
restriction, then why don't you nove into it slowy.

The guy down here is really going to feel seven

days of one MRE if that's what you want to do, as

| ong as you've kept his body fat up and kept -- you
know -- kept his normal endocrine patterns up unti
you get to that point.

The other thing you m ght want to address
is feed himthe fuel he needs. Maybe this is nore

conplicated. But | wanted to show themthat there
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are sone other nutrition options here open to you.

Feed himfat, at |least. You can use fat.
Feed hi m carbohydrates when he needs carbohydrates
during this. So fromthat, it gave us kind of a
junpi ng off point where we wanted to go. And then
the end result, Colonel Jackman said, bottomline.
VWhat's the m ni nunf

| said, the mninumis two MREsS a day, but
preferably I'd like you to go to LUR, the new freeze
dried ration, which is the old Vietnamration, which
two of those would give you around 2700, 2800
calories a day. And in fact that's what they're
goi ng to do.

So he said, the paradigmis out the w ndow.
|'"mgoing to take your advice. And |I'm not going
to go belowtwo MREs a day. And I'mgoing to try to

the LUR, bottomline, that's it.
Now, that speaks to a sumrer course. A

Wi nter course is a little bit different. They
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usually give them-- they say, we give thema little
nore food. Well, | need to know how nuch nore you
give them Now, there is another problem There is

anot her problem And | have spoken to this before,
but not as strongly. At that tinme, | was a major to
a full colonel. But now | can say this. And

spent sone tinme in these canps and | know what goes
on and | know the m ndset. What you put out is
policy. What happens in the field on the line is
different. And this happens on the line units, not
especially in the training, either. The guys get
out in the field. Al right. You' re behind
schedule. You didn't neet the point. You m ssed
your drop-off point. Let's go. Let's hunp.

And the all right is his mnd is, I'll mke
up the difference at the other end. You know, a day
and a half later, I'Il give themsix rations rather
three. That don't get it. You know, that's why we

tried to tell them
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Down at the line units and the infantry
units and now in special ops, you run into the other
probl em where you give a guy three MREs a day. He
breaks them open. He dunps them on the ground. He
takes out the things he wants to eat. That -- we
tried -- again, | speak to the education issue.
You've got to get down there and tell themthat when
| tell you there is 5500 mlligrams of sodiumin
that ration, that's if you eat the whole ration, not
if you eat all of the candy bars. So there is an
educati on process that's got to go on here and we're
finally getting home to these folks.

So this is a rather conplicated fix that we
didn't go to, but it speaks to some research issues
that | think we want to get to.

Now, this comes to the end. Words from ny
sponsor or ny own agenda, if | will. 1"l put it
out like that. That's fulfilling the total caloric

requi renments.
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Let nme tell you what goes on briefly at the
SFAS canps. Twenty-one days. The guys wal k 150
mles carrying at |east 45 pounds on their back, if
not nore. They are fed three tinmes a day. They're
given three MREs a day the first 11 days. They're
given a norning ration and two MREs the second.
They take in about 4,000 calories. They're
expendi ng 5500. You probably can't eat nore than
three MREs a day. Their imune response is still
suppressed. So there is another issue here.

How do we sustain i nmune response under
caloric deprivation. And that probably speaks to a
conbat situation where your tactical situation, the
stress of the conbat, you' re not taking in enough to
meet your requirenents.

Working with these has its restraints.
Moreover, but it has its benefits.

Now, when | first did the slide, the

student who spelled this one highly nutilated it.
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They're highly notivated. | never have
trouble recruiting fol ks at these canps. These guys
will walk the extra mle for you. The tasks are
mlitary relevant. And the Arny sticks to strict
adherent standards. Where else could you go and
find 150 young guys, healthy guys, doing the sane
tasks and | ook at a nodel of suppression. And
that's why Ross Labs is interested, too. You can't.

Because nobst of our data conmes out of trauma
patients, burn patients, or whatever. W have an
extrenely inportant paradigmhere. And we're
fortunate to have it. It's a shaky thing. W could
be turned down any m nute. But we've got their
attention now. We've nmade sonme m stakes. W' ve
| earned a lot, too. So that's where we're headed.

