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PROCEEDI NGS
(Time noted: 8:10 a.m)

DR. KULLER: Can we get started? W have a
busy nmorning and as usual, fairly tight schedul es
for people. So we'll try to nove as expeditiously
as possible through the program

I"d |ike to thank whoever was responsible
| ast night for the social event. It was very nice,
very pleasant. Thank you.

COL. O DONNELL: Just one or two
adm ni strative announcenents, just to rem nd
everybody today's a new day and if you're here,
pl ease sign in at the sign-in sheets outside. And
secondly, if you plan to participate or partake of
the refreshnments, please see Ms. Ward about payi ng
your fair share of the cost.

That's all 1've got.

DR. KULLER: Are there any other energing
comments? And again, | apologize for talking to
people with ny back

We'l|l start out with the Preventive

Medi cine Officers' Report and we'll start out with
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t he Navy, Captain Trunp.

CAPT. TRUMP: Good norning. Since our
meeting in July it's been a relatively short period
of time so | don't have a |lot of detailed issues to
talk about. | did want to report that our Navy
Envi ronmental and Preventive Medicine Units, our
Di sease Vector Ecology and Control Units, continue,
gquote, their routine operations, which has included
supporting joint exercises in Korea, continuing to
noni tor the disease incidence and the intervention
program they have in place for pneunonia anong the
Marines who are training out at Canp Pendleton in
California, providing support for a Nava
construction battalion, the SeaBees, who are
buil ding a hospital in the country of Al bani a.
They' ve al so been working with the Naval Hospital in
Great Lakes with the ongoing issues up there about
the VEE surveillance in our recruit popul ation and
the di sease screening intervention prograns.

The one issue with Geat Lakes at the | ast
meeting you had given us a recomrendati on on
varicella vaccine and it's potential for use. The
Great Lakes programis devel opi ng and hoping to
start serologic screening for varicella inmunity and

then selectively to i mmunize those recruits who need
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it with varicella vaccine. They anticipate starting
that on the first of January. And over the course
of the next year, we should be able to give you
updates on how that programis proceeding.

They're al so, as part of that, | ooking at
t he value of adding screening and al so sel ective
i mmuni zation for neasles, nmunps and rubella to that
program

One of the nore interesting things that
really came up in the last two weeks cane from a
phone call in the mddle of the night to the
Preventive Medicine Unit that is in Sigonella,
Italy. And less than 12 hours |ater, they had an
i ndustrial hygiene officer and a preventive nedicine
physician on route to Qatar. There, there were
Marines who were involved in exercise in the Go
Desert, and for over two or three days -- about 20
Mari ne had been working pierside there and over a
two or three day period about 60 percent of them
started reporting synptons, primarily respiratory
synptons that were being attributed to pollutants in
the air fromnearby steel and fertilizer production
pl ants.

The general in command really needed advice

on whether to proceed with the m ssion that they had
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or whether to cancel it.

The team arrived, was able to work with the
M nistry of Health and industrial hygienists for the
country of Qatar. They did an analysis of bulk
sanpl es of the dust and ash that was found there and
found no significant heavy nmetal contam nation or
ot her immedi ate health threats. They did
envi ronnental sanpling and found negligible |evels
of sul fur dioxide and other industrial hygiene and
personnel sanpling results pending.

The initial epidemologic study anong the
Mari nes found that those who were at high risk who
were in that pierside area who were at high risk of
expected exposure were not at any increased risk of
respiratory di sease or synptons conpared to Marines
who were wor ki ng el sewhere.

This really is a very prelimnary report.
They're working up the rest of the industrial
hygi ene sanples. But | think for us as a mlitary
preventive nmedicine community it shows one of the
directions we need to go, which is that conbination
of industrial hygi ene, occupational health concerns,
epi dem ol ogi ¢ studies out with the troops.

What has | think probably has been heard in

this group is our concerns about disease risks, the
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i nfectious disease risks that are out there during
depl oynments, during operations. Cbviously, there
are other risks out there. People are aware of
those risks, of the environmental concerns, the
i ndustrial concerns, the exposures they nmay be
comng up with. And we're going to have to be able
to deal with those and deal with them quickly, as in
this case, getting a teamout on site to provide
themwi th the information they needed.

The final thing I'd like to talk about was
what | think is probably one of our biggest success
stories over the Sumrer, was the efforts of a joint
team which was Arnmy, Air Force, Navy and Coast
Guard, who pulled together to generate the Arned
Forces Preventive Medici ne Recomendati ons for 156
countries. It really is a success story.

It was a true col |l aboration of those fol ks
who are really dealing with these issues on a daily
basis who are providing recommendati ons to depl oyi ng
units, to individuals, on a daily basis. It really
is a joint docunent and succeeded to comng to
consensus on several issues.

And the product of this is going to be used
by the Arnmed Forces Medical Intelligence Center

They' ve al ready devel oped a CD ROM version of their
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Di sease Environnmental Assessnent profiles for
countries around the world. The think that was
| acki ng was recommendati ons about how to prevent or
deal with those risks. And the issues that we faced
in the past are those of different services having
different reconmendations, all with the same intent,
but we sort of went about making those
recomrendations in different ways.

This group really was able to sit down,
wor k through these as a basic docunent and then
tailor themto all the countries in the region so
that we really have sonething that everyone felt
confortable with can be part now of the CD ROM
product. And | really would like to thank the group
of 17 with Lieutenant Col onel Bob DeFraites as the
coordi nator, who really nade that happen

| think it is just indicative of what we're
doi ng already in working together in the joint
arena, which you'll hear a little bit nore about in
the direction that we are going already and will
have to go as far as trying to mnim ze service
differences and really provide a joint product out
there no matter what we're doing. Wether it's
putting teans in the field to deal with disease

threats, whether it's supporting operations and
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depl oynments, or in this case, whether it's putting
out a joint recomrendation so that when we're
sending groups into the field, they're getting
sonet hi ng that makes sense, that they understand,
whet her they are Army, Navy, Air Force, Coast Guard,
Marine, that the recommendations are the sanme. The
uni form doesn't change how we go about necessarily
preventi ng di sease.

That's all | have. Are there any
guestions?

DR. KULLER: Is this docunent going to be
avai l abl e? Can nmenbers of the Board get a copy of
t he docunent? |Is the docunent printed or is it just
in the stage of devel opnent?

CAPT. TRUMP: There is a draft that went
out. | have a copy of that here. W can get it
phot ocopi ed.

DR. KULLER: And send it around to nenbers
of the Board and let themtake a | ook at it, at
| east have a copy.

CAPT. TRUMP: Yes, sir.

DR. KULLER: Thank you. Very ni ce.

CAPT. TRUMP: Thank you.

LT. COL. PARKINSON: Good norning

everybody. You know, it's interesting how rmuch
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col | aboration there is going on between the
services, such that when Col onel O Donnell and
Captain Trunp and | get together before these
meetings, we basically triage who's going to talk
about what because we have so much in comon for
col | aborating on.

Many of you in the audi ence, as you know,
are participating in these tri-service work groups,
and | can just tell you the intensity of those has
increased dramatically in the last six nonths to a
year and will continue to do so. So nmany of the
projects that Col onel O Donnell will talk about
we' ve been deeply involved in, as the CD ROM
project, for exanple, that Dave was speaki ng about.

What | wanted to do is go through a couple
of things very quickly that represent what I
consider major initiatives directed al nost
personally by the Air Force Surgeon CGeneral. As you
know, he has made prevention and evi dence based
practice kind of the cornerstones of his tenure and
we have tried to nove out very smartly with direct
engagenent of our nmmjor epidem ologic assets in the
Air Force, which is Arnmstrong Laboratory at Brooks
Air Force Base and the O fice for Prevention and

Heal th Servi ces Assessnent.
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And | want to give you an update on a brand
new project that is going forward, as well as an
update on Putting Prevention into Practice and the
Bi ol ogi cal Warfare Defense Working G oup.

And 1'Il blitz through these very quickly
in avery little time, but I need you to understand
the scope of our effort.

First is that we would argue in the Air
Force that we have a very narrow and incorrect
prevention paradigm and that is essentially that
when we talk to nedical conmanders, they're only
concerned if it's primary prevention. It seens to
be the only scope in which they think of prevention.

Secondly, they only |ook at prevention if
it saves nedical care dollars as opposed to system
dol I ars which we shoul d be concerned about.

And therefore, the vision that we have is
just bringing us up to speed with respect to the
private sector, and that is that secondary and
tertiary prevention is where the noney is. And nore
i nportantly, we have to include indirect costs and
opportunity costs in order to have a strategic
approach to the way we do preventi on.

Now, how did we get here? Basically, DoD

inits financing sets up a fal se dichotony between
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the line and the DHP budget, the Defense Health
Program budget. What that |eads to at the base
l evel is a lack of enphasis on disease prevention
and health pronotion efforts and no notion of cost
ef fecti veness of our efforts.

There's no systematic way to cal cul ate
indirect costs as regularly used in the private
sector to justify their health pronotion disease
preventi on prograns and there's no econon c pressure
on hospital commanders, nedical staff or the system
as a whole to be economcally efficient and to
pronote cost saving strategies.

Secondly, DoD s own nedical care system
that we're all engaged in is not yet managed care.
The three cornerstones of nmanaged care are not yet
in place. We don't have true enrollment. W don't
really have true capitation yet. And therefore,
both of these things -- we have no ongoi ng process
to nonitor and inmprove the quality of care.

So aside fromthose three things, we have
managed care in place. But this is not a criticism

We are in the process of noving there. But a

systemthat basically is a $16 billion animl that
takes care of eight mllion people doesn't do that
over ni ght.
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We tal ked to our commanders. We've got to
give themthe tools and incentives to basically give
themthe state-of-the-art prevention ability.

Well, how could we get there? First of
all, we've got to realign economc incentives the
sane way they do in the private sector and agree
that we can within aw. And secondly, we've got to
build systens around smart people and incentivize
them so that we get the optimal type of behavior.
And it's this type of approach that we're trying to
undertake in the Air Force.

But the first thing we need is sone type of
resource allocation nethod that uses the sanme units
of measurenent; cost per year of |life saved, work
days | ost, worker's conpensation avoided. And you
can see why | chose to pick this topic today because
it leads into what's going to be Col onel Jones, the
I njury Prevention Wirking Group. But we're trying
to devel op an econon ¢ net hodol ogy to bring this all
t oget her throughout the entire Air Force.

What we're trying to do is break down the
artificial funding stream barriers between |ine and
medi cal dollars and to raise to the very highest
| evel s of the Air Force that the Air Force Medi cal

Service is being underutilized in your efforts to
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control and downsize all of DoD, not just the
medi cal service

Well, the first thing we needed to do is
cone up with what we call building health community
metrics, analyze our deficiencies and gaps, and
basically benchmark oursel ves agai nst Fortune 100
conpani es, which is basically what we are. And
finally, what we need is an econom c nodel to be
constructed. And essentially, our Surgeon Ceneral
said, "And | need this two years ago."

So with that in m nd, what we basically
started, we call it the skunk works,
epi dem ol ogi cal | y based corporate resourcing nodel.
And this is what we're working on at the nonent.
What popul ation based i nvestnments and what i nternal
utilization nmanagenent netrics in the Air Force
Medi cal Service do we have to change in order to get
return on investment for those dollars that we're
spendi ng, particularly when the private sector has
been cutting nedical care costs on the order of 5 to
7 percent a year. W're not there yet.

We need a lot of refinenments to our nedica
resource, and we call it business case anal ysis
right now But we don't have any epi den ol ogic

factors in our resourcing schene as it relates to
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the Air Force. No know edge of risk factor
preval ence. W have a | ot of know edge. W don't
apply it in the econom c nodel. W don't use self
care the way we should; utilization managenent
review, and popul ation based i nvestnents.

The second major product is a briefing by
t he Surgeon General of the Chief of Staff of the Air
Force. | am-- hold ne accountable for the health
of the Air Force comunity. And just like a
corporate nedical director, it's not just for ny
medi cal budget, it's for how ny medi cal budget
maxi m zes the productivity of your line effort in
the Air Force.

So the second product is a briefing to the
Chief of Staff to basically say, sir, this is the
way | |l ook at the health of your Air Force, not just
the health of the Air Force Medical Service, and
these are areas that basically we can do a better
job for you if you invest in some of the things we
want to do, just the way that line dollars fromthe
Chai rman of IBM are m xed with nedical dollars for
his corporate nedical director. W don't even see
that as a potential source of funding, although in
sone areas |ike occupational and environnent al

health -- John's over here nodding his head -- that
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happens kind of quietly.

So what we've got is four major categories
or netrics; productivity and econonic, health
status, quality of life and health care system
efficiency, otherwise known as utilization
managenent. So with each one of these, we've
identified metrics; nunmber and cost of |ost duty
days, worknmen's conpensation and disability,
recruit/OTS training | osses, for exanple.

Morbidity and nortality, traditional stuff,
behavi oral risk factors, medical discharges under
heal t h status.

Under quality of life, the assessnent of
those things that are qualitative, the individuals’
perception of their own personal health status,
perception of life in the Air Force, are they happy
in what they do, are they happy in their job, those
types of things.

And finally, health care system netrics.
True utilization managenent: denom nat or-based
heal th care managenent, which for the first tinme
we're going to try to do in the Air Force;
prevent abl e adm ssions; HEDI S indicators, things
t hat people are looking at in the civilian sector;

clinical preventive services for appropriate
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utilization.

What we' ve done so far is we've had severa
wor ki ng groups in San Antonio to basically inventory
and collect the nost recent Air Force data in each
one of these nmetric areas. Once we've done that,
what we will do -- we already have a contractor on
board. We're going to benchmark all of our netrics
in those four major netric areas agai nst Fortune 100
conpani es or NCHS data or whatever is the nost
representative and epidem ologically close match, if
you will, realizing that there's sonme problenms here.

Then we're going to define basically after
we benchmark, we're going to define the gaps and
opportunities where we're really not getting good
return on investnment and build an epi dem ol ogi ¢ and
actuarial nodel that basically will becone sonething
to inform our resourcing and basically brief the
chief of staff.

And as | said, the conpletion of this whole
project is slated now for February '96.

The second major thing is just to tell you
that we |ikew se put prevention into practice in our
clinical preventive services program W see this
as the first true clinical practice guideline in the

Air Force Medical Service and within DoD. As you
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know, we've been working very closely with the other
services to bring about a tri-service effort here.

We just held a conference in San Antoni o of
our kick-off inplenentation conference. W brought
t oget her over 200 providers and staff from every
single Air Force MIF worldwide. It was really quite
i npressive. |'ve never been to a neeting quite like
this. But fromthe smallest facility to the |argest
hospital, we had everybody represented. And for 2-
1/ 2 days, we basically had, with the high Ievel
comm t ment of General Roadman, basically closing the
conference with a two hour hand-hol di ng sayi ng we
are dead serious about clinical preventive services.

The Texas Department of Health, Bill Huang,
cane down. Basically, they've been doing this
around several of their primary care clinics in
Texas to talk about their experience. W had
pil oted the program at Randol ph Air Force Base in
San Antonio, not without some pain. |1'Il tell you
about that in a mnute. And we spent a considerable
amount of time skill building in areas that are
traditional risk factors in DoD that we don't do
wel |l on. Screening and counseling for al cohol
abuse, tobacco and al so exercise prescription and

assessnent; areas that we couldn't -- actually, we
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need obviously full-fledged efforts in each of these
areas but we at least started it off.

When we tried to use this program at
Randol ph Air Force Base, what did they tell us?
Well, clearly that an intact up-to-date, current,
accurate nedical record is critical to a successful
programto know what preventive services peopl e need
and what they've had. And not surprisingly, we
don't have good nedical record discipline in DoD for
a | ot of reasons, many of which are understandabl e.

But one of the things we have to do is get control

of our nedical care system get control of nmedical
records. Because without, there's no way that | can
basically hold my clinic accountable to the sane
standard as Kai ser-Permanente down the street and
make sure that my two-year old i munization rates
| ook I'ike they do around the rest of the country.

It's highly | abor intensive. W have not
focused on anmbul atory care as a quality focus within
DoD. Most of our efforts have been | ooking at in-
patient care and we're now noving to the out-patient
sector. It's a new type of thing.

Everybody has to be involved. |If there's a
preventi on person designated on the staff, it just

won't happen. It's a cultural change. And a phased
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in approach is recomended. Why? Because it's such
a sea change. | mean, providers initially revolt at
this system if you will. They knowit's the right
thing to do but it demands such dramatic change t hat
they can't really do it at first. So we're
enphasi zi ng the active duty nmenbers and those people
we enroll under Tri-Care Prinme, which is the HMO
benefit, if you will.

We have been -- basically, Dr. Martin has
asked General Roadman for the Air Force to automate
the prevention nodel in CHCS. It basically would
take that | eft-hand side of the nedical record that
has all that stuff in there that varies w dely.
There's at least five or six different fornms in the
services on problem sheets, preventive care forns,
sone of which are very outdated. And basically,
what we want to do is put together an autonation
nodel for that in CHCS. And basically, we've been
given the go-ahead to do that.

We've got $24 million that's been earmarked
in the Air Force Medical Service budget with
directions going out to the field as to how to spend
t hat nmoney, the types of things that are fair gane
to do that. The health and well ness centers we

tal ked about before. W're finalizing program
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gui dance on that. It's kind of a one-stop health
pronoti on center on base.

The Surgeon CGeneral in late July said that
every single Air Force Medical MIF will have a
wor ki ng prevention conmttee that will | ook across
all clinical and popul ati on based prograns on base,
whet her they' re in or outside of the Air Force
Medi cal Service to coordinate those activities to
make sure that they' re effectively targeted.

As we come down with metrics that are true
utilization managenent netrics that | ook at things
| i ke preventive services, it's the prevention
commttee that's going to make it happen

As we get nore and nore into the clinical
area of appropriate use of PSA testing, preventable
em ssions and asthma, it's going to be mechani sns
like this that will allow us to really do sone
gui deline inpl ementation.

The final topic is the Biological Warfare
Def ense Working Group. In the Air Force, as to sone
degrees the other services, there's been an
unfortunate clunping, as far as |I'm concerned, in
NBC, where we've got nuclear, biological and
chem cal all lunmped in there together in sonme type

of framework which is not necessarily a good fit.
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In the area of biological warfare defense in the Air
Force, a |l ot of these resources and a |lot of the
personnel have gone into the civil engineering
community with relatively little medical input.

