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DEPLOYMENT FORCE PROTECTION AND
HEALTH ISSUES

WEDNESDAY, FEBRUARY 27, 2002

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC

The committee met, pursuant to notice, at 2:04 p.m., in room
334, Cannon House Office Building, Hon. Jerry Moran (chairman
of the subcommittee), presiding.

Present: Representatives Moran, Simmons, Evans, Filner, and
Rodriguez.

OPENING STATEMENT OF CHAIRMAN MORAN

Mr. MORAN. The subcommittee will come to order. We will com-
mence our subcommittee’s hearing this afternoon.

I know a lot is going on in Congress today in other committees,
but also within our VA full committee, as it continues to hear from
veterans on some very important issues.

Good afternoon. I'd like to welcome our witnesses and our Mem-
bers that are present. Mr. Filner, we anticipate, will join us
momentarily.

We have an important topic before us: protecting the health of
military members, especially those now serving in Afghanistan, be-
fore they become our next generation of veterans.

Last month, the subcommittee held a hearing to explore lessons
learned by the government from the Persian Gulf War and how
these lessons were or were not applied to the current deployment
of Americans who are now serving in Afghanistan.

How well did the Department of Defense and Veterans Affairs
Department implement policies based on lessons learned from ear-
lier wars? We meet again today to delve further into this issue.

Our subcommittee is working to take a proactive approach to en-
suring that the men and women of the armed forces are cared for
today while doing their duty in the Middle East, in the Philippines,
or elsewhere around the world, so that we can avoid the mistakes
that we believe were made in past wars.

Better oversight now by Congress and better leadership by the
?dministration can head off untold difficulties that lie in our
uture.

The issue of force protection includes a series of important topics,
including joint medical surveillance, pre- and post-deployment
health assessments, environmental security, the use of drugs for
health protection, transparency and ease of record-keeping and
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record transfer, and equipment, procedures, systems, and docu-
mentation in the theater.

Today the subcommittee has asked the General Accounting Of-
fice to offer testimony on its work to review force protection and
medical readiness policies now in place in the Department of De-
fense, and to review the VA’s role in coordinating care and benefits
for veterans. As we will learn, there are some gaps.

We look forward to examining the two Departments’ responses to
the GAQO’s review of their programs, and working together to assist
our servicemen and women.

[The prepared statement of Chairman Moran appears on p. 57.]

Mr. Rodriguez, any opening statement?

OPENING STATEMENT OF HON. CIRO D. RODRIGUEZ

Mr. RODRIGUEZ. Let me just first of all thank you for allowing
us to hear the testimony, and I'm looking forward to hearing the
testimony.

Let me just say that you’re right. As indicated during the Viet-
nam War as well as during the Gulf War, there’s a lot of things
that we can learn.

I know that it’s a very closed system, for a good reason, but be-
cause of that, it’s also very difficult for it to change and to learn
from itself, and so we’re hoping that we can gain some knowledge,
and as we move forward, that we don’t make some of the same mis-
takes. We need to prepare ourselves with the new types of engage-
ments with bio and chemical warfare we will face.

So thank you very much.

Mr. MORAN. Thank you very much, Mr. Rodriguez.

We would welcome to our table Cynthia Bascetta, Director of
Veterans’ Affairs Health and Benefits Issues for the General Ac-
counting Office; and Ms. Ann Calvaresi-Barr, Assistant Director,
also from the GAO, who accompanies her.

Good afternoon, and you may proceed.

STATEMENT OF CYNTHIA A. BASCETTA, DIRECTOR, HEALTH
CARE, VETERANS’ HEALTH AND BENEFITS ISSUES, GENERAL
ACCOUNTING OFFICE; ACCOMPANIED BY ANN CALVARESI-
BARR, ASSISTANT DIRECTOR

Ms. BASCETTA. Thank you.

Mr. Chairman and members of the subcommittee, thank you for
inviting us to discuss DOD’s medical surveillance system, a key
component of force health protection. With me today is Ann
Calvaresi-Barr, who led this work.