Now, the ranger study that |'m proposing
and the cold folks are proposing is going to start
off in January, the 8th of January. W' re |ooking

at the winter class. 1've got a |lot of battery of
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i mmunol ogy tests we're going to do, blood tests,
body conp. At the end, we're going to try to get 10
guys to volunteer to sit at 50 degrees Cin a cold
room down at the Navy | abs down in Pensacola. And

| ook at how do their responses agree with the
nodel ' s.

And then we're going to refeed themfor a
coupl e of days and put them back in.

Now, speaking froma -- | wi sh that Barbara
had stayed, because we do have sone fascinating
recovery data that's in the technical report. The
first thing I"Il tell you that | picked these guys
after ranger 2 five nonths |ater at the airport and
they | ooked |i ke woodchucks. | mean, they were just
-- |1 didn't recognize them And they tell ne they
cannot go by a candy machi ne. They don't have the
energy after six -- five or six nonths. They didn't
have the energy they had. And they can't stop

eating. They overshoot. The M nnesota starvation
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study showed that same phenonenon.

That is the quick pass. There is a |ot
there. If you'd |ike, give nme your nanme and
address. |'Il send you the tech report as soon as
they conme out. All of the data is in there.

(Appl ause.)

DR. KULLER: Thank you. That was very,
very good. Unfortunately, because of the time, nost
of us are going to have to |eave. But | think that
was an extrenmely good report, very worthwhile.
think there are concerns, as Barbara pointed out, of
t he Board and obviously your own concerns about
what's going on down there and the type of training
and the food deprivation. And certainly it's got to
change. | nean, | think also the rationale for
what's being done in relationship to what they
expect is kind of critical.

DR. SHIPPEE: Well, they lose their

institutional nmenory. And that's why you see this
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periodic thing. And I think that's the goal of us
folks in the nedical field to keep that in.

DR. KULLER: And | think the Board woul d be
very willing, as Barbara noted, the Board wl|
support you in the sense of making this very plain
to others that sonmething has to be done here,
because there is a potential for a catastrophe
agai n.

LI EUTENANT COLONEL JONES: | think that
there is an el enment as an epi dem ol ogi ¢ board that
we need to stress about this tragedy that has yet
been unneasured in any of the reports. And that is,
t hese weren't just four individual deaths. But if
we really look at it, was four deaths in two of the
t hree conpani es which was only about 66 nen. So we
have four percent (sic) of 66 nmen. That's 7 percent
of those units died in this episode. Three others
were hospitalized. That nmeans 11 percent died or

were hospitalized.
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And if we neasure it in those kinds of
terms and rates, which we don't traditionally do and
we don't report it in ways we can go back and | ook
at that, then we can't see that the effect on the
unit -- you know, 11 percent were dead or in a
hospital and there were many nore treated.

And we really need to get those statistics
out there, because commanders respond to those kind
of things. When they see that | can | ose over 10
percent of my nmen in the space of a few hours. And
you | ose nore of that because of the people having
to take them out and others who presumably were
i ncapaci tated anyway. | think we need to enphasize
t hat when they report these things, they need to
gi ve us sone rates.

DR. SHI PPEE: One other thing. I'ma
convert in epidemology. | now see what the
epi dem ol ogy data can give nme on ny side. And

that's why what Sven is up to with the Navy is so
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inmportant to ne. By the end of this year we w ||
have that epidem ol ogy software in every clinic in

t he ranger canps and in the SCFS. Think of how
powerful that is when you put a year's worth of
mor bi dity data and go into a product and feed it for
a year and show 50 percent of this was antibiotics,
50 percent less cellulitis. That's a powerful
quality.

DR. LJAAMO. We'll be doing our field study
down there in January this year. And if the Board
woul d |ike, we'd be happy to cone back and do sone
further feedback at a |later neeting if there is any
interest in that. Thank you again for having us.

DR. KULLER: Thank you very much.

(Brief recess.)

DR. SCHAFFNER: They are a screen each and
we should be able to take a ook at them They are
respectively the neningococcal recomendations, the

varicella recommendati ons, and sonething Cladd wote
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on the issue of the executive secretary, a general
statenment that we would circulate and that Lou is
then going to send to the group.

|'"'mgoing to start with the varicella
because it is a single page. And as | say, if
anybody can see it -- you m ght want to get up a
little closer. This is after our neeting | ast
ni ght.