And now as the intensity of the threat
increases for biologic warfare, we in the Air Force
realize we've got to reinject the nedical comunity
into the BWworld. And so Col onel Cropper has
pul | ed together, at the request of General Roadman,
a Biological Warfare Defense Wrking Goup that had
its first nmeeting | ast week. It brings together
t hese disparate elenents of pieces of BWin the Air
Force with a long-term charge to basically get in
training plans, get in air evacuation plans,
treatment plans. We really don't have operationa
on-t he-shelf doctrine or policies that relate to BW
for key things that are even Air Force -- not just
DoD, as far as the Air Force is concerned for DoD,
but also Air Force specific m ssions |ike ARABECK,
which is exclusively ours.

Quarantine. When is it appropriate to do
these things? Qur potential support for the ebol
outbreak with CDC in Zaire brought all these to a
head. We had a presentation by presentation by

Maj or Don Noah, who is currently with the EIS
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program of CDC. He's an Air Force Public Health
Oficer. Utimtely, Major Noah briefed that to the
Chi ef of Staff of the Air Force concerning the fact
that there was relatively inadequate cooperation or
know edge or awareness of what the mlitary could
offer CDC in its effort to basically investigate
t hat out break. And we don't need to go into the
specifics of that because sonme of that is real and
sone of it's not. But it got to the four-star |evel
in the Pentagon and essentially at that point the
Chief of Staff of the Air Force asked that the
briefing be raised even higher up to the SEC desk.

So | think that there are a | ot of very hot
i ssue right now, both in peace tine and the
operational side of the Air Force that quite frankly
all of us in the roomin a blue suit have a very
hard time keeping up with because the pace of change
and the need for change is absolutely dramatic. So
it's exciting but at tines frustrating.

Thank you.

DR. KULLER: Do you have enough data in
your database right now to be able to detern ne
whet her the distribution of services across your
personnel, what the distribution |ooks Iike? 1In

ot her words, when you look at this in the civilian
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sector, it turns out that a very snmall percentage of
t he popul ati on uses up 80-90 percent of the
services. |Is that the same? |Is that true within
the mlitary, within your Air Force progranf

LT. COL. PARKINSON. What we -- you're
going to hear a little nore later. Wat we find is
that -- yes. Just like all risk is not spread
evenly across the population, utilization is not
either. And certainly what we're finding is that in
the Air Force in the area of substance abuse,
stress, psychol ogical factors, these are the fol ks
that represent a high risk group for utilization
that we need to target, nmaybe even nore so than our
i njury popul ation.

So as we start down -- we've got sone of
the folks in he audience here. As we start down
| ooking at our in-patient utilization, which is --
certainly we have much better data there, things,
stress related things cone right up to the top of
the list.

| would just say that that's our whole idea
because basically putting our arm around those
peopl e, those conditions that are historically known
to be high utilizers. W're going to be able to

know, for exanple, when we enroll people using these
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i nstrunents now, have you had a history of steroid
dependent asthma; have you been hospitalized. Any
single of these things are markers for high
utilizers and we can target those folks.

So we don't have the data yet that we need,
you know, to say it exactly but we know it's there.

DR. KULLER: Is there a goal to go back
then to actually the prior -- even records prior to
enlistment to try and see if you can identify
potential -- | mean, is the goal ultimately in pure
primary prevention alnmost fromthe mlitary's
viewpoint to see if you can identify the potenti al
high risk individuals as far as utilization of
health services and cost and | oss to productivity,
as you m ght say, as an industrial nodel prior to
even enpl oynment, you m ght say?

LT. COL. PARKINSON: Well, one of the areas
that Dr. Joseph didn't tal k about yesterday in the
nmeeting with the Board that you m ght want to think
about in ternms of a product -- he tal ked about
product review -- is DoD now has an accessions
medi cal wor king group. | know sone of the folks in
the room are working on that. But as we tal ked
about the Persian Gulf Initiative, there's a

conprehensi ve revi ew goi ng on now of accession
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medi cal standards. |In the Persian Gulf side of the
world, we're certainly |ooking at the psycho soci al
stressers. W' ve asked anong the preventive
medi ci ne officers should there be sone addition to
do sonme nore screening along those type of efforts
at the accessions point because if it turns out to
be such a good predictor for who has these probl ens
downstream perhaps we should | ook at that
proactively.

|"m not sure we |ink those two but it would
seemto ne a worthwhile thing to | ook at. And nmaybe
t he Board woul d even have a rol e because you're
certainly involved in the Persian Gulf aspects of it
and it mght be a useful thing to | ook over sone of
the efforts of the accession working group.

DR. KULLER: There's a lot of work, as you
probably know, in the asthma area, and it woul d be
interesting to link that with efforts to devel op
predictive nodels. There's a very |arge NHLBI
col | aborative study that's tried to |look at this. |
only can say that you m ght help them because they
haven't done very well, so that you m ght be able to
generate sonme better data than they have.

LT. COL. PARKINSON: Well, asthma, as you

know in the Air Force -- | don't know about the data
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in the other services, per se, but it's a mgjor
concern right now with what we in the Air Force call
Code C status, which means that you' re not worl dw de
depl oyable. And there's been a |ot of congressional
interest in why do you have these people if you
can't deploy them And asthma is probably our
| eadi ng cause of reason for non-depl oynent.

So we need a | ot nore occupational work.
What degree of asthma is, quote, severe asthm?

What really is limting to CONUS? | would say
that's an area that we need sonme focused clinical
work done in the mlitary.

DR. KULLER: Thank you.

Dr. Ascher?

DR. ASCHER: The di scussion previously
about the screening for the risk factors or pre-
norbid factors for stress reactions really can be
very positive if you don't make it an excl usion
criteria but nake it sonething you recogni ze as the
training for stress reduction and stress nmanagenent.

And all of the things associated with putting
people in these environnents should be trained for.
We shoul d | earn behavior nodification. W should
| earn the therapies that can nake people who nay be

set up for this no | onger be set up for this.
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DR. CHIN. Dr. Chin. Mke, what did you
say about eboli and mlitary capabilities?

LT. COL. PARKINSON: Well, just to give you
one exanple, one of the observations that M or Noah
made and we had -- Steve Ostroff canme up and
basically briefed from CDC. Was there when we
tal ked to General Anderson and Roadman. And one of
the things that was a concern of the teans that went
in there was | ogistical support, commnications,
access to accurate maps, all of which are things
that certainly DoD, that's our business. W do al
those types of things. And the discussion centered
around the factors are the working rel ationships
bet ween Public Health Service, CDC and the Air Force
-- we're not tal king about DoD. Does the Air Force
have, if you push the button to active Plan 1A, that
says we basically get the people into the hot zone
or we get them out of there and we have quarantine
procedures. W have our ARABECK noted and things
i ke that.

| know that Col onel Takafuji and we've had
di scussions. Certainly USAMRED was on call. They
had the units ready to go if anybody cane down with
sonet hing. But at the ground |evel, the people who

were there doing the investigation, they didn't have
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the confidence that there was sonething out there.
And furthernore, when they needed a map, at that
poi nt General Roadnman said, "You needed a map?" He
said, "We'll have a map of all Zaire in two
m nutes.” And basically, it's a matter of working
rel ati onshi ps and knowi ng what's out there so that
we can do that.

And what General Anderson basically
committed to in a direct conversation with Ostroff
and the folks at CDC, "Let's work this. Let's go
t hrough sonme active real time scenarios for the next
ebol i outbreak that occurs somewhere.”

And so nyself and Col onel Cropper are
charged with actually getting together and sayi ng,
okay, let's have a dry run. We do this all the tine
for other types of exercises in the mlitary. Wy
woul dn't we do it for another eboli type outbreak.

So | think there's an opportunity here to
really just practice as we -- just train as we
hopefully are going to practice in the event one of
t hese cones out. Not that there is any mgjor
deficiencies in this case. Transport of specinens
was a major concern. Things sat on the dock for two
weeks somewhere in Belgiumor they couldn't get it

out of the country. 1|Is there anything the DoD can
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do to help facilitate those types of things so we
don't m ss an opportunity for a disease that crops
up once every 15 years and speci nens go bad because
the Air Force couldn't transport them and we didn't
have sonething in m nd.

i'mbeing a little too sinplistic here but
| don't think we have the working relationships in
place. We didn't for this one. And | think we need
to spend a little tinme thinking about it.

DR. ASCHER: The reason | asked is because
"' m sure USAMRED has all of those capabilities, just
that they have to be call ed.

LT. COL. PARKINSON: Right. And again,
this came on the heels of a field trip that
basically the SG staff took up to USAMRED and we
went around and did everything. | know they're
t here, but again, how -- you know, it's the sane
thing, getting it down to the operational |evel so
t hat peopl e know how to access that.

I f the people on the ground have fears that
they can't get their specinens out and that they
don't know where they're going in country and DoD
has those assets or resources and they're not there
on the ground -- there m ght be nice MOU s at a high

| evel but the people there don't know it, so how can
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we change that. This was the thenme with which we --
not that there's nmmjor deficiencies but that we
weren't operationalizing them at |east to the
peopl e who were there in the field.

DR. CHIN: Just as a followup to this, |
think that we've been focusing a lot on sort of the
bi ol ogi ¢ defense in a foreign setting and | think
we're well aware that the potential at |east for
t hese kinds of problens and use of biologic agents
m ght be in the United States. And | think it's not
too early to begin the dialogue with the state and
territorial epidem ol ogists and people on the ground
in terns of devel opnent of plans and conti ngency
pl ans for working with that.

| think the AFEB probably needs to play a
key rol e.

LT. COL. PARKINSON: | was talking to Dr.
Perrotta yesterday, and what | said, you know, |I'm
not sure that, for exanple, the Air Force regularly
attends the Council on State and Territorial
Epi dem ol ogi st nmeetings. W' ve got to nake sure
that all the services get to those neetings and
maybe DoD would like to raise this as an agenda item
for CSTE as to how we could work with them around BW

issues as it relates to donmestic deploynent. That's
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an excellent way to get it on the table.

COL. TAKAFUJI: Col onel Takafuji. M ke,
just to foll owup on your coments about ebol
because | think there are sonme | essons |learned in
t hat experience. There is definitely a need for the
capabilities of the Defense Departnment to be better
defi ned and better publicized. | think it's also
very inmportant that the roles and m ssions of the
CDC be clearly recognized in ternms of what their
responsibilities are. Because in the Zaire
situation, what we had there was an international
situation that really extends beyond the direct
responsi bilities of CDC, per se.

We're getting into areas that have to do
with the independent authorities of these countries
to control what's happening within their boundari es.

It get into the turf of the World Health
Organi zation. And these are areas that sinply are
ext ensi ons beyond what CDC traditionally does. And
that is to care for the Anerican public with public
health i ssues pertinent to this country.

So | think that needs to be worked on and I
woul d recommend that in your further discussions and
expl orations within the Air Force channels that you

approach this froma DoD perspective because JCS is
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al so very concerned about this issue.

One of the areas that we could explore
certainly is the capabilities within the Defense
Departnent across | aboratories to support whatever
contingencies arise. And in fact, it's not just
research | aboratories. It has to do with the
capabilities of the CHPPM for exanple. They have
out standi ng world class capability to respond to
environnental crises. All of these things need to
be put together and packaged and publicized nmuch
better than the way we're doing it.

We are not marketeers. We're not trained
to be marketeers. And unfortunately, we suffer for
t hat when things like this happen and deci sions have
to be made on short notice.

So the fact that the Air Force is concerned
about this I think is very pleasing, but what I
woul d suggest is that it be explored even wi der.

This is sonething that the AFEB may want to take on

to help us in ternms of publicizing our capability.

LT. COL. PARKINSON: | would absolutely
agree. | would say the nodel -- and General Burger
couldn't make it, but you'll hear nore from Col onel

O Donnell on a preventive nmedici ne working group.

The nodel is you need an ops plan, just the
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way when the flag goes up in a joint operation.
They pull out the plan and here you go and here's
t he annex, and you just do it. And we need to do
that for an international infectious disease threat
of this type of nature, such that you could have the
right type of response using the right type of
resources.

| think that would be a wonderful -- again,
AFEB oversight with obviously the three services
wor ki ng toget her, maybe even through the JCS to do
it.

DR. KULLER: That was one of our
recomendati ons yesterday, as |'m sure you know, to
do exactly that. So |I hope that will nove forward.

Thank you very nuch.

Col onel O Donnel I .

COL. O DONNELL: Good norning.

In the interest of tinme, 1'll try and do
this as quickly as I can. A few summary itens.

Wthin the Arny inventory right now we have
approxi mately 94 physicians who are fully trained in
preventive or occupational nmedicine. And of those,
about 82 of themare actually earning their livings
currently in the fields in a broad way of describing

preventive and occupati onal medicine.
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And | say that including an assignnment such
as we are about to assign an officer to the On-site
| nspecti on Agency who will attenpt to coordinate a
variety of itenms on behalf of that agency with a | ot
of the other players who have interests in the
health rel ated aspects of what that agency does as
it works at inplenenting some of these international
treaties on di sarmanent.

We have two physicians who are dedicated to
the Persian Gulf business in the sense that one is
working with the conprehensive clinical evaluation
program managenent team sort of massagi ng the data
that's coming in on the veterans who are being
eval uated and we have one ot her physician recently
assigned to the team a special investigative team
whose m ssion is to essentially evaluate if you wll
anecdot es about potential clues to the etiology of
Persian Gulf illness. And it's a quest to | eave no
stone unturned. And then secondly, to participate

in the evaluation of the declassified materials from

the Persian Gulf conflict. 1've heard estimtes of
27 mllion pages of docunents that have to be
decl assified and that individually will at |east

provi de sonme oversight to the nmedical review of

t hose docunents.
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And then one other assignnment 1'Il mention
is we currently have a physician assigned on
tenporary duty down in Haiti with the taskforce down
there, and that individual would be rotating back
and shoul d be replaced by another Arny preventive
medi ci ne of ficer.

Wth respect to the pipeline into the
specialty, we -- as you nmay be aware, we have three
preventive nedicine or occupational nedicine
residencies within the Army. One of themis the
occupati onal nedicine residency right here at CHPPM

There is a residency at the Walter Reed Arny

I nstitute of Research in general preventive
medi ci ne, and anot her one of those at the Madi gan
Army Medical Center in Ft. Lew s.

Currently, we expect to graduate in 1996
ei ght individuals who will be conme in out of those
three progranms. Exiting in 1997 will be six
graduates and we're hopeful to be able to sel ect
this Wnter candi dates for nine physicians who w ||
finish in 1998.

One other thing I want to nmention with
respect to events in the Army. Just last nonth the
annual Preventive Medicine O ficers Synmposium took

pl ace in Charlotte, North Carolina. And | won't
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bel abor the point but the lead role in terns of
sponsoring that conference was CHPPM and they did a
great job in ternms of putting together a program as
well as the adm nistrative aspects of it. And that
was productive of about 25 CME units for the
at t endees. And we had a fair representation of
the other services who were able to attend as wel |.

That's an annual event and it went very well this
year .

On behalf of the two previous speakers, |
wanted to nake two comments about some joint work
t hat has been ongoing in the area of what we have
variously | abel ed several thing, but it sort of goes
under the unbrella term of nedical surveillance, a
topic of great interest not only to the Board but
also to the folks within the services who benefit
fromthe Board's deliberations.

And | wanted to |l et you know that for over
a year this has been a concerted area of interest on
behal f of both Health Affairs, as well as the
services. And what's going on now is a byproduct of
what some of you may be famliar as this 12 point
set of recommendations that Col onel Erdman had
hel ped draft on behalf of this initiative. And that

concept has evolved and we're in the process now to
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try to cone out on the street with both a DoD
directive and a DoD instruction which will be in
essence instructions to the services, as well as
ot her conponents of DoD on how to get this thing
goi ng.

Just want to read to you a few extracts
fromthese draft docunents to kind of give you an
i dea of the approach.

I n essence, this starts out with saying
essentially that it would be policy in DoD for the
mlitary departnments to conduct joint preventive
medi ci ne support of all mlitary operations.

Cbvi ously, joint support of joint operations. But
this would include conprehensive nmedical
surveillance. And nedical surveillance is sort of
the linchpin around which we're trying to build sort
of a broader approach to not only collecting

i nformation but al so beefing up actual preventive
medi ci ne activities.

But one thing we've tried to put into this
whol e concept is that surveillance activities shal
be in effect continuously for each individual
service nenber throughout their entire period of
mlitary service. And we'd |like that to be in a

manner that there is at least a core that is
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consi stent across the mlitary services.

And in addition, we'd like a systemto be
sensitive enough so that it will be able to assess
the effects of deployment on the health service
menbers. And finally, that if there are
identifiable and special exposures for individual
service nenmbers, that those events will be
docunent abl e t hroughout the course of his mlitary
career.

A coupl e of other points. One of the goals
of the DoD field system or process which wll
essentially all ow automat ed capture of diagnoses,
treatment, disposition, as well as obviously
identifying information. There will be a
centralized repository for all such data. The
dat abase will be accessible to appropriate parties
for analysis and the conpatibility of this
conti nuous database with if you will surrogate data
coll ection systens that nmay be applicable only
duri ng deploynents or sim|ar operations. And we
al so feel the system should be able to Iink not only
medi cal outcome information in the databases, be
able to link that to both environnmental and
occupati onal exposures.

Now |'ve just described a few sentences
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which is a big piece to bite off, but in essence
what we're trying to do is institutionalize, if you
will, what the goals are of this initiative.

Just a couple of other points. W're
trying to be very specific in the sense that we
bel i eve an automated nmedical record is probably a
pi ece of this business on down the road. W would
hope that this system would sinmultaneously enable
capture the patient encounter process but
si mul taneously feed the database for archiving and
anal ysis on col |l ected dat a.

We'd like to think that transm ssion of the
col | ected dat abase across geographi ¢ boundari es and
political boundaries would be in place. Right now
we really don't have that. W'd like to think that
this would be applicable in a deployed state or in
the overseas state so that the byproducts of being
able to capture and anal yze data woul d be
i mmedi ately or al npost immedi ately available to the
t askforce surgeon and in turn to the taskforce
conmander to be able to give real tinme feedback to
the commander in terns of the health of the force
and those el ements of the medical threat which we
t hi nk the conmander needs to be attentive to or

whi ch need his attention to change.
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And there's a comment nade in there that we
t hi nk the geographical information system or
sonet hing along the |Iines of what you ve seen would
be a conpatible part of this kind of system W
think it ought to be tied to at |east conpany sized
units in order to deal with the geographic aspects
of this initiative.

And one other point is that the enphasis
made on the services should participate in the
mai nt enance of serum banks whi ch concei vably ni ght
be of some value in terns of assessing after the
fact what may have happened. W' re not suggesting
t here ought to be de novo serum banks established
for this purpose but the HI'V testing program wi thin
at |least two of the services essentially already
results in the storage of serum specinens, if you
will, over tine. And we're just trying to
reenphasi ze that.