Medical surveillance of environmental threats and disease mon-
itoring, in particular, is critical to protecting and ensuring the fit-
ness of deployed troops, and as you know, the collection and analy-
sis of this information is also vital to the care of our nation’s veter-
ans and to compensating them for service-connected disabilities.

We're here today to talk about applying lessons learned during
the Gulf War and subsequent deployments to the current war on
terrorism.

We know that complete and accurate data on the health status
of servicemembers before, during, and after deployment are needed,;
we know that tracking the changing location of troops will be cru-
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cial, especially in highly mobile situations; and we know that mon-
itoring environmental threats in theater is critical to casualty pre-
vention in the field and to mitigating the adverse health effects of
exposures when they occur.

These fundamentals of a strong surveillance program are articu-
lated in numerous policies that DOD has issued since the Gulf
War, including the recent Joint Chiefs of Staff memo effective this
Friday. Together, these policies lay out the conceptual framework
for complying with recommendations made by the Institute of Med-
icine and others.

In our view, this represents DOD’s most notable progress in mov-
ing medical surveillance forward, but much more room for improve-
ment remains in the actual implementation of these policies.

It’s in this light that I'd like to highlight some concrete examples
of the strengths and weaknesses of implementation so far, and
then to offer our insights into the prospects for successful surveil-
lance in Afghanistan and future deployments.

On the positive side, we found that during Operation Joint En-
deavor, which began in 1995, DOD issued guidance on in theater
threat assessment and routine data collection and analysis, includ-
ing weekly reports on the incidence rates of major categories of dis-
eases and injuries.

From these reports, preventive measures could be identified and
forwarded to commanders to take appropriate action.

Another important step was the establishment of the U.S. Army
Center for Health Promotion and Preventive Medicine, which
greatly enhanced DOD’s ability to perform environmental monitor-
ing and tracking.

It’s deployable Public Health Lab, for example, was sent to Bos-
nia to conduct air, water, soil, and other monitoring.

At the same time, we noted shortcomings in DOD’s ability to
maintain reliable health information.

Deployment records for at least 200 Navy servicemembers were
not included in DOD’s central database 12 years after they were
deployed to Bosnia, but Air Force personnel who were never actu-
ally deployed were in the database.

Moreover, more than half of the post-deployment assessments for
over 600 Army personnel were not in DOD’s central database.

According to the Army’s European Surgeon General, these as-
sessments were often lost by servicemembers who were responsible
for hand-carrying their own records from the theater back to their
home units.

Also, DOD hadn’t developed a system for tracking the locations
of servicemembers within theater, or archiving the data for future
use.

We also reported that not all medical encounters in theater, espe-
cially for immunizations, were being recorded in individual medical
records. For example, almost a fourth of the records we reviewed
did not document vaccination for tick-borne encephalitis.

We also found that paper records on the dates and lot numbers
of vaccinations did not always match records in DOD’s database. At
the worst installation, discrepancies about vaccinations lot num-
bers occurred for more than 90 percent of the time.
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IOM also found deficiencies in medical recordkeeping for both de-
ployed active duty and reserve forces, and they emphasized the
need to include immunization in the records.

A longstanding weakness of concern to us is the state of informa-
tion technology in DOD and VA. For several years, DOD and VA
have tried to establish an electronic link between their multiple
and disparate data systems.

GCPR, the government computerized patient record, is a joint ef-
fort designed to meet this need. We reported last year, however,
that planning weaknesses, competing priorities, and inadequate ac-
countability made it unlikely that the benefits of GCPR would be
realized anytime soon.

For now, DOD and VA are reconsidering their approach and
they're focusing on providing VA access to selected DOD health
data, lab and radiology tests, outpatient prescriptions, and patient
demographics; but VA still won’t be able to view data on baseline
health status or medical care provided to reservists, or care pro-
vided by Tri-Care Network providers.

DOD officials told us that they expect full operation of this near-
term solution to begin later this year.

So what are the prospects for successful medical surveillance?

DOD characterizes its new vision for force health protection as
the most significant reformulation of military medicine in 50 years.
To help achieve this vision, DOD has issued clinical practice guide-
lines, developed collaboratively with VA, for primary care providers
to better manage patients with deployment-related health
conditions.