You notice the Parkinson paragraph at the
end.

Ckay. Varicella represents a |limted, but
potentially disruptive infection in recruit
popul ations. In the face of background i nmunity of
greater than 90 percent, universal inmmunization of
recruits i s not recomended.

To determ ne the proper role of the newmy
licensed varicella vaccine in mlitary setting, the
Board recomends the follow ng:

1) An uncontrolled pilot project should be
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conducted to assess the preventive effectiveness of
serologic screening of all recruits for varicella
anti body foll owed by inmmunization of non-inmunes
towards the standard two-dose regi nmen.

Reliability of a history of chicken pox
shoul d be determned in this study with the goal of
possi bly | essening the need for serologic testing in
the future. Results of this study will allow
devel opnent of a consistent service-wi de policy for
the use of varicella vaccine.

DR. PARKI NSON: Just a question | have. |Is
there any reason to believe that studies already in
the literature -- which | think there is sonme good
ones about the validity of self reported chicken pox
hi story would be any different?

AUDI ENCE MEMBER: The Navy study of the
grades, like it did a few years ago, asked that
gquestion in particular of the varicella vaccine.

DR. ASCHER: And?
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AUDI ENCE MEMBER: It was -- | don't

remenber the percentage, but it was a relatively

good - -

DR. ASCHER: Recall. The recall was good.

AUDI ENCE MEMBER: For varicella. Not for
rubel | a.

DR. BAYER: | think the nunmber was 75
percent.

DR. ASCHER: Yeah, that's what nobst people
say, Yyeah.

DR. BAYER: That was correct.

AUDI ENCE MEMBER: | guess of those who say
t hey' ve had chi cken pox, |I'm sure that over sone

percent age of over 90 percent. O those who say

t hey haven't or they don't know, about 75 percent.
DR. ASCHER: Right. For an overall 91

percent. So the question is, you could change this

to not test the ones who have a positive history.

On the other hand, it seens nore easy operationally
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to do everybody for a while and then make the
change-over based on such a study. And it's not
t hat nmuch nore expensive, as we've heard severa
tines.

AUDI ENCE MEMBER: And | think if we're
going to do the study of the vaccine, it's
relatively easy to ask that question and then -- you
know -- look at it. It can be added to a study.

DR. ASCHER: Any other? Does that convey
the sense of the nmeeting | ast night reasonably well?

DR. PARKINSON: This is just a note that
speaks strictly to recruits. It doesn't speak to
of ficer popul ations, which I think would be
consistent with some of our feeling it's not proper.

DR. ASCHER: Ri ght.

DR. PARKI NSON: And ot her things
acconpani ed by Al CP gui del i nes.

DR. SCHAFFNER: AICP. That's what we said

| ast ni ght.
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AUDI ENCE MEMBER: |s there a nunber two?
COLONEL O DONNELL: No, that's a little
weird, but Jean will clean that up. | understand
t he other one has. Meningococcal recomendation is

al so one screen. It doesn't look like it, but it
just goes off the bottom of the I|ine.

DR. SCHAFFNER: Meni ngococcal di sease
continues to be a problemin the mlitary setting,
such as basic training. The current vaccine
formulation will provide significant protection
agai nst sera groups A C, Y and W135. Protections

continue to occur after the w despread use of the

vacci ne.

The duration of vaccine used for protection
is not well known, but nay be very long. And
frequent boosters may not be required.

In the face of these uncertainties, the
Board makes the follow ng recomendati ons:

1) All nmeningococcal isolates should be
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grouped in group B organisns typed by a referenced
| aboratory to assess the current preval ence of
strains in the mlitary population. B type
information nmay be useful if group B OWMP vacci ne
becones an option. The vaccine history of

i ndi vidual s with neningococcal disease should be
det er m ned.

2) A longitudinal study of antibodies
resistance for three to ten years should be
conducted using sanples fromthe DOD serum
depository. The effects of current booster regi nens
shoul d be assessed in a separate post-vaccine study.

The results of these studies will allow us
to recommend optinmal vaccine fornul ati ons and
booster intervals. |In the meantinme, a consistent
service wide policy of the five-year booster
interval is reasonable.