Anot her part of this docunent is to
reenphasi ze what Captain Trunp was tal ki ng about
earlier. Essentially the attenpt to systematize this
in a way that countermeasures for the deployed state
are continuously updated and revised and |inked to
t he DEARS System com ng out of AFM C and t hrough

t echnol ogy such as CD ROM or electronic bulletin
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boards. These woul d be avail able particularly
during the planning process for operations.

And | astly, one thing | want to nention is
that the draft instruction would call for the
establi shment of what for the nonment is being called
a Joint Preventive Medicine Policy Goup, which in
essence woul d be conposed of PM representatives from
each of the mlitary departnments and the joint
staff, Health Affairs, and anybody el se who seens
appropriate. And that includes representatives
probably fromthe three major, if you will,
functional cells in preventive nedicine; CHPPM for
exanpl e, and Naval Environnmental Health Center and
the Air Force Arnmstrong Laboratory, perhaps the
AFEB, Defense Pest Managenment Board and the Unified
Commands, things |ike Central Command, for really
the custoners, particularly in the one that we're
tal ki ng about, deploynent situations.

So that's a very qui ck overview of that
initiative which has consuned a |lot of tinme on
behal f of nmyself and the other two fol ks who have
been up here this norning.

The last thing | want to nention pertains
to the subject of adenovirus vaccine. |'Il just

give you an update on that. The Board consi dered
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that issue two neetings ago and basically threwits
wei ght behi nd the val ue of the adenovirus vaccine.

What |'mgoing to tell you now is basically
nothing is ever easy. As you know, Weth is the
manuf acturer of the adenovirus vacci ne and what they
have essentially forecast is that their | ast
production [ ot out of their current facility wll
cone out in 1996. Then they're going to denolish
their plant there. They are willing to continue to
supply vaccines to the Departnent of Defense but
they need to build a new plant. They're essentially
asking the DoD help underwrite this process, and the
way to do that is to up the price for the vaccine.

And the price will go from approxi mtely --
Weth's price will go from approximtely 60 cents a
tablet to $4.90 a tablet in order to do this. W
believe that the -- and then on top of that, our own
Def ense Personnel Support Center, which is sort of
our supply conduit, has it's own surcharge which is
going to add on top of this. And at |east for FY
1996, that surcharge is 44 percent, which is
probably a little bit higher than Rite-Ai de Pharmacy
woul d charge, but anyhow, those are sone probl ens.

And because of at |east on the face of it a

t renendous expense which will be associated with
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continuing to use adenovirus vaccine, although we
all in our hearts feel this is a valuable thing that
needs to be continued, the services have gone
t hrough sort of a cost benefit assessnent, if you
will, and the Navy has done one where they've
essentially reviewed their respiratory disease
experience, particularly earlier this year when they
had a brief period where some of their basic
trai nees were not provided the vaccine. They | ooked
at all respiratory disease collectively, not
separati ng adenovirus, but there was a trenendous
upsweep of acute respiratory di sease anpngst their
basic trainees during this brief period and they
essentially went through the process whereby making
sone estimtes and assunptions about what role
adenovirus may have played in this, they essentially
said it really is well worthwhile to continue to use
adenovirus vaccine in the Navy.

Maj or Roberto Nang from the CHPPM here
actually went -- |ooked at the Arny situation, took
a slightly different approach. | mght add that the
Navy's approach basically was the cost associ ated
with -- the savings to be achieved by a vacci ne had
to do with savings in terns of |lost training tine of

the basic trainees. WM or Nang from the CHPPM
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| ooking at it fromthe Arny perspective, |ooked at
it two ways. The main way he |looked at it was in
ternms of savings of nedical costs, just the cost of
hospitalization and the assunpti on of one out-
patient visit for each case of disease, as well as
| ooked at it in the way of total costs that could be
avoi ded.

And in essence, his analysis, even
factoring in the major boost in price and the
surcharge to be added by DPSC, essentially his
assessnment woul d suggest that we woul d save nobney
for the Arny community at the current rate of basic
training if we sinply prevented -- in terns of
savi ngs of medical costs, we only had to prevent 423
cases and basically it would be a wash. And if we
in factored in indirect costs, which include things
like training costs, we only had to prevent 368
cases per year to nake this basically an even score.

Of course, any nore cases than that would be
definitely, we'd be up.

It brings up the point that sonme of these
costs, however, particularly some of the indirect
costs and training costs that m ght be saved, those
are not Defense Health Program dollars, kind of the

probl em t he previous speaker alluded to. But we
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really feel that based upon these assessnents, as
wel | as our historical perspectives on this issue,
that the adenovirus vaccine is definitely a go and
we woul d continue to support it. | don't think it's
time for the AFEB to come on -- to weigh in on this
again, but it may be in the future.

The second conplication with respect to
adenovirus is to bring up the speed. Major Nang,
who's been in touch with the folks in the |ogistics
channels, informs nme that not only is Weth going to
have to tear down their factory and build a new one
but, because it takes tine to build factories,
essentially we're facing potentially a two year gap
in the availability of adenovirus vaccine for the
service.

Now that's just a crude estimate well in
advance of that comng to bear. But that's a
worrisome aspect of this whole business. And
al t hough theoretically we could say, well, maybe
we'll be alittle bit nore careful in how we dole
out the avail abl e stocks of the adenovirus vaccine
and we are getting -- expecting one nore delivery
next year, nevertheless those things have a shelf
life of about one year and they' Il all expire in

1997 and we really don't think the production |ine
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will be up and delivering approved vaccine until
1999.

So that's kind of what it |ooks |ike the
future brings in terns of the adenovirus vacci ne.

That's all | wanted to nention. Does
anybody have any questions?

DR. KULLER: Can | ask a question about the
adenovirus? There was a paper out -- | guess it was
either in JAMA or the New Engl and Journal very
recently which was kind of surprising, which showed
that even in young adults the cost benefit in the
civilian sector of influenza vaccine was positive,
whi ch somewhat surprised nme, sonebody who works wth
i nfluenza in ol der individuals.

Has anybody | ooked at the sane situation
with adeno vaccine? In other words, can you sel
Weth the idea that there m ght be, given the
results of the influenza study, that there m ght be
a simlar market for adenovirus, the sane kind of a
nodel, in the civilian sector in terms of reducing
occupationally related | oss of work days and things
of this sort so that they both keep the price down
and perhaps stimulate their interest in building the
factory a little faster?

COL. O DONNELL: | think Col onel Bancroft

CAPI TAL HI LL REPORTI NG
(202) 466- 9500



© 00 N oo o b~ w N P

N NN N NN R R R R R R R R R
O A W N B O © O N o 0 » W N L O

187
may be coming to ny rescue here, but my recoll ection
when Col onel Gados address this issue back in the
Spring was that there's never really been any
docunent ati on that adenovirus, at |east the two
strains with which we're concerned which are in the
vacci ne, have ever been a significant problemin the
civilian sector. And that may be an exaggerati on
and | may have oversinplified it. But it was ny
understanding that there really is no market in the
civilian sector.

But Col onel Bancroft, would you --

COL. BANCROFT: Col onel Bancroft, U. S. Arny
Medi cal Research Material Command.

This is where | canme in when | pinned on
captain's bars. Wen we were doing studies of
adenovirus epidem cs on basic training posts, we
found that the incom ng recruits had a preval ence of
adeno-4 and seven antibodies ranging from 10 to 20
to 40 percent and indicating that there was sone
transm ssion of adeno-4 and 7 in the recruiting
conmunity in young adults but not a great deal. And
these were the predom nant causes of acute
respiratory di sease on post.

OCccasionally we'd see adeno-21 and

occasionally, once in a while, rarely, adeno-14.
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But the disease was pretty nmuch elim nated when we
i ntroduced bival ent i munization with type 4 and 7.

There's a | ot of adenoviruses out there in
the civilian conmmunity. At that time it was decided
that there was probably very little use of it in the
civilian community. W wouldn't reduce the
respiratory rate by using vaccines for just two
types of adenoviruses on a w despread basis, except
on a mlitary post where susceptibles were coni ng
together and living in crowded conditions.

| don't know that that would have changed
or would be any different now than it was then when
there was a |l ot of transm ssion on post. | think
we're going to go through an experinment in nature
here if we have a gap of a year or two and have no
vacci ne.

Under the changes in the training
procedures and he housing of recruits now and all
it will be interesting to see whether adenovirus
cones back. And it may not cone back inmredi ately.
It may take a year or so before the transm ssion
gets reestablished, but |I bet it will conme back

DR. KULLER: Dr. Chin.

DR. CHIN. MW first gainful enploynment was

| ooki ng at adenovirus and influenza anong mlitary
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recruits at Fort Ord. And the literature at that
time, and | think it still holds is that adenovirus
is really recruits' disease. W definitely had
maj or problens in U.S. mlitary. And if you | ook
t hroughout the world, | think there are sone
out breaks anong Japanese recruits and other mlitary
recruit popul ations. But when we | ooked for it in
the civilian population in terns of any type of
out break phenonenon or any significant preval ence,
no. It was sporadic in the civilian population. So
there's no market unless the epidem ol ogy has
changed, and | doubt it.

DR. KULLER: \What happens with coll ege
students when you bring together |arge nunbers of
students going to college? Wy don't you see it
t here?

DR. CHIN. There may have been at | east one
or two reports but there's never been any well
docunment ed sustained sort of periodic adenovirus
out breaks in coll ege.

COL. TAKAFUJI: Col onel Takafuji again. W
just sinmply don't know. You would think that in any
type of crowded situation, especially in enclosed
spaces as coll ege dorns are, as many of you are very

fam liar with, and people are very crowlded together
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and sharing very conmon areas, you would expect to
see nore disease. It's incredible. And I think Dr.
Chin woul d agree that we've cone a |ong way with
adenovirus and we still don't basically understand a
| ot about its transm ssion potential and why it hits
recruits particularly hard.

What was the driving factor, in fact, with
t he vacci ne devel opnent for adenovirus was the fact
that we had recruits not only that were getting
infected but they were dying from ful m nant
pneunonitis that was really very tragic.

So there is sonething peculiar about
adenoviruses and mlitary popul ations and there have
been i ndeed outbreaks in European forces with
strains even that -- in fact, adeno-21, for exanple,
caused a problemin some European forces.

So it's sonmething that if there's any
| essons | earned over tine it's the fact that, nunber
one, there nmust be a continuing programw th the use
of adenovirus vaccines, but with sonme idea that if
it would be used where the need is identified as the
greatest. The Air Force, for exanple, does not have
as big a problemin San Antonio as we do in other
pl aces. We really don't understand quite why but

that's a fact.
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But the second thing is that there nust be
a continuing ARD, acute respiratory disease
surveillance program It nust be very active and
proactive. And clearly, not sacrifice with the
cut backs goi ng on.

COL. O DONNELL: I just would throwin -- |
think we nentioned this at the previous neeting but
during this hiatus earlier this year there was an
out break of adenovirus disease at Fort Jackson, a
basic training conpany, anmongst a cohort of trainees
who had not been able to be vaccinated. And we
documented with positive -- | forget whether it was
4 or 7, but at major -- | think in one conpany the
rate was |i ke 10 per 100, 11 percent of the conpany.

So if that's any harbinger of what nm ght be
the case in the future, 1'Il bet five bucks if we
run out of vaccine we're going to have problens, as
we did in the pre-vaccine era.

DR. CHIN: | think that sonme of the studies
i ndi cated that spacing and housing -- | think the
Air Force is what? Four to a roon? But in the Navy
and in the Arny the barracks are such that you
really get sort of exposure of 20-50 people. Those
are not the kinds of situations you see in coll ege

dormtories and Air Force dormtories. That nay be
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anot her way of approaching it; get better barracks.

COL. O DONNELL: Vaccine is cheaper.

DR. KULLER: Dr. Ascher.

DR. ASCHER: You've shown in recent years,
you and your coll eagues, a nunmber of interesting
exerci ses regarding the changing role of the
mlitary with Haiti and Guantanano and ot her things.

" mwondering if you have any sort of views of what
may happen in the Bosnia situation with regard to
preventive nmedicine. Any surprises? And
particularly, as the humanitarian side starts to
unravel

COL. O DONNELL: There's probably sonmebody
in this roomwho could give you a nore introspective
answer on that than I. | have not been involved in
any contingency planning for Bosni a.

Anybody el se? Col onel Takafuji, are you
ripe for this one?

COL. TAKAFUWII: Well, I think there can be
sone general statenents nade, regardl ess of whether
it's Bosnia or whether it's Haiti or any other
scenari o. Whenever you send inmunol ogically naive
troops into an area where there's endem c di sease
and they're under stresses having to do with

sanitation and other conditions, are we going to see
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di sease? Yes. We're going to see sone probl ens.

Wth the Bosnia scenario, there's also sone
pecul i ar di seases that are in that part of the
worl d. Lessons fromhistory clearly indicate that
sone of these diseases are old world plagues that
cause mmj or out breaks over the years. So can we
have situations like that? Absolutely. And we're
| ooking at that. And as troops prepare to deploy to
Bosnia, that certainly is in the scenario.

For exanpl e, disease that we ordinarily
woul dn't think of, like Crinmean-Congo henorrhagic
fever. This can be a very serious problemfor us if
you have casualties showing up at our front door of
our hospitals and our physicians are not clearly
recogni zing this type of infection comng in the
door. You could have -- transm ssion that goes
ri pping through the hospital.

So we're very nuch aware of these. W're
concerned about it. And I think we're probably as
sonewhat prepared to deal with them as we can
possi bly be right now.

DR. WOLFE: Dr. Wlfe. Are you planning to
use the tick borne encephalitis vaccine?

COL. TAKAFUJI: That's a decision that the

preventive nedicine officers are going to have to
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recommend, but really it's going to be an ultimte
deci sion of the unit surgeons. 1In this case it
woul d be the taskforce surgeons that would have to
make that determ nation based on ri sk.

Cbvi ously, there are considerations with
tick TB that has to do with seasonality of disease.

If you' re going to deploy at a tinme when ticks
aren't out, then the risk is of course considerably
| ess than when they are out. So, there are many
factors that cone into play, but it has to do with
the requirenments and the risk factors associ ated
with |ikelihood of transm ssion.

But we're ready if there needs to be a TB
used, we will use it. W've used it for inspectors,
for exanple, who have gone into parts of Russia
during inspections. Part of this refers to sone of
the things that Col onel O Donnell alluded to earlier
with the On-Site I nspection Agency, OSIA  They sent
inspectors into those areas and they received TB
vacci ne because they were out when the ticks were
out .

DR. KULLER: Thank you very nuch.

We' Il turn to Col onel Ardy, Coast Guard.

LCDR. ARDAY: Conmmander

DR. KULLER: Commander.
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LCDR. ARDAY: | |ost ny great segue because
we were tal king about adenovirus vaccine and |'m a
wal ki ng case of adenovirus at the nmonment. | have a
toddl er in day care and we ought to do a study on
what gets spread fromday care facilities, including
DoD ones, which is where our toddler is, to al
their parents. | think I've had every rhino virus.

|'ve even had sone Coxsackie virus infections, with
the characteristic lesions transmtted from ny
toddler in the | ast year.

Well, | have only one topic to discuss this
nmorning and that's -- 1'd like to update you on what
| tal ked about a little bit in July, PCBs on Coast
Guard vessel s.

Last Spring, several bul k weight sanples
were taken from Coast Guard vessels which had been
decomm ssioned and were at our Baltinore shipyard
for disposal. The bul k sanples reveal ed high Il evels
of PCB, nostly associated with Chronol ock tape.
Chronol ock is a comrercial name, | believe, which
was used in alnost all of our vessels constructed
during the "60s and '70s. It was very conmon.

The Chronol ock tape is a felt type materi al
i npregnated with PCBs and it's used to prevent

di el ectric corrosion where you had two different
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types of netals joining. It was very comon in ship
construction when you have nmultiple different
nmet al s.

Construction techni ques have changed quite
a bit since then and some Chronolock was up to 75
percent PCBs by wei ght, which is nostly aero-chlor
1268, al though we found a whol e bunch of other ones
in these ships.

The ot her major source of PCB contam nation
in these vessels was insulating material used in
el ectric cabling.

On August 1st, NI OSH assisted the Coast
Guard in conducting a foll owup survey of contact
surfaces and crew |living and working areas on three
simlar vessels which had recently arrived in the
yard, two 82 foot cutters and one 65 foot harbor tug
whi ch had been deconm ssioned and were there for
destruction or preparation for sale. Twenty-eight
surface w pe sanples were taken fromliving and work
spaces for this study.

This table illustrates the range of val ues
obtained in those 28 sanples. Nine sanples were
negative. Three sanples found trace anmobunts bel ow
gquantifiable |l evels. Ten sanples had |evels |ess

than 100 mi crograns per meter square, and the
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remai ni ng six sanples had | evels higher than 100
m crograms per nmeter square.

These are just sonme of the sanples show ng
the types of surfaces that were sanpled and the
types of |evels that were observed.

Now, all of these sanples -- the good news
is that all of these surface w pe sanples are bel ow
the EPA spill-cleanup criteria of 1,000 m crograns
per meter square. That criteria is based on an
estimated ri sk of one case of cancer per 100,000 to
one mllion persons exposed to surfaces at that
| evel .  From what we known about PCBs, that's pretty
much a swag because there really isn't any good
human data on any cancer cases. That's based on
sonme ani mal nodel s.

However, the Chronol ock and ot her
i npregnated materials require proper renoval and
di sposal before the ships can be scrapped and
current plans are to use high tenperature

incineration which is probably the best nethod of

di sposal. You can also landfill it, but under EPA
regul ati ons, you would still be responsible forever
into the future if the landfill decided to | eak, so

we're going to, as | said, incinerate it at high

tenperatures. Anything greater than 100 parts per
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mllion of PCB is going to be incinerated.

It's also felt to be prudent to clean up
the eating areas to what is considered to be the
background [ evel of PCBs in the environnment, which
is 50 to 100 m crograns per neter square of surface
ar ea.

Now what we're presently doing with this is
we're taking surface w pe sanples on active ships to
get a better feel for what |evel of contam nation is
present in crew working and living areas. And a
t askf orce has been formed to discuss the options and
make recomrendati ons on renedi ati on procedures. So
that's where the situation stands at the nonent.

And that's really all | have. There hasn't
been too nmuch going on in the |ast three nonths.

DR. KULLER: Any questions?

(No response.)

LCDR. ARDAY: Thank you

DR. KULLER: Thank you very nuch.