DOD has also reorganized, to place responsibility for implement-
ing its medical surveillance policies with a single authority, the
deputy assistant secretary for defense for force health protection
and readiness.

These are encouraging signs of progress, but these steps alone
will not be sufficient to ensure success.

Implementing and maintaining a comprehensive military medical
surveillance system will also require a profound culture change in
addition to technological and logistical changes.

Most notably, it will require overcoming the challenge of inte-
grating the multiple programs that now exist across the services,
and it will require sustained attention, resources, and accountabil-
ity, not only at the highest departmental levels, but also in the
field, to the best possible results.

Mr. Chairman, there’s no doubt that this is a complex and
daunting challenge. Even if all the policies could be fully imple-
mented, scientific uncertainty about the health effects of exposures
and the technological and operational feasibility of tracking the lo-
cation of troops and detecting and measuring hazards they encoun-
ter complicate the outlook for successful surveillance.

But regardless of these difficulties, DOD and VA face a compel-
ling need to do better, both to protect our deployed troops and to
meet their needs as future veterans.

I'd be happy to respond to any questions that you or the other
subcommittee members might have.

[The prepared statement of Ms. Bascetta appears on p. 59.]
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Mr. MoRAN. Thank you very much for your statement. Let me
call on Mr. Filner, who has now joined us, and see if he has an
opening statement and any questions for this witness.

OPENING STATEMENT OF HON. BOB FILNER

Mr. FILNER. Thank you, Mr. Chairman. I apologize for being late.

I appreciate your holding this hearing and your leadership, be-
cause clearly, the special needs that our servicemen and women
will have in the future should not wait until they actually present
their problems to the VA when they return.

There seems to be a fatal flaw that has been recognized in deal-
ing with veterans of the Persian Gulf and prior combat periods,
and I'm glad you're leading our efforts to try to anticipate these
problems for future veterans.

I take it that the charge of this committee, from this hearing and
from our witnesses, is to ensure that the federal institutions that
care for our homecoming troops and future veterans share concerns
about prevention, detection, and planning for treatment and re-
search options.

I have looked at all the statements of the panelists, and I think
there is a growing recognition of this in both the VA and the DOD.
We have a long ways to go, but I think there is a recognition of
the problems.

My sense of our dealing with the issue during the Persian Gulf
War and the apparent lack of recordkeeping, the lack of baseline
records from which we could draw some conclusions afterward,
post-deployment health assessments—these did not occur, and I'm
hopeful that they will in the future.

Troops apparently self-administered drugs that may have inter-
fered with the aim that other injections had. The anthrax vaccina-
tion records were not kept accurately. Visits to clinics and hospitals
were unrecorded.

So I think our military intelligence failed our veterans. The
alarms of chemical and biological weapons that were never really
analyzed why they were false, or if they were legitimate—how did
you even keep the logs and other evidence about them? They have
since been lost or mishandled. We have got to come to grips with
these issues.

I have always said, as I looked at the VA and the DOD’s re-
sponse to the problems that occurred with our veterans that we
called the Persian Gulf War illness, that these problems were first
dismissed, then they were rejected as not being problems; then
they were dismissed as mental problems and they were
stonewalled; and we still have not come to grips with those issues.

When we could send men and women in our Armed Forces to
that same area at any moment, given the statements of the admin-
istration, it seems to me that the best policy for national security
has to be to find the truth.

That is, we have to find out what occurred, deal with it in the
most truthful fashion, and deal with it as quickly as possible, so
we don’t put our men and women in harm’s way again, or in double
jeopardy because of what they face from an enemy and what they
face from our inability to figure out how to deal with these injec-
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tions and vaccinations and chemical and biological problems that
could recur in the 21st century war.

So thank you for holding this hearing, and I think we have to
get closer to the truth for the benefit of all our men and women
who will face this in the future.

Mr. MORAN. Mr. Filner, thank you very much. Do you have any
questions for the GAO?

Mr. FILNER. No questions.

Mr. MORAN. No questions. Mr. Evans.

[No response.]