DR. PARKI NSON: Thank you for the | ast

sent ence.
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COLONEL O DONNELL: Now, that's a booster.
That's a booster for people who are deployed to a
high risk area. It's not a routine booster.

DR. ASCHER: No, follow ng the normal
procedure.

DR. SCHAFFNER: So you can add a little --

DR. ASCHER: Well, what do you want? It
makes a difference.

DR. SCHAFFNER: So it m ght be you want to
add sonmething to the interval. Dr. O Donnell?

COLONEL O DONNELL: Well, | would say
probably a booster for --

DR. ASCHER: For affected -- for
appropriate groups.

DR. SCHAFFNER: Anpbng troops.

COLONEL O DONNELL: Anmong troops depl oyi ng
to operational areas of high endonicity, sonething
like that.

DR. PARKI NSON: Fortunately | think the

CAPI TAL HI LL REPORTI NG, | NC.
(202) 466- 9500



10

11

12

13

14

15

16

17

18

19

531

defacto on that becones anybody that's --

COLONEL O DONNELL: Going outside of the
country.

DR. PARKINSON: -- to get a five-year
booster.

DR. POTTER: Does this mean that we need to
institute a nmeningococcal vaccine at officer
accessi on points, which hasn't been done yet?

COLONEL O DONNELL: No. No.

DR. ASCHER: It's our experience in the
Board that if we get nore specific, the services do
their own things anyway. And they'll have their own
variations. So if we get nore specific, it doesn't
really help.

DR. SCHAFFNER: We tal ked about that.

DR. ASCHER: Yeah. And we're trying to be
very gener al

DR. PEROTTA: Who is going to do the study?

DR. SCHAFFNER: Didn't say.
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DR. ASCHER: Varicell a?

DR. PEROTTA: No, nunber two, the
| ongi tudi nal study. | nean, maybe that doesn't need
to be part of this.

COLONEL O DONNELL: Well, that's the next
one.

DR. PARKI NSON: Who owns the serunf? |
mean, part of this is howthe -- | nean, this is
what we tal ked about. Pat Kellum for exanple, is
basically saying this is one of the areas that they
want to use the serum depository for. How do we
access that? Which one of the services have done
it?

COLONEL O DONNELL: And that's sonething
for the next one, which is Claire's view of the
executive secretary. And you mght say that it's
for the executive secretary to figure that out.

DR. SCHAFFNER: The AFEB consi ders

recrui tment and appoi nt nent of an executive
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secretary for the Board to be a matter --

Executive secretary in addition to
providing institutional continuity and
adm ni strative to the Board should play an active
role in:

1) Devel opi ng the agenda for the Board
based on -- there's a word there -- priorities,
guestions fromthe services, issues raised by Board
menbers and his or her professional judgenent.

2) Working with preventive nedicine
officers of all of the services to identify
appropriate staff presentations, analyses, and
define research to address issues before the Board.

The executive secretary should also work with the
services to obtain followup information on rel evant
Board recommendati ons.

The candi dat e needs good managenent skills

and know edge of the services, should have sone

measure of scientific credibility. Most
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i nportantly, he or she should have the ability to
work with others constructively and to be able to
recogni ze opportunities for the Board to contribute
to inproving nmedical readiness. Although it is
desirable to rotate services, this criterion should
not override the above considerations.

Al t hough the position should be nodified in
suitable time, if done well, the incumbent may be
able to undertake other functions to strengthen the
position. For exanple, an advisor on difficult
scientific issues to the Assistant Secretary of
Def ense.

DR. ASCHER: This would come from Lou to
Dr. Joseph as a letter and not so nmuch as a -- |
t hought that was pretty neat. Do people have any
comment s?

COLONEL O DONNELL: Jean, since you'll be
wor king for this person? How does this sound?

MS. WARD: It rotates to the next person in
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the Arny.

DR. ASCHER: We don't necessarily fee
that's it.

MS. WARD: ©Oh, is that right?

COLONEL O DONNELL: That's part of our
point. It would be too bad if we had excell ent

cl asses, excellent folks in the Navy and the Air

Force and nobody good in the Army. And it had to be

the Arny. That's nobody as good -- nobody as good.
(Wher eupon, at 1:00 p.m, the neeting was

concl uded.)

* * * * *
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