We're going to nove now to the Injury
Prevention Working Goup Report, and I'mgoing to
ask Dr. Hansen to |ead off.

DR. HANSEN: Col onel Jones is going to | ead
off with a little introduction.

DR. KULLER: Ckay. Fine.
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COL. JONES: |'m honored to be able to
present this concept to you, M. Chairman, Board
menbers and General Adans.

The concept that I will talk about is for
an integrated approach to Army injury control, but
this mght just as well be a concept for any of the
services. And in fact, for nmore than just injuries,
any preventabl e disease or nmedical condition.

| think that it serves as a good lead into
the presentation of the AFEB Injury Wrk G oup
Report that Dr. Hansen will give you next.

Thi s concept was devel oped at the request
of the Arny Deputy Chief of Staff for Personnel and
has been presented to the Arny Health Pronotion
Counci | .

Before | get into the neat of this, 1'd
li ke to acknowl edge the contributions that several
organi zations have had to the thinking that went
into this. Forenmpbst is the Arny Safety Center, but
al so ny participation on the National Center for
I njury Prevention and Control Oversight Committee
has contributed a great deal to the thinking that
has gone into this, as well as thinking fromthe
Nati onal Hi ghway Traffic Safety Adm nistration.

The purpose of this is to provide you with
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sone background on injuries in the Arny and the
concept for conprehensive and integrated approach to
Armmy injury control

Why the focus on injuries? You' ve seen
much of this, but the basic reason in the Arny is
that it's the | eading cause of death, disability,
hospitalization and out-patient visits, and is al so
t he | eadi ng cause of soldier non-effective days. It
already has tri-service interest, as we know here.

The approach that I will outline is
basically the public health approach, which
addresses the five questions that you see here. W
need i nformati on on how big the problemis and how
severe the problemis in order to prioritize scarce
resources. We also need to know the causes of the
problem We need information on causes in order to
be able to develop strategies to prevent injuries.

Once we have strategies, we need to know
whi ch prevention strategies actually work. But
that's not enough. W also need to know who need to
know and what do they need to know. W need to get
the information out to them And once the prograns
are in place, we need to nonitor themto see that
they are effective and that they continue to be

effective and to nonitor for newly energing hazards.
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So what is the magni tude of the problem
with injuries in the Arny? How big is that problenf

If we | ook at deaths, you can see that the
bi ggest slice of the pie is accidental injuries,
about 50 percent of the total, and that violent
injuries make up about another 25 to 30 percent. So
80 percent of the fatalities in the Arnmy are due to
injuries of some kind or another.

If we |ook at disabilities, you can see
here that the top five causes of disability are
either injuries or injury related conditions. There
shoul d be handout com ng around to you al so that has
these slides onit. Okay. G eat.

If we ook at this from anot her
perspective, hospitalizations, we can see here that
| ooking at all hospitalizations for the year 1993,
muscul ar - skel etal conditions and injuries accounted
for 34 percent of total hospitalizations. However,
there's probably a better indicator of the inpact
that injuries have on readi ness, and that is sol dier
non- ef fecti ve days.

This is, again, hospital data. In 1993
there were roughly 840,000 man days on the hospital
roles. Those are days either in a hospital bed or

on conval escent | eave. Over 350,000 of those were
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due to injuries, 41 percent of the total.

So far, what we've | ooked at is just the
tip of the iceberg, though. Perhaps the biggest
i npact of injuries on readiness are those seen on an
out - patient basis, as they include things |ike
fractures, stress fractures, sprained ankles, which
can cause many days, weeks or nonths of limted duty
and don't make it into the current record systens.

In this particular infantry unit, the rate
of sick call visits for injuries a nonth was 19 per
100 man nonths. They accounted for 61 percent of
the total sick days or sick call visits. If we | ook
at rates of limted duty, it was over 100 man days
per 100 man nonths, 91 percent of the days of
l[imted duty. W have simlar data on five or six
ot her infantry and special forces units.

We can use information such as you have
just seen to construct, if you will, an injury
pyram d. And what we see here is the ratios of
disabilities, hospitalizations and injury sick cal
visits on the right-hand side to deaths. For every
death in 1994 we can estimte that there were 15
di sability cases, 60 hospitalizations and over 1100
sick call visits.

Now, the base of this pyramd is inportant
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for two reasons. One is that the nunber of sick
call visits in the Arny for injuries is very |large.

Conservative estimate is 400,000 visits a year
The other point is that this is the area where we
have the | east precise information. 1In fact, there
are no routinely automated systens to capture
di agnoses in this area. |It's also associated with
many man days of |ost duty tine. W can estinmate a
mllion to two mllion man days on profile per year.

From what you have just seen, we know t hat
the problemin the Arny is big. | can tell you from
experience and you'll see in the report that the
problemis also big in the other services. But just
knowi ng that the problemis big is not enough. What
causes the problen?

We have abundant information sources of
very high quality that this is data fromthe Arny
Safety Center in 1994, and what we see here are
causes of reports to that reporting system And
what we see, on the right-hand side over there, the
bi ggest slice of the pie is due to private operated
vehicle accidents at 17 percent. The second | eadi ng
cause is sports, followed by conbat soldiering. A
good source of informtion.

We al so have hospitalization records where
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injury causes are coded and this is the foundation
for future prevention. And what we see here from
the hospital records are the percent of causes of
injury hospitalizations due to different types of
causes. The biggest specific cause in 1993 was
sports, followed by notor vehicle accidents, falls
and junps and poi soning, by both injection and
i nhal ati on and ot her causes, as you see there.

If we're going to prevent injuries we need
to know nore than just the causes. We need to know
what works to prevent injuries.

One of the things that we know works are
prograns to prevent both private and mlitarily
operated vehicle accidents. If you |ook at the
bottomline, you can see that the rates for mlitary
vehi cl e acci dents have gone down steadily since 1980
with the exception of 1991, which included the data
from Operation Desert Shield/ Desert Storm

Ot her than that, the trend is down. And
you can see that for privately operated vehicles
we' ve had a stunning success with rates going down -
- fatality rates going down from about 40 per
100,000 to 20 per 100,000 over this 15- year period.

And | can tell you fromdirect know edge that there

is atrickle down effect of these prograns to
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prevent fatalities because there's an even greater
reduction in hospitalizations from notor vehicle
acci dents.

We al so have information on some specific
prevention strategies. This was a study that was
done at the Airborne School in 1992, anong al nost
800 junpers who conducted 4,000 junps. What we did
was randonmly assign themto wear a brace, an ankle
brace, an off-the-shelf ankle brace, and a non-brace
group. In this controlled study, we found that
there was an 85 percent reduction in ankle sprains,
the | eadi ng cause of tactical parachuting injuries
in the brace group.

So we know that we can devise and test
effective strategies. Sinply having specific
strategies is not enough however.

What |'d like to do now as really the neat
of this is look at the requirenents for an inproved
injury control programfor the Army, and | think
al so the other services. What we need is to
i ntegrate and coordi nate our systens, especially the
information systens. We need to establish community
partners throughout the mlitary comunity. W need
to use the information that we have that's already

exi sting in databases that are autonmated to target
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t he bi ggest problens based on that data and to
prioritize our prevention and research efforts with
t hat i nformation.

We need to use as nuch as possible off-the-
shel f solutions such as the ankle brace and we need
to nonitor program effectiveness at all |evels.

The conponents of the conprehensive injury
control system or the elenents, are those that you
see here: primary prevention on the |eft, acute care
systens on the bottom and rehabilitation systens as
you see here. But the central focus of all this and
what is newis the focus on information that at this
time is not generally used. W need to use that
data, analyze it. W need to take it from
surveill ance, research and nonitoring sources and
apply it to all the elements of the program

Now, what are the purposes of those various
systens in the mlitary? Well, primary prevention.

The focus is prevention of the occurrence of events
in the first place, to reduce their incidence, and
act as a force multiplier. 1In the acute care
system secondary prevention, we would focus on
early recognition, early treatnent, with the idea of
m nimzing the severity of injuries. The rehab or

tertiary prevention system seeks to optim ze
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function and early return to duty and thereby
mnimze long-termdisability.

We need to do this through partnershi ps.
Any one organi zation or any one el enment of an
organi zation cannot do it all together. W need to
work in synergy together. W need to comruni cate
better.

The partners for each el enent of the system
and perhaps each problem w Il be different. 1In the
primary prevention systemin the Arny, the Safety
Centers, would take the | ead, followed by
conmmander s, supervisors and NCOs. We need to get at
the soldiers through the mlitary schools and
there's clearly a role for preventive and
occupati onal nedicine, other health care providers.

Data systens, of course, are inportant.

Now in the acute care systemin the
secondary prevention system nedical caretakers
provide the care, but they aren't the | eaders in the
prevention aspect of this. Soldiers would be the
first ones to recognize an inpending injury. That,
or their immedi ate supervisors, NCOs and comranders.

And it's inportant that they understand the
probl ens that are out there and what's inportant to

recogni ze to get that care early or even to prevent
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the need for care.

In the tertiary prevention system medical
care providers, of course, would have the | ead. But
commanders and sol diers need to understand the need
for conpliance if they' re going to return to full
duty with mniml or no residual disability.

Again, | would rem nd you we have
information systens available. W need to use those
systens to prioritize the allocations of resources
for prevention and research to where the problem has
t he bi ggest inpact on readi ness.

Agai n, we need to use existing solutions,
of f-the-shelf solutions, if you will, to attack
known causes and risks of injuries through nmultiple
strategies, including behavior nodifications, safer
procedures and equi pnmrent and environnment al
nmonitori ng and safety.

Again, | get back to nonitoring. W know
from Arnmy data such as you see here that the rates
of accidental fatalities have been going down. You
see data here for the decade of the '80s, the
decrease is even nore dramatic than this. [It's gone
down in the Arny from about 75 per 100,000 to now
about 40 per 100,000 of fatalities due to accidents

annual ly, while other causes, hom cides, suicides
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and di sease have really remained pretty nuch stable
over that period of tine.

This is just one system It's the only one
that's routinely reported. W need to integrate
monitoring systenms for disabilities, out-patient
visits, in-patient visits, as well as the deaths.

What are the benefits of such an approach?

| think that they're fairly obvious. By linking
t he conponents of the system we have the synergy
t hrough those partnershi ps that expand our effective
resources, broaden the scope of the efforts that we
can make and | think facilitate the execution and
efficient uses of resources.

So what's the vision? The vision of this
approach would be to drive down the size of the
entire curve, not just the right-hand portion where
we have generally focused on fatalities and severe
injuries, but across the entire spectrum of cost and
manpower | osses.

The vision would be to protect our war
fighting forces and conserve resources, while
optim zing the performance of soldiers and other
service nenbers. We can do this nore effectively by
prioritizing our efforts, based on the nagnitude and

severity of problens, and also the availability of
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potential sol utions.

The requirenments for success or
accompl i shnment of that vision requires commtnent of
Arny | eadership -- and I would submt to you DoD and
ot her service | eadership -- understandi ng by
sol di ers and ot her service nenbers, DoD w de
education, participation and continued eval uati on.

| think that this concept is apropos to the
report that the Board nmenbers have in front of them

One of the main thrusts of this report is to
provide a foundation for acquiring the support of
mlitary nmedical |eadership first and the
information that can be used to garner the support
of mlitary | eadership in general.

What is new about this concept | think and
central to it is the recomendation to make nore
adequate use of the rich nmedical information sources
that we have to prioritize both research and
prograns.

The other part of this that is really new,
al though it makes good sense and you sort of say,
well, why didn't we think of this earlier, is the
focus on the entire spectrumto capture the injuries
t hat have the biggest inpact on the readi ness of our

mlitary services.
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And with that, 1'll turn the presentation
over to Dr. Hansen.

DR. HANSEN:. Thank you very nuch, Col onel
Jones.

| think all of you can see fromthe
ent husi asm of the precedi ng speaker why this work
group was so successful, at least in ny view

You have | think in your hands -- at | east
t he Board has and the rest of you will soon have --
a copy of the near final draft of the injury work
group. |I'mnot going to try to read through the
concl usions or explain all the conclusions, but I
t hought it m ght be useful since sone of you wil
not read every page of it and every word of it. |
just pulled out just a few of what | personally see
as sonme of highlights anong the concl usions of this
report, some of the inplications for this Board and
for its future deliberations.

| think that the executive summary provides
per haps the best capsulation of this report,
speci fying sone of the key conclusions that we
found. We organized this report specifically around
dat abases because the first question to be asked was
how good is the surveillance; how well can we

determ ne what's causing all these injuries that
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Col onel Jones has hightlighted. Do we known what
the injuries are and then can we devel op preventive
strat egi es.

Sone of the group were ready to leap to
specific research projects on prevention, but it was
cl ear that the database needs to be refined and
i nproved in order to direct those preventive efforts
nore effectively.

Sone of the key findings that we di scovered
or identified in these data. First, the disability
conpensation. |It's hard to imagine but it's $1.5
billion a year in conpensation for disabilities,
nost of which are injury. Not all of which but nost
of which are injury caused.

So in terns of economics, it's clear to us
that the mlitary has a trenmendous potential area
for reducing costs and that is obviously reduction
in severe injuries.

Back and knee injuries clearly constituted

the | argest portion of those injuries and certainly
t he changi ng death rates and acci dent rates that

Col onel Jones showed you was in |arge nmeasure due to
the change in use of seatbelts.

Well, that's one exanple but certainly not

the only one of ways in which injury reduction can
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have a major inpact on the mlitary health system
as well as mlitary readi ness.

We found that there were many dat abases
avai |l abl e to exam ne questions about injury but that
very few of them were conpl ete enough and very few
of them were actually being used for injury
survei |l | ance.

We | ooked at specifically sonme
i nprovenents, and I'Il go through a couple of those
areas. We | ooked at sone inprovenents that we felt
were needed in the surveillance system based on
what | would consider a first review of those
dat abases. Not the kind of intensive review that |
woul d hope woul d be the sequel to this present
effort.

One of the things that we have suggested is
that at the very mnimum we coll ect what is called
t he m ni num basi c dataset for unintentional
injuries, which has been recommended by the
international collaborative effort on injury
statistics and was just recently published. It
seens that if we mesh the mlitary data to
i nternational standards, that that will be useful in
the long-run for being able to |l ook at the mlitary

specific differences.
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There is concern in a number of the
dat abases about whether the coding is sufficient
consi stent and adequate to really be used for injury
surveillance. And certainly we found a nunber of
areas where we thought the coding could be or should
be inproved, particularly in the nmuscul ar-skel et al
injury area.

One suggestion was to produce a free text
field in the database so that we can capture nore
detail about the actual causes of injury.

One of the mmjor recomendati ons of the
group is to convene a tri-services workshop which |
was surprised Col onel Jones didn't focus on since
it's one of his biggest commtnments. And that is to
bring together the DoD work group that has been
working on this sanme area of injury analysis and the
AFEB Board and working group to define some of the
next steps that are needed and perhaps to begin to
mar shal | resources.

The second area besides the surveillance
part that we | ooked at were recomendati ons for
specific research areas. W felt that there was
very little in the way of systematic research going
on in the area of injury prevention and that the

potential for positive effects in the mlitary is
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very large. And thus, that specific research,
targeted research, should be increased.

You saw the one report of the use of the
brace. |t appears there's sequels to that study as
wel |l as other enpirical studies of other possible
injury prevention are greatly needed.

The area of research into the relationship
between mlitary training, physical fitness,
performance and injuries is one that actually hel ped
to trigger this work group in the first place. It
was the report of the extraordinary |evel of
training injury and | remenber to this day the
extraordi nary nunber of females that were injured in
training, but also nales as well.

It seenms to us that this area of training
met hods and injuries related to training is ripe for
nore systematic experinental manipul ation to devel op
met hods of inproving fitness, holding to mlitary
st andards while reducing the injury.

The training injuries were certainly at an
extraordinarily high |evel.

The third area that we addressed is the
devel opnent of injury prevention prograns. Sone
areas of injury prevention probably don't need a

systematic research effort but rather the
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devel opnent of inplenmentation strategies to reduce
what we already know about injury and to teach
peopl e, educate people and perhaps change their
behavi ors.

Particul ar enphasis in that area where we
can already perhaps initiate prevention efforts
should be in the area of training that | nentioned,
in the area of sports injuries which are very
conmmon. We haven't good conparative data to the
nonm litary population but certainly sports injuries
are common within the mlitary. And the area of
falls, which surprisingly sorted out both in the
death data and in the injury data.

Ri ght now there's very little data about
why falls in the mlitary are producing significant
death rates. Sonmething |like 1 percent of all deaths
are due to falls -- and that's not parachute
jumping, by the way -- and why a | arge nunmber of

injuries thenselves require hospitalization are due

to falls.

We | ooked particularly at causes of death
in the second chapter -- the first chapter is just
the introduction -- and used the death database

which is fairly conprehensive in ternms of deaths,

per se, but is not very good about the specific or
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proxi mate cause in general. If you are | ooking at
your book you m ght want to | ook at Table Al.

Vehi cl e accidents clearly exceeded al
ot her specific causes, but falls, for exanple,
caused seven deaths in the Arnmy. If you | ook at
Tabl e A2, you'll see sonme of the problens of
conparing data across the mlitary. And this is a
t hene throughout our report, the inportance of
inproving the ability to conpare across the services
and to collect simlar data.

So you'll see that the Air Force data are
br oken down differently than the Arny data for
causes of death. And if you go to the follow ng
page or two, you'll see that the Navy has is own
br eakdown and the Marines has yet a fourth
breakdown. And it would certainly help in terns of
future anal yses of these data if anal ytical
approaches coul d be nmade nore consonant.

We next | ooked at disabilities caused by
injury and we found sone very interesting
di fferences again between the services. For
exanple, the Air Force Physical Disability Division
mai nt ai ns a database on their disability files.
However, there's no record of race, sex or age of

the injured individuals, which take three of the
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maj or variabl es right out of the equation.

The Navy has a conputerized dat abase and
the Arny does not have one at this point, so it's
clear that there are sonme inter-service issues here
that need to be inproved.

There was a tri-service disability
i nformation system proposed and a work group set up
in Decenber of 1993. | can only assune that Col onel
Jones was not put in charge of that work group
because there's been no output fromthat work group
yet as far as I'"'mable to discern. So it seens that
t hat work group needs sonme artificial respiration if
indeed it's still around.

Looki ng at the causes of disability on page
5 of that chapter, certainly |unbo-sacral strain,
knee inpairnments, traumatic causes of arthritis and
back fractures are very frequently observed in the
di sability dat a.