Mr. MORAN. Mr. Rodriguez.

. Mr{i RODRIGUEZ. Let me ask you, is this the latest study that we
ave?

Prior to this, had we done any other studies? Because I would
presume that there’s probably a pattern where they haven’t cor-
rected certain things. Have they indicated any desire in moving for-
ward on some of this stuff?

Ms. BASCETTA. Actually, I don’t think I would characterize it
quite that way.

In the Gulf, there were things that simply didn’t happen, and
there weren’t policies in place; and then, in the future deployments
in Operation Joint Endeavor, certain policies were put in place, but
there was a lot left to be done in a more comprehensive way during
implementation.

Since then, there have been more advances made, and we do see
more of a commitment on the part of the department to do a much
better job.

But I have to tell you that we, the work that we did is really a
synthesis of work that was done up through about 1998, so we
don’t know today how well they’re doing in the current deployment
and how much progress they’ve made.

We see positive steps both in terms of commitment and the es-
tablishment of actual additional capabilities that have been put in
place. For example, the Center for Promotion and Preventive Medi-
cine, a new adverse reporting system, and an updating of the poli-
cies and a pulling together of policies in a more centralized fashion.

Mr. RODRIGUEZ. Are you suggesting that there’s a need for us to
go back and do this thing all over again?

Ms. BASCETTA. No. I'm suggesting that, right now, the depart-
ment needs to be making sure that the policies that it has in place
are enforced as much as possible, because that’s the only way that
we’ll know that we’re really getting an effective implementation of
the policies.

Mr. RODRIGUEZ. Is there something we could be doing right now,
for example, to check what’s going on in Afghanistan in order to
observe if anything has changed. Could we actually do some things
that might help gather more appropriate data to determine if
things have actually changed or not?

Ms. BASCETTA. Well, I think the most important thing is to mon-
itor whether or not the recordkeeping that is supposed to be going
on is, in fact, going on, and is housed in a central repository so that
when analysis needs to be cone, that information is available.

Mr. RODRIGUEZ. What about coordination between the DOD and
the VA? Where are we at there?
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Ms. BASCETTA. I could answer that in a couple of ways.

With regard to the adjudication of benefits, actually, one of the
most important steps forward is that there is now a pre-discharge
exam that occurs, and this is important, because the health status
of the servicemember as they’re leaving the service is recorded at
that moment, VA is supposed to have access to that information so
that the information doesn’t get old when they’re ready to adju-
dicate a claim.

On the other side, in terms of medical surveillance, we see a cou-
ple things happening.

One is that VA and DOD have issued, very recently, joint clinical
guidelines for primary care providers to use in assessing the health
of servicemembers who come back with deployment-related condi-
tions, and that’s a very positive step forward, but we would like to
see much more of that, much more collaboration. We would like to
see DOD as a full partner in VA’s newly formed centers for the
study of war-related illnesses.

I think probably the best way to put it is that there has been a
long history of poor coordination and collaboration between the
departments.

The presidential management agenda lists better collaboration
and working together as a top management priority. There’s a
presidential task force to put pressure where it needs to be to try
to move forward in this area, and we think that the more commu-
]rolication there is between the departments, the better off they will

e.

Mr. RODRIGUEZ. I know GAO has made a lot of past rec-
ommendations. What might the GAO be able to do to help out in
the process?

Ms. BASCETTA. Well, you've used us often as an effective over-
sight tool, so we could help out in that way if we were asked.

Mr. RODRIGUEZ. Based on your review of the literature that you
have produced, what areas do you think that, if you were utilized,
it might be helpful to bring to light where we’re at now?

Ms. BASCETTA. Again, I think a checking of what records are ac-
tually being kept and whether they’re in good condition, whether
they're useful, and stored in a way that will be available and acces-
sible for future use is important.

A lot of this has to do with the information technology infrastruc-
ture. We could do a lot to, and we are actually doing ongoing work
on, for example, the government computerized patient record, to
keep that effort moving along in the way that it should be.

Mr. RODRIGUEZ. Thank you very much.