The next area we | ooked at were hospital
adm ssions. And of course the hospital adm ssion
database is a little better in the sense of being
able to tell nore about the nature of injuries. The
data from Desert Storm for exanple, suggest that
accidents and other acute injuries in muscular-

skel etal conditions accounted for 43 percent of al
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the hospitalizations during the Desert Storm
depl oynment. More than 10 percent of al
hospitalization are injury related in any case, not
just in a conbat situation.
Agai n, the causes need to be | ooked at nore
carefully and the hospitalization data can hel p at
| east where there's severe injuries. We identified
in that chapter a section on strengths and
l[imtations of the current databases, hopefully to
stinmulate further inprovenents in the existing
conputeri zed databases fromthe hospitalization
dat a.
Next we | ooked at the out-patient care data
to see what those databases | ooked |ike and what
they mght tell us about injury. There is no service
wi de surveillance avail able, particularly if you
| ook, for exanple, at nuscul ar-skeletal injuries.
There have been al nost no intervention
trials, so that's an area that certainly needs work.
And nost out-patient care is not conputerized at
this point. There is a record, an out-patient
record being Beta tested at this point, and | would
urge that the Board get involved in |ooking at the
gquestions that will or will not be addressable if

this new out-patient record systemis adopted.
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It's clear that the tine to think about

the answers to the questions is before the questions
are asked and that's before the out-patient record
gets finally adopted. We certainly anticipate a
growth in the conputerization of out-patient
records, and the nore that growth is attuned to
being able to use the data later to solve problens,
the better.

One of the problens, of course, with out-
patient data records is that their first priority is
the clinical managenent of the particular patient.
And often, those involved in designing such a
pur pose may not be thinking about the alternative
pur poses of overall surveillance and future use of
t hose records.

Finally, we have a chapter | ooking
specifically at conbat situations and we | ooked at
the non-battle injuries that are appearing in those
conbat databases. | think it was interesting that
in the Operation Desert Shield and Desert Storm for
the single year August 1, '90 to July 31, '91,
uni ntentional trauma or accidents produced 81
percent of the non-battle deaths in the Operation
Desert Storm so it's clearly also a conbat issue.

If we |ook at the hospitalizations, the top
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causes of hospitalization in Operation Desert Shield
were fractures, sprains, strains, other injuries,

di sl ocations, l|acerations. So again, injury is
clearly a big problem

We think the Board's attention on a
continuing basis will be useful, and we'd like to
urge specific actions to bring together the services
and to
begin to inprove the database and to address nore
specifically the causes of injuries so that
effective prevention strategies can be devel oped.

|'d be happy to take any questions or
receive any coments fromthe Board or anyone el se.

DR. KULLER: The plan, Dr. Hansen, to
continue this, could you briefly give us a briefing,
or Dr. Jones, of what the plan is for continuity of
docunenti ng.

DR. HANSEN:. Col onel Jones, do you want to
address the plans for the workshop that you're in
the process of developing at this tinme?

COL. JONES: | think that that's the key
recomendation in this. There are other
recomrendati ons that we'd provide to you for your
perusal and prioritization, but in nmy mnd, that's

the key one. And | would hope that that could take
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pl ace sonmetine in the next six nmonths. | think
that's the critical link. W need to |ink.

The ot her DoD work group has been very
active because without the other work group this
report would not have been possible. They have
conpiled the data that generated this. The focus of
that work group is on conpleting an inventory of all
of these databases and there are sone m ssing |inks
that we're still working on.

The AFEB Injury Work Goup decided -- ny
initial plan was to have this report follow the
ot her one, but it seens |ike parallel production
woul d be better so that we would have the arrival of
the two main links. And the link would be to have
the DoD Injury Work Group and this AFEB Work G oup
and at | east the Safety Centers nmeet to decide how
to link the databases and get that information out
to the safety organizations of the three services,
and thereby the conmanders, who can really use this.

So, that | would see as our key
recommendation is to begin that building of
partnerships.

DR. HANSEN. | think the other thing I
woul d add is that we had a | ot of contributions from

| ay consultant menbers of the work group and nost of
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themindicated a willingness to continue to serve
t he AFEB should there be a desire for those |ay
people to cone. | shouldn't call themlay, but non-
mlitary personnel to continue to consult and help
with the devel opnent of the next set of strategies.

COL. JONES: | think another recommendati on
that isn't clear in this would be that the nedica
departnments of the services and DoD Health Affairs
really need to define what we feel our role in this
is. Clearly these nmedi cal databases which are
currently unused for this purpose need to be
devel oped, not just for injury control but for
di sease control in general. So that would be
anot her part of this.

Before we continue, I'd like to correct a
m sconception here. Wen you conpile a report of
this magni tude and you have nultiple editors and
participants, frequently small errors make big
differences. [|'Il call your attention to the first
page of chapter 2. The next to the |ast paragraph
there's a sentence there that Barbara's highlighted
for me, and it reads: The Arnmy at this tinme does
not maintain a conputerized |isting of decisions
reached by the Physical Disability Agency.

That shoul d read "does nmmintai n" a
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conputerized |listing of decisions of the Physical
Disability Agency. But, does not maintain a nmedical
eval uati on board dat abase.

The Physical Eval uation Boards are
predi cated on nedi cal eval uations, which could be
coded with 1CD 9 codes. So that's a critical thing.
And if you would make those corrections. | would
hate for that to escape and get back to the Physical
Di sability Agencies because it's really an editing
error and it highlights how careful you have to be
in this whole process, iterative process.

DR. KULLER: 1'd just like to make one
ot her pitch or conments. And that is, as you
probably know, and | nmentioned it yesterday to sone
of you, that there is about -- | don't know -- $10
[mMmIlion] or so in the Department of Defense Whnen's
Progranms, which is about to be nmade avail able. And
| strongly suggest that sone effort be made to apply
this efficiently in some of these issues related to
i njuries.

| don't know whet her the group has given
any thought to that, but | think it's really up to
t he people who are involved in these prograns
whet her that noney is going to be wi sely used or

whet her it's going to disappear in a big bird into
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t he sky and never be seen again, at |east for any
useful purposes.

So | hope maybe you give -- sone of the
peopl e give sonme thought to that idea or utility.
There is a fair anmount of noney that's been set
aside with the opportunity of doing some useful work
in these areas.

COL. JONES: | think that's very prescient.

And in fact, the joint programrevi ew has

consi dered that for the Women's Heal th Defense --
Wonmen's Health Program  And perhaps Maj or Rubertone
could make a brief comment on that when he gives his
presentati on because he's been nore actively
involved in that part of that effort.

DR. HANSEN:. Okay. Well, this is ny |ast
time at this podiumand I would like to take nmonent
to thank Lou for his | eadership of the Board and
both the Board nmenbers and the prevention officers
for an extraordinary tutoring in mlitary nedicine
over the last four or five years. |'ve enjoyed the
experience very nmuch and I wi sh the Board and the
officers well.

DR. KULLER: Okay. We're going to talk now
briefly about the HIV programin the Arny.

Col onel Burke.

CAPI TAL HI LL REPORTI NG
(202) 466- 9500



© 00 N oo o b~ w N P

N NN N NN R R R R R R R R R
O A W N B O © O N o 0 » W N L O

226

COL. BURKE: M presentation is based on
slides so it's going to be a little awkward if we
don't have them yet.

Well, why don't we start with questions.

(Laughter.)

The purpose for the presentation today is |
t hought 1'd review the gl obal nol ecul ar epi dem ol ogy
of HI'V and that rather than focus on the donestic
problem | thought that it would be worth the
Board's tine to revi ew what we know about the gl obal
spread of the HV epidem c and particularly what
countries are being affected, the types of viruses
and what inpact it's having on what we know about
sone of the UN peacekeepi ng operations in some of
t he countries.

| don't see any activity up there at all,

DR. KULLER: Why don't we basically take
about no nore than a 10 mi nute break because we're
way behind. People -- sonme of us, have to | eave
fairly early. And then we'll start out with the HV
and go through.

So let's make sure we're back by 10 after
because that's when we're starting hopefully with

t he projector.
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(Wher eupon, a brief recess was taken.)

DR. KULLER: Col onel Burke, let's go.

COL. BURKE: Okay. Let's go.

Today |I'Il speak to you about the nol ecul ar
epi dem ol ogy of HIV worldw de. The conponents of
the talk will be on genetic variation, the tools
that we use, the dispersal patterns of HV as
they're occurring, what we know about the antigenic
diversity of different types and sone |ate
information on viruses that are reconbinant forns.

The convention nodel of HV spread
worl dwi de is that he virus emerged from pri nates
into humans sonetines 50 years ago or so. That is
spread within Africa and then subsequently it's been
spreadi ng wor | dw de.

To study the H'V strains, we collected
viruses from around the world through a | arge nunber
of coll aborators and genetically analyzed those
viruses first through a screening nethod, a
screeni ng PCR, and then through sequenci ng of
different genes in the virus.

Qur strategy was |largely based on taking
t he genes that encoded for the central part of the
virus, the GAG gene, and genetically analyzing those

viruses by sequence. And then for interesting
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viruses, to sequence the envel ope gene. Most ot her
groups in the world just went straight to the
envel ope gene and sequenced that part of the virus.

When you do this with the GAG gene, the
different viruses can be put into a taxonom c or
phyl ogenetic trees, each of which of the branches is
given a letter name, A B, C, D E F, G H and
that all of the viruses from North American are in
this group. The viruses from other parts of the
world are in different groups, and I'Il give you the
geographic distributions in a nonent.

The nunbers here are the reproducibility of
those on a sanple, a bootstrapping technique, as to
whi ch viruses to cluster together, and so that
there's a very high reproducibility of this
dependi ng on your sanpling.

Anot her way of thinking of this genetic
distribution is that there are a nunber of different
viruses, all of which are essentially equally
di stant from each other. There's not a clear
branching relationship with a progenitor virus that
is the parent of all AIDS viruses, a so-called
starburst by the genetic distribution.

But when we conpared the phyl ogeny based on

t he envel ope gene conpared to the GAG gene, if the
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viruses are all descended simlarly, then they
shoul d have a simlar distribution of trees. So
what we' ve done here is sinply to color code the
envel ope gene phyl ogenetic tree and then to conpare
that to the GAG gene phyl ogenetic tree. And nobst of
the viruses are in exactly the sanme grouping.

However, you'll see that sone of the
viruses, |like the E viruses, all of these viruses,
al t hough they form one separate group on the
envel ope gene analysis, fall into the A gene group
for the GAG gene anal ysis and sone of the D viruses
al so have AID GAG genes. This I'Il conme back to as
being I think very significant in that there are
reconmbi nant viruses that have been evol vi ng over the
| ast few years.

The mlitary group, as | said, did nost of
our work on the GAG genes. And then in the entire
dat abase of the world of conplete sequences of the
GAG gene, we've contributed 60 GAG genes conpared to
the rest of the world analysis of 24, all of which -
- alnost all of which fromthe rest of the world
have been on viruses from North Anerica and from
Eur ope. We' ve been | ooking at viruses from around
t he worl d.

Simlarly, in the envel ope gene we've nmade
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a significant contribution. So all in all, in terns
of analysis of viruses spreading around the world,
the US. mlitary has a very inportant nore than
hal f of the total analysis.

One of our mmj or purposes was to study
t hese viruses for vaccine devel opnent, but anot her
one is to understand where the viruses are going so
that we can match the vaccines to the viruses found
in different parts of the world.

An i nportant part of this overall program
has been an excell ent Arny-Navy col |l aboration where
t he Navy oversees | aboratory collecting specinens,
doi ng the serol ogi c studies and doing prelimnary
strain characterization on site.

The Navy | aboratories have a conmon
protocol that works through our system and have been
coll ecting viruses froma nunber of different
countries, not only the places where the Navy
| aboratories are | ocat ed.

| f you conbi ne the conpl ete sequences that
| mentioned earlier, plus even partial sequences,
and what we did here was to go through all the
viruses anywhere in the literature or in the
dat abases, even partial sequencing, and ask of the

total nunber of strains that have been typed so far
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in the world, continent by continent, how many are
of each type.

And so of the 669 viruses from which
there's at |east even fragnentary information about
what type of virus they are, this shows by the
continental distributions.

In the Americas, of the 164 that have been
typed, 157 have been the B genotype and 5, all of
which are in Brazil, have been the F genotype. 1In
Europe simlarly it's al nost exclusively the B
genot ype.

There are different viruses found in
Africa; the A's, the Ds, the Cs, the E's and
others, and relatively few B viruses in Africa.
Four of these were in a nosocom al epidemc in
Egypt, probably Anerican bl ood products.

In Asia, again there are B viruses but
predom nant viruses now are becom ng C and E
viruses. So that in different parts of the world,
there are different genotypes of viruses.

If we go into this in nore detail -- and
what |'mafter here is to give you the gestalt.
Agai n, the Anmericas, Europe, Africa and Asi a,
country by country, with the different clades of

viruses or different genotypes across the top here,
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starting with B, and then A, D, C, E, F, G and H
And | put these in an order so that it was easy to
group them All of the viruses here al nost
exclusively B, with the F viruses in Brazil and an
epi demi ¢ of F, again nosocomal, in Romani a.

In Africa, alnost all the viruses are A and
D through out Sub Saharan African, except for --

"1l come to these down here. And then in
equatorial Africa, in the Congo basin, particularly
in the rainforest regions and particularly in the
countries of Gabon, Zaire, CAR, that there is a w de
variety of viruses. All of the genotypes are
present in this region.

In South Africa, Zinbabwe, Ml awi , South
Africa and on the Horn of Africa, there's a
different type, the C genotype, which extends over
to Western Indian in Bonmbay and Pune.

And in Asia, although they have the
cosnopolitan B virus, they also have a new epidemc
of the E genotype in Thail and.

So that given today, if you give nme a virus
today, | can give you with a pretty good certainty
where that virus came fromin the world just sinply
by genotyping the virus.

This is a map of the world that was
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published in 1988 in a Scientific American article
that said that there are three types of transm ssion
pattern of H'V: the honpbsexual and drug use pattern,
pattern one; the heterosexual, African, pattern 2;
and then the rest of the world was pattern 3,
meaning there was |little or nothing to report.
Interestingly | should point out that in 1988 there
was nothing to report from Asia. That was only
seven years ago.

The B genotype corresponds very closely to
t hese countries that have the pattern 1 distribution
patterns. And everything else, the A's, D's, and
C s particularly, correspond to these. And it
suggests that maybe there are either some very tight
soci al networks around the world for these
transm ssion patterns or the possibility that
certain viruses have a proclivity for transm ssion
by different routes of transm ssion.

Based on these data of the distribution of
viruses worl dwi de, you can nake a case that the
viruses are all found in equatorial Africa and that
t here have been a series of cloning events that have
occurred over the last 20 years in a chaotic and
unpredi ctabl e fashion. The one that we're nost

famliar with is the B genotype epidemic with a
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patient zero that occurred in the late 1970's in the
United States and in Europe.

However, you can naeke a pretty good case
that there was a patient zero for the E genotype in
Sout heast Asia and a patient zero for the C genotype
in India as well, based on the fact that these
genotypes are phylogenetically very, very simlar to
each ot her.

The E viruses, early in the epidemc from
different individuals were as simlar to each other
genetically as you would find within one individual
in the United States or nore simlar, inplying it
was a clonal event. And that's why | call these
cl onal expansi ons at each point.

So the chaotic nodel that we're working on
now on disposals is these viruses found in
equatorial Africa with a nunmber of different seeding
events that have occurred around the world as
i ndependent epiden cs, not single epidenm cs but
i ndependent epi deni cs.

But if you take the World Heal th
Organi zation estimates froma few years ago on
i ncident infections worldwide in ternms of mllions
of infections per year in different regions of the

worl d, the African curve went up. And this is
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arguabl e whether or not it's actually declined or
pl at eaued. But what is indisputable is that the
Asi an epidemic now, there are nore incident
infections in Asia than any other part of the world
and that the other parts of the world are relatively
smal | and flat in conparison.

|f you then take those data of the
i ncidents and geographic regions and nmultiply them
sinply by what we know the proportion of strains of
each clade in those regions and ask worl dw de which
are nost inportant genotypes of HIV, this is a rough
curve here. The B genotype, the North American-
European type is actually a mnority variant
wor | dwi de, and that the E genotype and the C
genotype that are now clonal -- recent clonal
epidem cs in Asia, now are accounting for nost of
the infections worl dw de.

One of the properties that we've becone
aware of in the last year or two is this notion --
it's been known for a long tine that retroviruses
can reconbine with each other. That each viral
particle has two conplete strands of RNA and that
there can be crossing over. And Howard Tem n, one
of the discoverers of retroviruses and a Nobel

| aureate in the last few years of his life spent a
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fair amount of tinme anal yzing reconbi nati on of
retroviruses in the | aboratory.

And the general nechanismis that two
viruses infect -- here's a virus fromthe sanme virus
D and virus A genotype -- infect one cell. They
have their RNA. It's put in, injected into the cell.

It integrates as pro-viruses. These then dinerize
to formthe pre-encapsul ati on of dimerization
conplex. A new virus is made which is a
het erozygous virus. And when this infects a new
cell then the reverse transcriptase junps back and
forth across the strands to nmake a reconbi nant
Vi rus.

An inherent reason for a reconbination
potential for these viruses is the reverse
transcriptase as a relatively low fidelity as it
noves al ong the strand and can junp back and forth
across the strands and copy from both individual
strands.

But if you think of a phylogenetic tree of
the HHV's as being up here, these are the H V-1's
with the A, B, C, D, E, F, G and each of these
circles represents the different clades branched off
fromthe central point, the starburst phyl ogeny.

There are other viruses |like the SIV s of
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chi npanzees that are sonmewhat related, found in
equatorial Africa.

The HIV outlier groups are also found in
equatorial Africa and then there are a nunber of
Sim an viruses from Mandrill Sikes nonkeys, African
Greens, Sooty Mangabeys. And the HI V-2 viruses are
very, very closely related to the Sooty Mangabey
viruses, suggesting a relatively recent production
into the human popul ati on as the source for this
particul ar type of virus.

But not |ong ago, Beatrice Hahn and
col | eagues recogni zed that there was a reconbi nant
virus between the African Green nonkeys and the
Sooty Mangabey viruses and the SIV-AGM Sabeus, and
that re-wetting our interest and our observation
that we had a virus. And the E viruses had an
envel ope of one type but a GAG gene whi ch was
simlar to yet another type, suggesting that maybe
there was a true E parent out there that we had not
yet discovered and leading to the possibility that
this could be reconbinant.