Mr. MoRraAN. Thank you very much. I appreciate the GAO report.
It is very timely and fits in very well with this subcommittee’s in-
terest and agenda in this topic of health readiness for deployment
of National Guard, reservists, and active military in Afghanistan
and elsewhere.

Please give the subcommittee a reference for the time frame in
which your report was done, in comparison to September the 11th
and the beginning of the Operation Enduring Freedom.

Ms. BASCETTA. We were asked by Senator Rockefeller in Septem-
ber to pull together what we had from not only our work but the
work of others, most notably, the IOM.
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Our last report on medical surveillance I believe was issued in
1998.

Mr. MoORAN. Do you detect a change in policies, change in atti-
tude or approach to this issue of coordination and cooperation as
a result or post the beginning of the Enduring Freedom Operation?
Do we see things changing at the Department of Defense or VA as
a result of our country being engaged in a battle?

Ms. BASCETTA. I think so, but I could give you a better answer
to that if we had more recent work on what’s actually going on
right now, and I don’t have that current information.

What we have is our quick review over the last month of those
policies and a few high-level interviews where clearly there is a re-
newed commitment not only to working together, but to doing bet-
ter in this current deployment.

Mr. MORAN. You mentioned a Joint Chiefs of Staff memo this
Friday. Are there items that you're aware of, policies, pronounce-
ments, statements, that are forthcoming from DOD or VA that this
subcommittee ought to be aware of?

Perhaps you could, at a minimum, describe to me this memoran-
dum of this Friday.

Ms. BASCETTA. The memorandum is the most recent updating of
the procedures for health surveillance in current deployments.

The biggest difference between this memo and the previous poli-
cies is that this pulls many of the policies together in one place and
incorporates the policies for occupational and environmental sur-
veillance so that those are now embedded in the same guidance.

There are a couple of other smaller differences between this pol-
icy and hone it supersedes.

For example, all of the forms that are supposed to be used across
the services, are included in the memo.

Mr. MORAN. When you say across the services, are there any role
models within the Department of Defense that we ought to be high-
lighting or using as an example of the way it should be done—Air
Force, Navy, Army, Marines?

Ms. BASCETTA. That, I don’t know. I could go back into our work
and see if we've had any insights into that.

Ann, do you have anything to add?

Ms. CALVARESI-BARR. I don’t think in any of the work there were
any service distinctions actually laid out.

I think there was just the overall issue that there were dif-
ferences among h services in terms of how they are implementing
the baseline policies, and there was a concern about that, recogniz-
ing the need to have a certain core baseline set of procedures and
making sure that that’s operationalized uniformly across all
services.

But I know, as part of the refocus on this, that’s one thing that
the department says that it wants to focus on and make sure that
we get standardized and basic information that leads to a good
medical surveillance system.

Mr. MORAN. So the policies are the same, Department of De-
fense-wide; is that correct?

Ms. CALVARESI-BARR. The policy for medical surveillance is the
same.
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M;" MORAN. And is there a distinction, then, in its implementa-
tion?

Ms. CALVARESI-BARR. That’s our understanding, that in the im-
plementation you do have varying degrees, and it could even be
within the service. It depends on the, you know, unit commanders’,
you know, application and execution of those policies, so you can
see those variations based on that, as well.

Mr. MoORAN. If the GAO or Congress was interested in pursuing
this issue further about implementation—I think there’s two issues
here, the policies and then their implementation.

Are the policies appropriate and are they designed in a way that
increases the health, preparedness, and safety of our men and
women serving; and secondly, are those policies being implemented
in a way that would attain that result?

Are there things that this subcommittee ought to be looking at?
Where would you direct us to go? If you were going to pursue an
additional study by the GAO, what items would be of interest?

Ms. CALVARESI-BARR. I think the one thing that needs to be
done, first of all, is there needs to be some sort of set oversight or
monitoring of what’s coming out of these various deployments, and
that’s something that I don’t think we’ve seen up to this point.

I think that’s something that the department might be able to
pursue a little more directly to try to find out: here’s what the
baseline guidance said we’re supposed to be collecting; here’s the
information; this is where it’s supposed to be captured; this is how
it’s supposed to be shared and with whom. To what extent did that
happen among all the services that were deployed, for example, to
Afghanistan?