So we went back into our databases of
different viruses and asked of the viruses from each
of the clades, how many m ght be reconbi nant

viruses. And when you do this, shown here are the
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GAG genes and the envel ope genes from a nunber of
different viruses. That if you tried to --if you
take apart the different genes that have been
sequenced so far, for instance, this K124 virus in
Kenya, the |eft-hand side of the GAG gene is clearly
an A virus but if you do the taxonony on the three
prime end of that gene, it's a Dvirus. And
simlarly you can go through the envel ope and | ook
at different parts of the virus taxonomcally fit
with different groups of HIV.

And so you can go through. There are quite
a variety. Here's the Thai viruses which have an A
GAG and an E envel ope and there are other viruses
that have a G GAG, A envel ope, et cetera.

And this was published in Nature just a few
nmont hs ago. What it suggested is a surprising
nunber of the viruses, particularly in the countries
in equatorial Africa are reconbinant viruses. And
|'ve redrawn the phyl ogenetic tree here to show now
t hat we have the first wave of the evolution of HV
into this starburst phyl ogeny and now we're seeing
what | think is a second wave of the evol ution of
HV in the fact that we're seeing reconbination
between the different strains. And that sone of

t hese, actually this one, are inportant in the
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evol ution of H'V worl dw de.\

Qut of the 114 viruses where we have enough
information to conplete GAG or envel ope sequences soO
far, 12 are clearly nosaic viruses, alnost all of
whi ch can be traced back to equatorial Africa. So
our nmodel right nowis that there is -- anyplace
where there are two viruses in a country where the
viruses may co-infect an individual, that it's
possible to give rise to reconbi nant viruses and
that these may have different epidem ologic fitness
for transm ssibility.

| do want to spend a little tinme on a case
study of Sout heast Asia and the E genotype viruses.

In 1990, | was asked by the Assistant Surgeon
CGeneral of the Thai mlitary to look into a very
high rate of HIV positive anong their recruits in
Nort hern Thail and who were donating bl ood. They
weren't doing routine testing at that time. They
just were bl ood donors. And were finding a nunber
that were positive and yet didn't have any illness
in that popul ation. They were puzzled by this.

And this is what we knew about the sera
preval ences in Thailand at that tine. |n Bangkok,
show here are the different years. On this axis,

what was known about the intravenous bl ood use, sera
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preval ences, the femal e sex workers and bl ood
donors, conpiled by Bruce Linager fromthe CDC.

We had actually done this study expecting
that if anyplace in the world was going to have HIV
fairly early on, it m ght be a place where there was
an active sex trade, but didn't find any. And in
fact, we didn't find any for a long tinme. And the
first viruses that we or anybody el se typed were in
1989 where we got four viruses from Bangkok and we
typed them and they were all the B genotype. And we
said, ho-hum this is just like the epidenmic that's
in North America in Europe; nothing particularly
unusual or interesting.

When this epidenm c began in Northern
Thai | and, some preval ence studi es had been done
prior to this that had found no HV. And then in
1988 or 1989 is when the epidem c started to appear
in drug users and exploded in 1989 in comercial sex
workers. And in the blood donors over here, we
obtained 13 isolates and found 12 of themto be
genotype E.

So we were surprised to find that in two
di fferent populations in Thailand there are two
different variants causing two separate epi dem cs,

and we never would have expected that at all, based
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on the -- it was in country. It didn't nake a | ot

of sense. But in fact, that is what has been borne

out .

If you look at the map of Thailand with the
sera preval ences -- can we focus that please? Thank
you.

At anpong the recruits entering into the
mlitary, the Thai mlitary began testing recruits
in 1991, and this was preval ence anong 21-year old
mal es entering the mlitary, that the recruit
preval ences were on the order of 15 to 20 percent
that quickly, almst all of which were E genotype
infections. So one out of every six of these guys
is HV infected.

Chin Y Qu of the group with CDC did studies
by serol ogi es and serologic typing of viruses by
transm ssion route, and found that of those who had
sexual transm ssion, nost of them had the E
genotype, whereas those who had intravenous drug
transm ssi on, nost of them had the B genotype. And
this has held now for several years in Thailand that
t here has been an associati on of how you got
i nfected and which virus you got infected wth.

Now t hi s doesn't prove causality about

transm ssion and it may just be social networks.
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But it raises the suspicion that there may be
different transmssibility patterns. So it's the
sane observati ons we had been seeing world wide. B
t he genotype, is associated with different
transm ssi on patterns.

We can reconstruct the epidemc in
Sout heast Asia this way now t hat sonewhere in
equatorial Africa a virus with an A GAG gene and E
envel ope were reconbi ned; that that got transmtted
as a clonal event to Southeast Asia; that it has now
i n Sout heast Asia cause somewhere on the order of
one to three mllion infections over the |ast seven
years, and that despite the fact of introduction of
the B genotype into Southeast Asia, that has
actually not turned into a major epidemc in that
region, despite probably multiple introductions into
t hat region.

We do know that this virus, the E genotype
now, by working with other mlitary and peacekeepi ng
forces from Uruguay, |ndonesia and other countries,
now the E genotype is spreading actively in the
region as well right now and it's the predom nant
virus in Canbodia, Ml aysia, South Vietnam and is
moving rapidly in this region.

The peacekeepers that were depl oyed from
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Uruguay to Canada, were known to be depl oyed to
Canbodia -- we have typed them and five out of the
six that we've gotten specinmens of, of the 10 we
know were infected by or E genotype of all those who
were affected in Uruguayan mlitary. To this date,
all of them of the B genotype typical of the region.

So again, confirmation that this was a
depl oynment associ ated infection.

The Navy has done, | think, a beautiful
study of matching incident infection to known port
of calls for personnel assigned to ships and asked -
- and we have done the typing with them And that
nost of the sera conversions anong persons who had
overseas depl oynments have been -- where they sera
converted during the shipboard time have been B
genotypes. But three individuals have gotten E
virus during deploynments to Pataya, port of call,
and one A virus to Monbassa, Kenya. This is a
Mari ne assigned to Uganda. So that there are
infections going on with the different genes that we
can prove are not U.S. acquired because of the
genotype of the virus.

One of the questions froma vaccine point
of viewis what does this matter. Although this is

maybe a useful tool to track the epidem c, does it
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matter in terns of vacci ne devel opnent. So we've
conpared our viruses that are fromthe B genotype
versus viruses fromthe E genotype and taken virus
and plasma fromthose individuals. And our
assunmption has been that if you have a virus from
one group and have plasma agai nst that, then you
shoul d get good neutralization. Conversely, from
the B and B, you should get good neutralization.

But heterol ogous neutralization should be sonewhat
| ower. So we have tested that.

And nost of these neutralizing antibodies
are directed against the surface envel ope protein.
This is the GP160 nolecule here. It's in the form
of a multimer, either a tetramer, trinmer. And this
is the GP160 portion of it.

We know that the viruses are very different
in this region. That if you conpared the gene
sequence of the viruses in the region of the GP160,
t hese green areas are known to be hypervari abl e
regions of H'V. And the red dotes are where there's
a difference between the Thai virus and the North
American virus. And in many of these regions,
they're alnost entirely different between the two
viruses. So, we expected differences in the

neutralization profiles.
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So that when we do conpare the
neutralization of the U S. antibodi es agai nst the
U.S. virus we are very good. U S. antibodi es agai nst
the -- or Thai antibodies against the Thai virus,
not very good, and conversely. So there is a sera
typi ng of viruses that can be done, not unlike
adeno-4 and 7 and the like, HV's A B, C, D E F,
and G

So one of the problenms that we have then is
that if there's an epidem c in Southeast Asia of the
E genotype, can we get industry to help us nake a
vacci ne that woul d be appropriate for testing in
that region? This is an article that was in the
Washi ngt on Post about a year ago by Don Francis and
Don Kennedy who identified with us this probl em of
not being able to get industry interested in
anyt hing other than a B genotype vaccine. And even
that, marginally interested. A private sector AIDS
vacci ne, don't hold your breath.

But one of the problens that we have here
is that there are a nunber of different ways to make
Al DS vacci nes, either through synthetic or
reconmbi nant DNA sub-units or vectored |ike small pox
vector or whole inactivated virus or |ive attenuated

Vi rus. Renmenmber that alnpbst all the other viral
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vacci nes are nmade these ways with whol e inactivated
or live attenuated. And then you ask -- and you can
ei t her makes vacci nes agai nst the B genotype or
ot her international types. And where the activity
is today is all clustered up here in those products
that are perceived to be very safe and perceived, |
think it's fair to say, to be profitable. And we are
having a hard time getting industry partners
i nvol ved for the international epidemc.

The Kyron Biocene Conpany is one that has
entered into a partnership with us. This is neeting
with Thai officials and the Epi-Kyron Biocene
headquarters, to go into a product devel opnent for a
GP120 vaccine agai nst the E genotype that we will be
responsi ble for sone of the testing of Kyron for the
vacci ne devel opnent and the Thai Mnistry, the
approval and participation in the trial.

The WHO has taken the position that we
don't know what the correlates of inmmunity are with
H V but in the absence of the known i mrune
correl ates, based on the information that we could
proceed with Phase 3 efficacy trials as tests of
concept to obtain definitive information about the
ability of candidate vaccines to induce protective
i nuni ty.
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So that our approach has been a nultiple
group working together on international vaccine
trials with the Thai nationals here. The vaccine
study popul ati on, we have at |east five different
cohorts that we've been | ooking at as possi bl e Phase
3 trial groups in Thailand, working wth Hopkins and
ot hers. Johns Hopkins has a study site in Northern
Thai l and, the World Health Organi zation and the
vacci ne manufacturers. And trying to keep this
group working together is no small task

One of ny coll eagues at the NI H has pointed
out to ne that subconsciously I drew this in the
shape of a pentagon. It nay be true or may be not
be.

(Laughter.)

But nonet hel ess, we are working together in
an effort to evaluate the significance of these
viruses worl dwi de and possibly do field trial
testing.

We have begun a Phase 1 trial of the B
genotype in Thailand and we expect the Kyron Conpany
to be making the E genotype for a Phase | trial of
the E genotype, the first of its kind in Asia,
probably the first quarter of FY '96.

Thank you.

CAPI TAL HI LL REPORTI NG
(202) 466- 9500



© 00 N oo o b~ w N P

N NN N NN R R R R R R R R R
O A W N B O © O N o 0 » W N L O

248

DR. KULLER: We have a few m nutes for
guesti ons.

DR. ASCHER: M ke Ascher. We know your
programin the |ast few years has experience sonme --
| won't say attacks but sone ups and downs and
potential risks. |Is there anything the Board could
do in terms of fornulating a response to any
guestions that m ght help you focus this program
agai nst sonme of these issues?

COL. BURKE: Col onel O Donnell nade ne
prom se that | wouldn't grovel for noney, and so --

(Laughter.)

-- so |l won't do that.

COL. O DONNELL: Go ahead and grovel.

(Laughter.)

COL. BURKE: The problem conmes down to one
which -- it's not a question of noney. The question
is is the international HV epidenmc a legitinmte
concern, national security concern for the
Departnent of Defense or not. And it depends on
your position.

If you view this as sinmply a war fighter
issue, then HIVis not a war fighter issue. It is
not an i medi ate or direct threat, except through

bl ood, to the individual who's in conmbat. And |
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agree with that entirely.

However, there are sone inplications of the
epi demi ¢ worldw de. For instance, the inpact on
foreign mlitaries, where we know that in many
mlitaries of the world the preval ences are 20, 30,
40, 50 percent of active duty troops in Africa and
now in Asia. W also know the inpact that that wll
have on a number of countries around the world when
50 percent of the individuals who are responsible
for the mai ntenance of order in those countries, or
at |least police activities, are HV infected. And
that we al so know that the UN peacekeeping forces
are nmore and nore affected by the H'V epidemc

So, is it a national security concern? |
t hi nk so.

Second count. Is it a national security
concern about the evolution of this virus? M view
is the epidemic is still in an unpredictable and
chaotic stage. New variants are com ng out of
Africa on regular basis. The viruses are
reconmbining in Africa. That at |east one of the
viruses is causing a nmajor epidem c in Southeast
Asi a, which was totally unpredicted seven years ago
is a reconbinant virus that enmerged from Africa just

seven years ago under our nose as we wat ched.
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Now, to nme, that is a concern whether or
not the epidemc is going to continue to have this
ki nd of unpredictability. It my not happen and
that would be great. But if it does happen, we'd
better be prepared for it.

DR. STEVENS: Don, you were indicating the
concept that some of these variants nmay be nore
readily spread by one route or the other. Have you
done any work to | ook at the secondary transm ssion
fromthe individuals who are infected with say the E
cl ade?

COL. BURKE: W have not. Qur primary
purpose in Asia has been to do vacci ne devel opnent.

We got into this epidem ol ogy as a byproduct of our
vacci ne devel opnent efforts. The CDC has done sone
very nice studies |looking at the relative risk per
encounter of the E genotype conpared to the B
genotype, what's known in the United States. The
problemis those are cross-cultural. One's in the
United States, the henophiliac popul ations, as
conpared to contacts where there may be other STD s
or there may be other local factors that are highly
uncontrol | abl e.

But when you do that, the E genotype, the

ri sk per sexual encounter is 10 to 100 times greater
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for the E genotype than the B genotype.

Max Essex has a couple of public neetings
now, and it's going to be reviewed in Science next
week, as a post-doc who's been | ooking at the
ability of E viruses versus B viruses to grow in
skin Langerhom cells; presumably the type of cells
that would be first encountered in the genital
tract, either female or male genital tract.

The E and the C genotype viruses grow nuch
nore readily in the Langerhomcells than the B
genotype do. And conversely, in blood |Iynphocytes
that are PHA and ILT stinmulated, the B genotype grow
nore readily in those. And it was a perfect
correlation with P values that were infinitesimal

So no one has reproduced those data to say
that there's a different cell trophismof the E and
C versus the B genotype. | think a reasonable
construct is that all the viruses were
het erosexual ly transm ssible originally, but what
may have happened is the B genotype that we have in
the United States and Europe today and that is
essentially a pattern 1 virus, somehow | ost that
trophismor at |east partially |ost that trophism
for the Langerhomcells. \Wereas, all the other

genotypes now are still highly -- relatively highly
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het erosexually transm ssible. The B gene may be
better adapted to non-Langerhomcell, non-skin route
of transm ssion. That's a reasonable and testable
hypot hesis and that's the state of the art.

DR. STEVENS: | was asking the question I
guess because of the issue of bringing that
particul ar variant of virus back to the United
St at es.

COL. BURKE: That's what | neant by the
second type of legitimte national security concern
is that the epidemic still is in an unpredictable
stage and the E epidem c has essentially outstripped
the B genotype in Southeast Asia by a factor of 10

to 20 to 1 over the course of seven years.

Now, that may just be chance. It may be
the E genotype grows better in Asians. It my be --
there's a mllion reasons why that nmay be true. But

it may also be that the E genotype is sinply nore
het erosexual ly transm ssible than the other viruses
are. And there's data to suggest that that may be
the case and there's data to say that it nay have
different trophisnms than the B genotype.

Put that together and that suggests -- and
| have to be careful here because | don't want to

overstate the case. | don't want to -- you know,
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there's so much of this nongering that has gone on
before in the past. But | think that it's
reasonable to say that we ought to be | ooking at
these issue pretty carefully and be concerned about
it.

DR. KULLER: O her questions?

DR. CHIN: Just to add something. | think
with regard to the incidence of new infections now,
especially in Thail and,
there's good data in the several years to indicate
that the incidence of new infections is going down.

So | think there is that concern about the E
genotype spreadi ng throughout Southeast Asia, but
ot her than nost of the countries within -- sort of
contiguous to Thailand, there hasn't been too many
out breaks of -- large outbreaks, at least, in Asia
yet.

COL. BURKE: Yes.

DR. STEVENS: When mlitary personnel are
depl oyed to sone of these areas overseas, are they

routinely screened when they conme back?

COL. BURKE: U . S. mlitary or other foreign

mlitaries? The issue is a very touchy one for the
UN peacekeepi ng operati ons because the UN

peacekeepers are supposed to be healthy before
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they' re assigned overseas and sonme countries do
routinely test and then test afterwards to see what
the inmpact is on their troops. And that's how the
Uruguayans found this and sone other countries have
found that the incidences have been appreciable
anong UN peacekeepers in high preval ence areas.

The Rwandan -- the Belgian Army in their
Rwandan operation, only sent 400 people. Five of
themwere H V infected while they were in a six
nmont h depl oynent in Rwanda. And there's good data
on that. But that was done anonynously, by the way.

It wasn't |inked to individuals.

So the data is sketchy so far on that. The
UN will not demand that that be done on every
depl oynment because certain countries, particularly
Scandi navi an countries, said that they' Il pull out
of UN peacekeeping operations if that's one of the
requi renents for deploynent.

DR. STEVENS: How about our troops that
went to Haiti?

COL. BURKE: Not on a routine basis. The
assunmption is that all of those people are tested
t hrough periodic testing anyway and that all of them
are H V negative at the time that they go.

Thank you.
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DR. KULLER: Thank you very nuch.

Maj or Rubertone?

He' Il talk about Arny nedical surveillance,
| believe.

MAJ. RUBERTONE: Good norning. M nane is
Mark Rubertone. |'m assigned to the Arny Medi cal
Surveillance Activity which is part of the Center
for Health Pronmotion and Preventive Medicine.

| wel come the opportunity this norning to
descri be sone of our efforts on nedical surveillance
that we've been doing at the Medical Surveillance
Activity, and I promse that I'Il go a |lot shorter
than the scheduled tine so that you get back on
schedul e.

VWhat 1'd like to do is first describe the
background in terns of sonme of the progress and
timelines that we've undergone at the Surveillance
Activity; | ook at sonme of the system conponents that
make up the surveillance system give a functional
overvi ew of what we try to acconplish and what our
vision is; and finally, look at some of the current
on-line capabilities and data that we have in the
system and lastly, just |ook at sone future data
acqui sitions and other things that we may be

involved in in the future.
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This slide is a little busy, but
essentially, there's a couple of points I want to
make.

First of all, at the bottomof the slide it
says U.S. Arny H V Data System The Army Medi cal
Surveillance Activity and the systemin it grew out
of the HI'V data system That system was devel oped
back on 1985 to help track epidem ologically the HV
epi demi c. However, a lot of the data sources that
were collected for that mssion, it was known that
they could be used for other purposes. And in fact,
they were used over tinme to do sone other studies.

So with the new contract awarded in January
of '93, the wording of that contract allowed for --
to do epidem ol ogy anal ysis for other diseases of
mlitary inmportance. At that time, we knew that we
had to change the systemto allow to have a really
i ntegrated capability, so we underwent a pretty
t hor ough system assessnent and revi ew process back
at that tine.

This, I mght add, was a full year and a
hal f before the CHPPM ever stood up, although there
was witing on the wall in ternms of what our m ssion
may be in the future.

After a |l ong assessnment review and design
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phase we finally got sone hardware which all owed us
to nove off of the mainframe platformwhich we were
on into a client server environnent. And finally, we
devel oped the system and that was fielded in March
of this year.

Concurrent with that process, there was
pl anning in the Arny to help autonmate the reportable
di sease systemthat was current at that tinme. At
that time, there was a hard copy reportable disease
formcalled the Med-16 formand it was hard to get
any kind of data, consistent data, fromthat system
to make any kind of summaries or anal ysis.

So that process went on, planning for
addressing the reportable di sease, and then sone
phase one and two pilot testing of the software.
Finally, delivery to all the PMactivities in 1994,

Those two systens have nmerged al ong with a couple
of others that I'Il get into to formreally the
heart of the surveillance activity.

In terms of | guess a functional overview
of what the activity tries to acconplish, we store
personnel and nedical event data frommnultiple Arny
and DoD sources. W do so so that we have an
integrated, rapidly accessible system essentially,

a | ongitudinal database of all the personnel who are
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on active duty or reserve conponent.

We can link the personnel data to presuned
hi gh risk exposure, such as deploynents, or other
medi cal events, outconme events. One of our
del i verabl es are routine and special reports and
sunmaries to both the research and operati onal
community of this data and one of our services is to
produce tail ored datasets to support either the
operational or research needs.

In terms of the functional conponents of
the surveillance system this slide actually says
Armmy Medi cal Surveillance System For that reason,
all of the information systens that are funded by PA
fundi ng are managed at a hi gher |evel by Health
Affairs. W are currently the only surveill ance
system epidem ol ogy based system which is
considered a mgration systemat the Health Affairs
l evel .

The conponents of the surveillance system
are these four, and even though I'Il talk about them
alittle bit independently, they have been nerged
into one conprehensive system

First is the Reportable Di sease
Surveillance Systemthat | nmentioned a couple of

slides ago. Second is the continuation of the US
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Army HI'V Data Systemto continue that m ssion. The
| ast two are the Deploynent Medical Surveill ance,
which really at this time is a post-depl oynent
medi cal surveillance capability, and the Acute
Respiratory Di sease Surveillance system which we're
al so charged w th.

The Reportabl e Disease Systemis an
automated notifiable disease collection system One
of the main thrusts of that systemwas to add sone
consistency in terns of the data coding, data entry
t hat goes on at each post on notifiable disease and
to have sone reliable transm ssion, electronic
transm ssion of this data to one central | ocation.

We' ve added ot her features, such as
updating of the reports, epi-info conpatible and
various reports, so that the |ocal users of the
system woul d get sonething out of doing all this
surveill ance effort.

| think it's hard to require surveillance
efforts on the part of people if you don't provide
sonet hing back to them And what conmes out of
Reportabl e Di sease Systemare, first off, a daily
report of all the reportable diseases in the Arny
t hat occurred the day before. And that goes to
OorsG, MEDCOM to the CHPPM and to TRADOC and
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FORSCOM surgeons so they can actually track whatever
reportabl e di sease they may be interested in.

O herwi se, there are weekly and nonthly
reports that are generated by the Arny Medi cal
Surveillance Activity on reportabl e diseases.

The USAHDS function or the H V data system
continues to acquire and maintain on-1line al
rel evant data for the Arny HIV testing program W
receive information about all the tests that are
done in the active duty and reserve conmponent for
the Army. We establish the health care beneficiary
status for all of all records provided. And that
really is the heart of the quality assurance/quality
control that goes on at the activity.

Qur data sources are often not as reliable
as we'd like themto be and we make sure that we try
to assign things correctly.

USAHDS functions. W report the dates and
results of HHV testing in the mlitary to the
Reportabl e Di sease Dat abase, DVMDC in California.

Al so, to the personnel systenms in the active duty

and reserve conponent and provide a nethod for the
medi cal treatnment facilities to access information
on patients they may be seeing.

We al so maintain the H'V registry of all
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confirmed cases seen at Arny nedical treatnment
facilities.

The Depl oyment Surveillance System as |
said, it's really at this point a post-depl oynent
surveill ance system capability. What we have is we
mai ntain rosters of all deployed forces, of deployed
forces for all major deploynments, and we have the
| ast four mmj or deploynents on line. W are able to
mat ch those to either individuals that did not
deploy or to the rest of the total Arny and then
| ook at various medical outcones that may occur.

| put the Arnmy/ Navy Serum Repository, which
| know nmenbers of the Board have heard about on
previ ous sessions here, because | think this is
where it has great potential, is to provide the kind
of epidem ol ogic, serum epi dem ol ogi ¢ anal yses t hat
could be inportant to | ook at |inked to depl oynents.

The surveillance activity houses the |ink
to the Arny-Navy Serum Repository. We have all of
the information that gets the serum at the
repository to an identity of a person. The serum
repository which had been managed by the Division of
Retrovirol ogy at RARE has noved now to the CHPPM and
i's managed by the surveillance activity.

The last is the Acute Respiratory Di sease

CAPI TAL HI LL REPORTI NG
(202) 466- 9500



© 00 N oo o b~ w N P

N NN N NN R R R R R R R R R
O A W N B O © O N o 0 » W N L O

262

Surveillance System That collects ARD information
from Army basic training centers. As | believe
Col onel Takafuji nentioned, the ARD surveillance is
ongoi ng and we plan on continuing to do so. That
reports weekly on the status of ARD adm ssions and
the strep ARD surveill ance index.

|'"d now like to turn attention to the data
that we have on line. As you can see with the
active duty, reserve and national guard conponents,
there's over three mllion individuals that are in
the systemcurrently. That dates back to 1985,

anyone who's been in any of those services over

time. The next line, the denographic data, we have
over 33 mllion -- 34 mllion snapshots, if you
will, of denographic data on these individuals.

So at each tape that we receive from DVDC,
we store it on line. W maintain a history of any
changes that occur to changeabl e variables; marital
status, duty |ocation, primary duty MOS, et cetera.

So it's quite a trenmendous resource in ternms of
doi ng | ongi tudi nal studi es.

There are over eight mllion serum sanpl es
which are linked to these individuals over tinme. A
nunber of people are tested nore than once and their

serumare in the bank. The current testing policies
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in the active duty Arny is every two years. |In the
reserve conponent it's changed to every five years
concurrent with the physical exam nation.

We al so keep track of the Medical Entrance
Processing Stations individuals. This nunber, 4.3
mllion, is not mutually exclusive of this nunber,
since a | ot of these people end up going there, but
we do have records on 4.3 mllion individuals who
have gone through MEPS in the last 10 years. And we
al so have a link to their serum sanpl e.

The serumrepository is an Army-Navy serum
repository. However, we're fortunate enough to have
any Air Force person that went through the MEPS
station as part of the MEPS. W have their serum as
wel |, which would give us a baseline serum on nost
of the mlitary popul ati on.

In terms of the HIV registry, we have over
16, 000 clinical evaluations which we have on the
5,680 individuals who are H V infected and have been
seen at Arny nedical treatnment facilities.

In terms of nmedical events, our two mmjor
dat abases are the in-patient database for active
duty Arnmy and the reportabl e di sease database. W
have from 1989 to 1995 on line and linked to

i ndi viduals in our database. That's 741, 000
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adm ssions. And we've been able to report out both
hospitalization rates and non-effective rates for
various diseases in various reports.

The reportabl e di sease dat abase has been on
line since 1994 and we have 10,960 reports through
that system Over 60 percent of those reports are
sexually transmtted di seases. W have at |east 13
or 14 sites which are sort of functioning as
sentinel sites throughout the Arny who are very
consistent in their STD reporting. | think that
will be a wealth of information over tine.

In the Arnmy-Navy Serum Repository there is
currently over 17 mllion bank serunt about eight
mllion fromthe active duty and reserve conponent,
another 4.3 mllion as you saw from MEPS. And the
remai nder woul d be Navy serum

Just quickly looking at future data
sources, these are data sources which we nade nore
than just a first contact with. W' ve had sone
experience. W' ve seen where the problens may be in
ternms of trying to get access to the data.

Disability data from USAPDA. that shoul d
be a fairly sinply one to tap into and we' ve nade
the contacts and should be getting the data quite

soon.
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The Health Ri sk Appraisals is being
anal yzed by a nunber of individuals at the CHPPM and
that would certainly add risk determ nant
information data into our database and we shoul d get
that on |ine.

Mortality data fromthe casualty office
would be a little bit nore conplicated since they
don't have a truly automated system of collecting
nortality information right now A lot of it is
just card coded and that would take sone tinme to
actually get that on |line.

The ODS exposure data, as Jack Heller spoke
to the Board yesterday about, we're not actually
i nvol ved but there is always talk about whether the
data that he has on the geographic information
systens and the exposure data would be linked to the
personnel data and especially to the nmedical outcone
data that we keep on line.

Finally, in summary of the products and
services of the surveillance activity, where we
really see the heart of what we do is to provide
anal ysis and summari es of the data to the
operational and research community. W have a
capability of providing information for policynakers

and conpany commanders, whatever, on an
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unprecedented | evel, being able to produce tailored
dat asets either to individuals that want to anal yze
the data thensel ves or to provide sunmari es.

We provide the link to the Arnmy-Navy Serum
Repository currently and we produce routine and
special reports on various diseases or conditions of
mlitary inmportance. What's becone a bit of our
calling card -- and |I've handed out at least to the
Board nenbers a couple of issues of the Medical
Surveillance Monthly Report. That, we're trying to
essentially mmc the norbidity/nortality weekly
report that the CDC puts out, a way to capture
surveillance information, get it back out to the
peopl e who need to know or are contributing to
providing that information to us.

And the two issues that | handed out, the
April issue is our first issue and contains a
sunmary of reportabl e di seases and hospitalization
data from 1994, and August has -- we operate from
Ft. Jackson -- Coxsackie-21 virus, which | thought
m ght be of interest.

That's all | have. | can answer any
guesti ons.

DR. KULLER: Can | ask you a question?

MAJ. RUBERTONE: Yes.
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DR. KULLER: This really relates to your
foll ow-up. Can you link your -- are you going to be
able to link your systemw th let's say the DA in
the future in terms of -- | nmean, | can see the
serum repository especially being a substanti al
val ue, but all this other data that's been
collected. What's the average length of time in the
mlitary currently for active duty personnel? |
mean, you m ght say the nedi an because |'m sure the
average woul d be kind of screwed up; right?

MAJ. RUBERTONE: Yes.

DR. KULLER: The distribution.

MAJ. RUBERTONE: At this tine, the only
efforts we've made at | ooking at linking to other
servi ces has been through the Defense Wonen Heal th
Research Program as Col onel Jones alluded to
before. And we are working to get the other
services, nanely, Air Force and the Navy up to speed
to that there's conpliant and conpati ble systens
that we can network together and truly have a tri-
service relational database.

The VA, we've not nmade any attenpt to link
into their system but | think the way our systemis
constructed, as long as they're conpliant in terns

of certain software features, it wouldn't be
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difficult to link into that.

We have had sone experience with VA data
t hrough the nmedi cal follow up agency but
specifically | ooking at HV foll ow up.

Does that answer your question?

DR. KULLER: What's the -- | nean, you have
this huge serum bank which I'm sure is not
i nexpensive to maintain and fairly conplex, I'm
certain. |Is there -- can you essentially link this
to both the mlitary's -- both your own, with people
still inthe mlitary? But my concern primarily I
guess is that when they |leave the mlitary and when
you can hook this up with something |ike the VA
system or sone other sera program or sonething |ike
t hat .

MAJ. RUBERTONE: Sure. W certainly have
the capability since we have a |link to each of the
serum speci mens through identifier information,
Soci al Security nunber, name, date of birth. W
coul d provide anyone who needed to tap into that
resource and have the right information, serum
specinmens. And in fact, there's been a great deal
of talk about opening up the serumrepository to
ot her outside agencies, if you wll.

So the capability is there. W' re not
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actually involved with trying to make a
col l aborative link to the VA. They haven't really
approached us. But the capability is there.

DR. ASCHER: M ke Ascher. One of the
concerns that we had in ternms of our ongoi ng
di scussions of the Gulf War illness issue is the VA
has become a major player and they don't connect
very well on the data side. And | think it would be
very inmportant for the elenents you have of data,
such as the deploynent status and particularly the
envi ronnental stuff we saw yesterday, to be in their
system

| don't know what the notivating factors
woul d be to make that happen.

DR. STEVENS: Money.

VO CE: Politics.

DR. ASCHER: Yes. But it also becones an
i ssue of what is the purpose of the linking. And as
| said yesterday, it's to determ ne the true
depl oynent status of the veterans that have cone
forward. That has the downsi de of saying are you
going to request or require that the Gulf War
illness require deploynment overseas. And we've al
heard in the past that that nay not be the whole

story.
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So it's going to be conme an inportant
variable in the outcone nmeasures of that study. And
if they don't get it, it's going to be suspect very
heavily.

So | don't know how to make the |ink other
than we could contribute some noney, | guess. Is
t hat what you're saying? Maybe we coul d enphasi ze
t hat when we have di scussions with the comm ssion
that that link is going to be key to understandi ng
the nature of the problem

DR. KULLER: Any other?

(No response.)

Thank you very nuch. That's very nice.

Dr. Smith?

DR. SMTH: W were asked to cone and
sunmari ze our observations that we nade recently in
Col ombia. We were down there to hel p them manage
t heir out break of Venezuel an equi ne
encephal onyelitis.

Beginning in the first week of Septenber,
an expl osive outbreak of Venezuel an equi ne
encephal onyelitis, or VEE, occurred on the
Venezuel an side of La Guajira Peninsula and over the
next two weeks resulted in over 10,000 human cases.

Despite a rather pronpt and vi gorous
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response by the Venezuel an health authorities in
both vector control and equi ne vaccination, this
epi zootic spread to the Col onbian side of La Guajira
Peni nsul a and infected an additional 13,000
i ndi vi dual s.

Dr. Ludwi g and nysel f had been asked
previously by the Pan Anerican Health Organi zation
to go to Colonbia to train the people in the
| aboratory there on I TG and | GM assays and also to
facilitate the vaccination of their |aboratory and
field workers.

This was under the auspices of the PAHO
and they expedited our trip in response to the
out br eak.

We' ve just returned on Tuesday and were
asked to give you this update. W've not really had
time to analyze our data or prepare nmany slides, but
we can certainly give you an overview and a summary
whi ch we believe to be accurate in nost respects.

My plan is to follow an outline which I'1]
just describe, I think, as opposed to using the
overhead. | will try to give a little background
into Venezuel an equi ne encephalitis, what it was
t hat USARMED was prepared to respond, a sunmary of

t he outbreak in Venezuela and Col ombia, a summary of
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what we were able to do in their | aboratories, and
then finally a value for USAMRED s own prograns.

And then Dr. Ludwi g, who was in the endem c zone,
will give a description of what he saw and did
t here.

The al pha viruses are a genus within the
togavirus famly. There's about 28 different al pha
viruses that are known. Ten of these are pathogenic
for humans. They're all nosquito borne, different
vectors. They're maintained in nature by nosquito
vertebrate cycles with relatively sinple viruses,
cytolytic replication.

In terms of the di seases caused by these
viruses, the 10 different viruses that are
pat hogeni ¢ for hunmans essentially cause three
different types of syndrones. Most of them cause
predom nantly polyarthritis. Venezuel an equi ne
encephalitis is largely a systemc febrile illness
very simlar in adults to dengue, except in
children, where there's a relatively high incidents
of encephalitis. And then the final two viruses are
Eastern and Western, which are predom nantly
encephalitic syndrones.

The Venezuelan is actually a conpl ex of

viruses consisting of a nunber of basically six
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maj or subtypes and several serologic variance within
sone of these subtypes. The first, the 1A, B and C,
are so-called epizootics, epizootic viruses. These
are capabl e of establishing far rangi ng epi zootics
nostly because of their virulence in equines and
their ability to cause high barem a in equines.

The remaining viruses are so-called
enzootic, which, as I'll show you, are maintained
nostly in rodent vector cycles.

This is a picture of an enzootic cycle in
which the virus is maintai ned between rodents and
nosqui t os, generally of the Mel anoconi an speci es.
And in order for man to be infected, he pretty nmuch
has to intrude into these enzootic foci. That's not
true fromthe epizootic subtypes in which there are
many nosquitos that are capabl e of maintaining these
epi zootics and man becones infected by the sanme
nosqui tos that are vectoring the virus between the
hor ses.

So this is a map showing the overall range
of Venezuel an. There's enzootic virus in Florida.
There are enzootic viruses in Brazil and Peru and
Col ombi a and up on the Pacific and the Atlantic side
of Central America. And the viruses that we're

going to be tal king about today are classic viruses.
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Actually, | think this slide was made in the ' 70s.

This is a 1C subtype show ng the
di stribution along the northern coast of Venezuel a
and al so Colonbia. [It's now known that this subtype
actually extends well down into Colonbia. And in
fact, is the cause of the current problemthere now.

There have been Venezuel an equi ne
encephalitis epizootics, the first one described in
Col ombia in 1935. There have been many through the
'30s, "40s, '50s and '60s. In 1969 and 1970 to ' 71,
there was a mmjor epizootic that probably was
introduced into Central Anmerica from Peru or Ecuador
and then extended north through Central Anerica
despite vaccination barriers and then through
Mexi co, despite vaccination barriers, and in 1971
arrived in Texas.

This was the | ast mmj or epizootic that had
been reported prior to the one which I'll describe
in a nonment.

If we look classically now at the
epi dem ol ogi cal features of Venezuel an epi zooti cs,
the norbidity in horses is about 40 to 50 percent.
| napparent to apparent infection, about two to one.

Mortality is about 20 to 40 percent. That's
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essentially what was observed here. The case
fatality is 50 to 80 percent.

I n humans, the norbidity is about 10 to 40
percent, although there were sonme villages in the
area that we'll describe today that had over 60
percent incidence. The inapparent to apparent
infection is one to one. Neurologic illnesses is
nostly seen in children. Case fatality is very rare
except in the neurol ogic cases where it's about 20
percent .

In terms of clinical features, incubation
period is one to four days. Acute onset with high
fever, severe headache, nausea and vomiting in sonme
of the cases.

This is actually wong. It should say four
percent of infected children devel oped CNS
infections. Acute phase |last one to three days.
Sone people would say up to six days. There's a
pr ol onged peri od of conval escence, two to three
weeks. Mortality rate |less than one percent.