And that’s the kind of oversight that I think the department
might be able to yield now with the new deployments and with all
the positive changes that they made to their policies.

Mr. MoORAN. And those are questions you can’t answer because
of the timeliness of your review?

Ms. CALVARESI-BARR. Exactly.

Mr. MORAN. Are there other GAO reports in progress in this
arena?

Ms. BASCETTA. The one ongoing effort is the continuing evalua-
tion of the government computerized patient record, which, of
course, will be a critical piece of being able to keep this information
in a centralized fashion that’s available to both departments and
that’s in a usable form.

Mr. MoORAN. Okay. You mentioned the Presidential Task Force.
Could you describe for the subcommittee its role and how it’s been
utilized?

Ms. BASCETTA. The presidential task force began last year as a
formal way to try to promote more, first of all, resource sharing be-
tween the departments, but in a larger sense to look more broadly
at how the two departments can work better together, because
there’s been a longstanding recognition that the taxpayer dollars
could be spent more effectively and efficiently if DOD and VA could
find common areas where they should be working together, and to
pursue those much more aggressively.

Mr. MoORAN. And your impression as to whether or not that’s oc-
curring? Is this task force in use? Is it working? Is it functioning?
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Ms. BASCETTA. Well, it’s awfully early to tell. You know, you al-
ways get the best results when the departments do things because
they want to, not because there’s external pressure on them to do
that, but if that’s what it takes to get the ball going, it’s certainly
a good first start.

We're hopeful that it will have a big impact.

Mr. MORAN. Are there legislative barriers to greater cooperation
between the Department of Defense and the VA?

Ms. BASCETTA. Yes, there are. Ann is the resource-sharing ex-
pert. Do you want to describe some of those barriers?

Ms. CALVARESI-BARR. Sure. I think, actually, some of the barriers
are less in the ways of legislative and more in the way, though, ac-
tually, of cultural barriers.

GAO has been involved in this issue for a number of years, al-
most two decades now, and our reports over the past 20 years have
resulted in some legislative changes to allow for greater flexibility
between the two departments to share.

I think for the most part, legislatively, you know, the authority
is certainly there. It’s in place.

Are there certain policies, maybe, within the departments, that
get in the way of greater collaboration? You know, I certainly think
there are.

We reported in a report that we did on the status of health re-
source sharing that, essentially, the implementation of Tri-Care
and the desire of the department for folks that are not treated in
a military treatment facility to be seen by Tri-Care Network pro-
viders created a bit of confusion for folks at the unit level, sharing
between DOD and VA.

While VA can be a member of the Tri-Care Network, it’s not al-
ways going to be possibly the first stop or maybe even the preferred
stop, based on the case management.

So there were some concerns that, the VA being one of a number
of providers to go to, sort of thwarted or worked against an incen-
tive to share more, but the department did revise its policy and
made it clear that, where resource sharing could occur within the
government between the two agencies, that they needed to move
forward.

I think some of the things that are in the way are less in terms
of barriers but more in terms of commitment, and cultural accept-
ance of sharing.

Certainly places where we saw resource sharing was very robust
and was working were places where you had really command and
directors of the VA and DOD who were willing to try to find oppor-
tunities to share more, from past experience saw the value of doing
that, and pursued those opportunities, places where they really
tried to find out where there was excess capacity, and where there
was need for certain services.

So there are certainly some lessons learned and we point to
many of those in our reports that we did on resource sharing.

Mr. MoORAN. I assume that there are higher quality of services
available with greater cooperation and sharing. That would be one
geslilreél outcome. I also assume that there are financial savings to

e had.
Is there any estimate of what those dollars might be?
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Ms. CALVARESI-BARR. That’s always been a difficult thing to try
to identify, actually costing out what it costs to send someone over
to the DOD or VA versus what it costs to go even within the net-
work or outside of that, something that we did try to get our arms
around for the House VA Committee as well as for Armed Services
but had difficulty getting that information from the officials that
we talked to.

Part of the problem is a lot of sharing that goes on is in a barter
kind of arrangement, as well, so dollar values aren’t really assigned
to that; so that added yet another level of complexity or challenge
to trying to capture that information.

But we tried real hard for you-all. We knew that was something
that you were interested int.

Ms. BASCETTA. We also did a report last year on the savings from
jointly procuring pharmaceuticals, and there the estimate, I be-
lieve, was $300 million or more; so they’re not insignificant.

Mr. MORAN. Is it fair to say that savings would be substantial?

Ms. BASCETTA. Yes, we think so.

Ms. CALVARESI-BARR. Based on the pharmaceutical finding, I
think that’s just one example.

Mr. MoRAN. That’s substantial in and of itself?

Ms. CALVARESI-BARR. Yeah. Yeah.

Mr. MORAN. Do you have a sense that if our men and women re-
turn from Operation Enduring Freedom today, that our Depart-
ment of Defense and VA are in better shape to care for those men
and women should they complain of the symptoms that were com-
plained of post-Persian Gulf?

Ms. BASCETTA. I think they certainly have heightened sensitivity
to the kinds of problems that will develop if they don’t act on some
of these policies that they’ve laid out.

The framework is there to do a much better job. The question is
will the priority be put there to carry out those policies and will
the resources be available for them to implement their policies as
much as they possibly can?

Mr. MORAN. Mr. Filner, any additional questions?

[No response.]

Mr. MORAN. Mr. Rodriguez?

[No response.]

Mr. MORAN. We thank you very much for your testimony.

Ms. BASCETTA. Thank you.

Mr. MORAN. Our next panel of witnesses consists of Ms. Ellen
Embrey, Deputy Assistant Secretary of Defense for Force Health
Protection and Health Affairs at the Department of Defense.

She’s accompanied by Col. Maul, the Command Surgeon of the
Central Command, CENTCOM.

Joining our Department of Defense witnesses, our usual witness,
Dr. Frances Murphy, Acting Under Secretary for Health at the VA.

She’s accompanied by Kenneth Hyams, the Chief VA Consultant,
Occupational and Environmental Health.

I'm told we also have Dr. Kilpatrick, Director of Deployment
Health Support at the Department of Defense.

Ms. Embrey, welcome back. We'll begin with your testimony.
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STATEMENTS OF ELLEN EMBREY, DEPUTY ASSISTANT SEC-
RETARY OF DEFENSE FOR FORCE HEALTH PROTECTION
AND READINESS, DEPARTMENT OF DEFENSE, ACCOM-
PANIED BY COL. RONALD A. MAUL, M.D.,, COMMAND SUR-
GEON, CENTRAL COMMAND, U.S. ARMY AND MICHAEL KIL-
PATRICK, M.D., DIRECTOR OF DEPLOYMENT HEALTH SUP-
PORT, DEPARTMENT OF DEFENSE; AND FRANCES MURPHY,
M.D., ACTING UNDER SECRETARY FOR HEALTH, DEPART-
MENT OF VETERANS AFFAIRS, ACCOMPANIED BY KENNETH
CRAIG HYAMS, M.D., CHIEF CONSULTANT, OCCUPATIONAL
AND ENVIRONMENTAL HEALTH STRATEGIC HEALTH CARE
GROUP, DEPARTMENT OF VETERANS AFFAIRS

STATEMENT OF ELLEN EMBREY

Ms. EMBREY. Mr. Chairman, thank you so much for the oppor-
tunity to come back and visit you. I'm especially pleased to come
back and discuss the continuing efforts that we’re doing to improve
force health protection and to address the concerns that GAO has
offered for the record at our last hearing.

DOD appreciates the comments and suggestions of GAO and we
generally agree with all of them, and we recognize that even with
the significant progress made in force health protection since the
Gulf War we have much to do.

Today I am accompanied by Dr. Ronald Maul, as you indicated.
He is the U.S. Central Commander in Chief's command surgeon.
He is prepared to answer and provide any comments you would
like about on-the-ground force health protection in CENTCOM
today, which I think you would have great interest in.