This is a description really of the 1971
epi zootic, which I indicated went up through Mexico
and into Texas. That epizootic reached Texas in
June of 1971, resulted in a national energency being

decl ared. Ninety-five percent of all the horses in
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the 20 nost southern states were vacci nated, over

three mllion horses. The Air Force was involved in
terms of ultra | ow volunme vector control. Tot a
eradi cation cost in 1970 dollars of $20 m I li on.

Just one point about why USAMRED was
requested by PAHO to participate and why we were
prepared to respond.

VEE is considered to be both a biol ogical
defense as well as an ID threat. Has a high
priority within our rapid diagnostics program And
we al so have an extensive vacci ne devel opnent
program for Venezuel an Eastern as well as Western.
We hope to have a new vaccine -- actually in CGW
producti on at the begi nning of next year, but it
will of course not be ready to help with the current
epi zooti c.

Okay. So as to the epizootic that's
occurring now, the initial observations by the
Venezuel ans in the state of Falcon and Zulia east of
Lake Maricai bo, was that there were small brush fire
epi zootics or cases of horses and humans, and then
in the | ast days of August there were dead equi nes
reported north and west of Mari cai bo.

Over the next seven days, there was a mmj or

epidemc in the people, resulting in this kind of an
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observation. These are four hospitals that are
reporting acute febrile disease by day. This is the
begi nni ng of Septenber, about here. These are the
nunber of patients that are comng to their
hospital s per day, so you can see that right at the
begi nni ng of Septenber there were, in this case, 250
patients a day that were comng into these
hospi tal s.

These four hospitals are separated by about
50 mles and so this epizootic blew up al ong that
entire side of the La CGuijara Peninsula in
Venezuel a. The disease was simlar to dengue in
adul ts but caused encephalitis and convul sions in
sonme children. There were at |east 10,000 cases
reported. That's al nost assuredly underreported and
it's continuing to date but at a | esser rate because
of vaccination responses.

Much of the human popul ation in here are
actual l'y indigenous I|ndians which have perm ssion to
nmove back and forth across the border. They bring
their equines with them And because al so heavy
rains were in this Peninsula, pronoting high vector
popul ati ons, the epizootic spread over onto the
Col onbi an side of the Peninsula where it has caused

at |least 13,000 human i nfections.
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This is in Septenmber of 1995, |ast nonth,
in two hospitals in Manalre and in Ri ohacha. These
are the nunber of cases plotted by the date, day of
initiation. And I think you can see that this is
500 cases that were reporting to this hospital that
has a total of 13 beds.

The response in Col onbia was not quite as
rapid as that in Venezuela. The |ocal governnent
bl amed the federal governnent and vice versa. This
headl i ne says that the epidem c arrived but the
state didn't. But eventually they did rel ease a |ot
of noney, as well as resources, to try to confront
this.

But still it was confused because they knew
t hey had dengue in the area at the sanme tine. They
had no neans to discrimnate the two, at |least in
acut e cases.

This is a magazine article fromthe
equi val ent of Newsweek that says, "Is it
encephalitis or not." This is a child infected in
Manal re that says here, that it's infected with an
unknown di sease. However, there was little question
that this was Venezuel an. The Venezuel an
authorities had made a nunber of isolations and it

was clear that it was the same epizootic.
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We arrived in Colonbia on the 28th of
Sept enmber and our first assays were able to show
very high levels of specific IGMin both human and
horse sanmples. The vaccination of equines and
nosquito control efforts were underway by the third
week of Septenber and Dr. Ludwig will describe these
efforts.

In the 1960s, the Magdel ena Ri ver Vall ey,
which is just south of this peninsula, supported an
epi dem ¢ causi ng between 250,000 and 500, 000 human
infections. And the assunption is that the sane
t hing woul d happen now if it escapes out of that
peni nsul a and gets into the Magdal ena River Valley.

That type, an epidem c of that nagnitude, would be
expected to result in up to two to three thousand
deaths in children

So the objectives of the USAMRED team in
Bogota were to set up a laboratory in the
agricultural research | aboratory, known as ECA, and
to transfer the technology for I1GG and | GM capture
assays for both human and horse; to facilitate use
of our IND vaccines to protect the |aboratory and
field workers; to nonitor the spread of the epidemc
anong the human and equi ne popul ations; and to run

di agnostics on fire drills for possible breakout
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events to determ ne whether there should be circle
vacci nati on nonitored around human or hose
infections; and also to provide advice on bio

cont ai nment .

The | GM assay devel oped by USAMRED s
Di agnostic Systens Division proved to be especially
val uabl e in rapidly diagnosing acute febrile disease
in humans at an early stage of disease and in
differentiating current from previous infections or
vacci nations in horses. The H assay,
hemaggl utination inhibitation assay that had been
previously run in the agricultural |aboratories was
unabl e to provide this discrimnation.

So if we |look, for exanple, this is a --
okay. These are 1GM assays. | can't read whet her
this is human or horse but they're pretty nmuch the
sane. These are screening assays run at one to 100.

This is an | GM capture assay. These are run

agai nst a positive antigen, a duplicate and a
negative antigen in duplicate, so | think just by
putting the plates on the floor and taking the

pi cture, | think you can easily see which are | GV
positive and which are | GM negati ve.

And this is again -- | guess this says

human, so the previous one was horse. These are
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sone of the sanples actually that Dr. Ludw g brought
back. These are children in the hospital and it's
pretty clear that they're problemis Venezuel an.

These assays were critical in assessing
sick horses outside of the vaccination barrier.
There was, for exanple, one situation where 100 --
there was a ranch with 150 horses. Fifty of the
horses died within a few days. They were reasonably
certain that it was Venezuelan. This is in an area
several hundred ml|es south of where the epidemc
had been occurring. W initially had run | GG assays
on those horses. They were all positive. However,
the IGMturned out to be absolutely negative. It
turned out later that the horses were vaccinated in
previ ous years, explaining the 1GG but the |GV was
negative. So there was no indication of the current
pr obl em

Actual |y, the horses were probably dying of
parasitic infections but this was inportant fromthe
st andpoi nt of epidem c control because it nmeant that
t he Col onbi an authorities could use their vaccine to
wi den their vaccination barrier in the peninsula as
opposed to running down and trying to vaccinate
around this problem

So, | think we were useful for the Col ombi a
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governnment. | think we al so gained sonme things for
our own problens. We had very good results with our
tests that we had devel oped for diagnosis. W've
obt ai ned positive sera for control and validation of
our assays. We've established personal contacts and
we' ve had discussions with officials for future
vaccine trials with our new live attenuated
candi date, which will be necessary for licensure.

|"d like to ask Dr. Ludwig now to conme and
just tell you a little bit about what was in the
epi dem c zone.

DR. LUDWG As Dr. Smith nentioned, when
we arrived we did all our work in Bogota, which is
the capital. It becane clear very quickly that we
did not have enough sanples to adequately conduct
the training course.

In addition, we didn't have a cl ear
under standing as to what was actually happening in
the epidem c zone and there was a | arge desire on
| ocal officials that we get up there and actually
see what was going on, collect sanples, bring them
back to the | aboratory for further testing. And in
fact, it proved to be a very fortuitous event.

As Dr. Smith nmentioned, the epizootic

epidem c zone is the La Guajira Peninsula at the
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northern part of Colombia. | traveled to Riohacha
which is city here in the epidenmic zone. 1In ny
travels, we noved south and east to a city called
Mai co. We covered hospitals in both Ri ohacha and
Mai co, collecting sanples from hunmans.

In the southern area we al so | ooked at
sanples in horses and also traveled to a city called
Santa Marta, which is outside the epiden c zone,
foll owi ng down sone possible | eads of sick horses in
t hat area.

Upon arrival, it becane very clear that
there were in fact getting very heavy rainfalls.
This is outside the ECA | aboratory in Riohacha.

St anding water. But this was not unusual. Standing
wat er was found everywhere. The rains were frequent
and heavy. The rainy season is actually this tinme
of the year. However, the rainy season in the La
Guajira Peninsula started nmuch earlier and the
rainfall was much heavi er.

The standi ng water never |left the area, and
in fact we saw it all over the peninsula. So vector
popul ati ons were very high as a result of this.

This is the ECA | aboratory, a very nice
facility. Underutilized because of |ack of funds,

but we were able to process all our serum sanpl es
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here.

The hospital in Riohacha is a typica
devel opi ng country urban hospital, relatively small
20 to 30 beds. The waiting roomwas actually
out si de and nost of the indigenous people comng to
this hospital are in fact Indians fromthe area.

Traveling outside of the city, it wasn't
nore than about five mles before we came across our
first dead animal. This is a burro. It has died
within the last 24 hours of pretty classical
Venezuel an. You can see the foot scrapings and the
head nmovenent which is also typical of this disease
in encephalitic horses just prior to death. A |ot
of leg flailing and head flailing which is typical
of encephalitis in these aninmals.

And on several farms in the southern
regions that | nmentioned before, we found sick and
dying animals. This aninml exhibited extrenme
uncoordi nation in walking and difficulty in
remai ni ng standing. As you can see here, it's just
recently fallen over after being | assoed by its
owner .

We col | ected bl ood sanples fromthis and
other animals that were in a simlar state. This

ani ml was probably within about 24 hours of dying
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itsel f.

This is difficult to read. |'mjust
putting it here for a point. W stopped at several
clinics in the area. Signs are on the door saying
that there's equine encephalitis around. The | ocal
name for it is called peste |oco, which neans crazy
pest, because this is the syndrome that the horses
exhibit. The sign basically says what to do if you
see sick horses; call local veterinarians, what the
synptons are in humans so that they can cone in and
get treatnent.

So this is sonething the | ocal people are
very aware of and are handling very nicely.

As Dr. Smth nentioned, the main control
measures for Venezuel an equi ne encephalitis virus is
vacci nation in equines and vector control. And this
shows a vaccination station where people would bring
their animals for free vaccinations.

The vaccination effort in La Guajira at the
time we were there included about 20 to 30 ani nal s.

Only about 20 percent of the total nunmber of
animals in that area, but much higher concentrations
in the areas where they're focusing their
vaccination efforts. And I'Il showa little bit

nore detail on that here where that is actually
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occurring.

This again is a map of La Guajira and you
can see here that there's a very large nountain
call ed Sierra Nevada right here at the southern base
of the La Guajira. This nountain rises from
essentially zero elevation to 5,000 neters, greater
than 5,000 nmeters, in a very short period. It's a
very inmpressive nountain. Snow capped and often
cloud covered. Forns a very nice natural barrier.

The vectors for Venezuel an equi ne
encephalitis virus don't occur above 1400 neters.

In addition, there's a nmountain range that
runs north-south al ong the Venezuel an- Col onbi an
border. This also forns a very nice natural barrier
to infection. The height is not nearly as high but
certainly goes higher than 1400 neters.

The vaccination efforts, the mgjor
vacci nation efforts include the area al ong the coast
north of the Sierra Nevada range. Very heavy
vaccination in this area, in the valley between the
Sierra Nevada and the nmountain range runni ng north-
south along the border. |In addition, they're
wor ki ng very heavily in the area just north of the
Si erra Nevada range.

As the vaccination program conti nues,
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they're working up into the epidem c zone. \When
was there, they were beginning their vaccination in
this effort. This again is Ri ohacha here. Mico
was right over here. So they' re working very
strongly vaccination efforts in these areas.

As Dr. Smith nmentioned before, dengue is
al so present. They have very high vector nunbers of
aedes egypti, as well as the vectors of Venezuel an,
aedes tenurincus, aedes solicitans, several
sor ophorous species, very comon vectors for VEE.

The vector control efforts are mainly
focused on the urban areas, although they are doing
ULV fogging via trucks and backpack nmounted units in
this area. The cover is very heavy. It's been very
wet. The | ow ground cover is very heavy. Aeri al
spraying in my opinion would not be very effective,
so the ULV spraying is going to be essential for
control .

The nunber of roads and their quality is
fairly poor, so nost of it is going to have to be
done by backpack units. And they are in fact
wor ki ng at this.

The current epidem c has declined in recent
weeks and in direct proportion, direct correlation

to the nunber of vaccinati ons and the anount of
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vector control activities that have been goi ng on.

And | think that's all that | have.

| think both Dr. Smith and nyself will be
glad to answer any questions that anyone m ght have.

DR. ASCHER: Thank you for that excellent
present ation.

Are there any questions or comrents from
t he Board or the audience?

|"d just like to comment a little bit form
t he USAMRED perspective. This is an exanpl e of
capability that survived the reorgani zati on and
there was nmuch nore that did not. And it is an
exanpl e of what this institute can do. And | think
the Board's aware of the vulnerability of these
prograns. And you're to be congratul ated. Keep up
the good work. But | know it is hard.

DR. LUDW G  Thank you.

DR. ASCHER: And it's a remarkable tribute
to the programto be able to do this sort of thing.

| know the governnment surely appreciates it as

wel | .

DR. LUDWG One point | would like to
make. For this operation, USAMRED took the |ead
role. However, this week, beginning Wednesday, a

CDC team from Fort Collins will be arriving in La
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Guajira to take on sonme additional epidem ol ogic
studies. So the point being that these sorts of
operations now utilize resources froma variety of
areas and we have worked well and often with CDC
particularly the recent eboli outbreak in Zaire we
wor ked together with CDC and ot her worl d
organi zati ons.

So these type of epidem cs now are nore
difficult to handle with any one organi zati on but
utilize a variety of resources. So we can't take
all the credit.

DR. ASCHER: Great.

DR. PERROTTA: Do you ever see in the
hi story of the EE that you're famliar with, human
epidem cs in the absence of the equine epizootics or
do they always go hand in hand?

DR. LUDWG | think I can see where your
guestion is leading. Human transm ssion. In the
hi story of epidem cs there have not been any
associ ation of epidem cs w thout equine cases. One
of the questions that CDC is going to look at is the
possibility of human transm ssion or nosquito-human-
nosquito transm ssion, both of which are
possibilities. The virus can be isolated from

t hroat swabs, from vacci nees of TC83. And in sone
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studies it's been shown that human devel op birem as
of sufficient titer to infect vectors.

So, it's a possibility. | would be willing
to guess and go out on a linmb that it probably does
occur but I"'ma little reluctant to say that it's an
i nportant mechani sm for maintenance of the
epi zooti cs.

DR. PERROTTA: | was actually | ooking at
t he human- nosqui t o- human, the second i ssue.

DR. LUDW G  Right.

DR. PERROTTA: Especially in an area where
you have a huge nunmber of human cases. W don't
need the horses there if we've got the people
carrying the virus.

DR. LUDWG Right. Undoubtedly it
probably occurs. | just don't know what the
relative inportance is. And based on the
observation that vaccination of horses and vector
control -- difficult to separate the two, but
probably the horses are playing a major role, at
|l east in this epidemc

DR. ASCHER: W have the opposite problem
as you know, in California. W do intensive
surveillance for these viruses and have an ongoi ng

experience of three years of w despread western
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virus in the environment with a heavily vacci nated
horse population. 1In fact, the only horse that's
not vaccinated in an area will get sick and die, but
it's about once a year. And no hunman cases, in
spite of intensive surveillance of hundreds of
suspects.

So, we don't know what's happened there.
Whet her the horse out of the equation has nodified
t he whol e system and whet her the nosquito ecol ogy
has junped al ong as well. So, we need sonme help
with that one. W may be able to get sonme viruses
to you, | hope at sone point.

DR. LUDW G Wonderful .

DR. ASCHER: The viruses on first pass, do

not appear to be attenuated in any way.

OCkay. | have a couple of -- thank you very
much.

DR. LUDW G  Sure. Thank you.

DR. ASCHER: A couple of logistic itenms and
then -- Frank, did you have anything you wanted to
say?

We had three sort of informtional
i tems/ questions yesterday and Dr. Kuller wanted ne
to indicate that he will be preparing a response to

the sickle cell issue. There will be sonething
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written up and circulated to the Board for comrent.

At the present, we are not going to wite
anything formally back on the prinmquine issue. |
think the comments to the people presented fromthe
group were clear that it is sonething that has
potential for a targeted limted use that could be
effective, but its w despread use is doubtful and
therefore it will have to sort of conpete anong
priorities. And it's sonething that will have to be
wor ked out .

| f groups would |ike further discussion of
that in the way of formulating a real formal
gquestion, we m ght be able to el aborate on that, but
| think that was the sense -- at |east one persons's
sense of the group discussion.

On the salmonella issue, the information we
consi dered good information for the purpose of
nodel ing and certainly for other vaccines as well,
but did not necessarily feel that we had to review
anyt hing about the salnonella policy at this point.

Correct me, if |I'm wong.

The last thing, I'd |like to congratul ate
the injury control programfor their efforts and the
product. Dr. Joseph's discussion yesterday is

clearly that these kind of things are going to be
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what will nmove the Board forward and it's a nice
j ob.

And |'d also like to thank the Institution,
CGeneral Adanms and others, for the hospitality. It's
gone very snoothly.

B.G ADAMS: You're wel conme back any tine.

DR. ASCHER: We appreciate the visit.

Anybody el se want to add anything? Any
conment s?

The Oficer's Club is open for lunch. Is
that right still?

DR. BAGBY: Tom Bagby. | don't suppose we
can conme to any resolution yet on the date for the
Spring neeting because of the new nmenbers com ng on
board. |Is that the problen? It's needed as soon as
possi bl e because I'm hol ding those dates open for
two different neetings.

COL. O DONNELL: Actually, as | nentioned
yesterday, we had polled the nmenbership and ny plan
is basically to get with the nenmbershi p next week,
obvi ously at a distance, but just sort of propose
sone dates based upon your input you' ve already
subm tted. Propose sonme dates and see how t hat
wor ks out and do that next week because | know the

Board had wanted to get that over as soon as
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possi bl e and settle that. So | think next week --
you' Il hear from us next week.

DR. ASCHER: For the audience, you may or
may not know that six individuals are rotating off
or will be replaced in the next cycle and the
nom nati ons are com ng in.

And Dr. Joseph's intention |I believe at the
next meeting was to have a briefing for them
probably prior to the neeting in the formof a
nmeeting retreat to sort of bring that group, the new
Executive Secretary and Dr. Joseph all onto the sane

page. And | think that's a very good suggesti on.

The last thing | had was that --1'11 pass
this on to Jean. This will be on the witten record
as well, that | think all the Board menbers woul d

like to see this routinely be added to the mailing
list through the office, and that would be very
nice. It's an interesting docunent and
congratul ation on that as well.

And 1'I1 hit this one time and we're all
done.

(Wher eupon, the proceedi ngs were concl uded

at 11:50 a.m)
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