I'm also pleased to be accompanied again by Dr. Michael Kil-
patrick, who is available to address any concerns you might have
about the department’s lessons learned from the Gulf War as far
as health is concerned.

Let me reiterate that the department is committed to providing
a world class health care system for its servicemembers and their
families.

Our goal, and my primary focus, is to ensure that we deploy fit
and healthy military personnel and that we monitor their health
and environmental exposures while they are deployed, and that we
assess their health status and address their health concerns when
they return.

To that end, both the Office of the Secretary of Defense and the
Joint Chiefs of Staff have issued policy guidance to the services to
help define and standardize health protection for our
servicemembers, particularly with respect to deployment health
surveillance.

As a result, we are now collecting and archiving health data that
will allow retrospective analysis by DOD and VA, ultimately, for
those servicemembers who deploy and subsequently become ill.

Building comprehensive systems to do that is neither easy nor
quick, not nearly as quick as I would like it nor would you like it,
I'm sure.

My written testimony mentions many of the systems that are in
development and nearing at least the first stages of implementa-
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tion, and those are very critical to our success in capturing the
kind of information we'’re all interested in.

servicemembers must meet stringent physical standards and
pass periodic physical exams with blood tests. They are expected to
have annual dental examinations and go through annual medical
record reviews to update routine immunizations.

Programs are in place to facilitate the establishment of and regu-
lar updates to this baseline health information for the
servicemembers, and to ensure the medical readiness of the mili-
tary personnel to deploy worldwide in support of their missions.

The pre-deployment health assessment that we've instituted or
requested that be installed is one part of that system.

During these deployments, health treatment is typically docu-
mented in an abbreviated standardized individual medical record
that is prepared and deployed with Army and Air Force
servicemembers, while health care for Navy and Marine Corps
servicemembers is documented in their out-patient service records,
medical records.

At the end of a deployment, servicemembers are to complete a
post-deployment health assessment to document any immediate
concerns or systems they have, and this assessment will trigger ap-
propriate medical followup to those concerns.

DOD anticipates there will be servicemembers who, despite the
best preventive efforts, may become ill during their deployment or
following their deployment.

The newly implemented post-deployment clinical practice guide-
line that we worked on with VA will provide a focus to the health
care providers in both agencies, ways to ensure that individuals
who have deployment-related health concerns are effectively and
appropriately addressed.

In addition to the department’s efforts to improve health care be-
fore, during, and after deployments, we recognize the need to im-
prove our ability to relate the location of servicemembers during a
deployment with possible toxic exposures and environmental
hazards.

GAO is correct. We do not have a single system to track move-
ment of servicemembers within the deployment theater. As much
as I would like to report that we have a way to track who was
where when, I can’t. This remains a complex problem involving the
difficult challenges fusing operational and technological needs and
requirements, that we cannot yet meet.

Each service has leveraged the best technology available to sup-
port this objective, but we do not yet have a satisfactory joint solu-
tion. We are, however, working very hard to get there.

As a result, we do capture data through service-specific systems
and we do still rely on paper to ensure that the information docu-
mented in theater, whether electronically or otherwise, is effec-
tively linked to individual medical records.

We agree with GAO that the establishment of the U.S. Army’s
CHPPM, Center for Health Promotion and Preventive Medicine,
was a major improvement to the ability of our department to mon-
itor, track, and warn about environmental hazards.

The center is continuing occupational and environmental health
surveillance measures in support of combatant commanders and
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their medical units deployed in support of Operation Enduring
Freedom.

The center is a key component of the department’s force health
protection program, and is a resource identified as essential to sup-
port our joint medical surveillance and U.S. Central Command
force health protection policies and guidelines.

In conclusion, I believe the department has made great progress
to meet needs for medical surveillance, but we have much to do.

We will continue to pursue initiatives that will enhance our abil-
ity to establish a comprehensive medical surveillance system for
our deployed forces, to share data, and collaborate with the Depart-
ment of Veterans Affairs, and to develop a world-class health care
system for our servicemembers, veterans, and their families.

Thank you very much.

[The prepared statement of Ms. Embrey appears on p. 74.]

Mr. MORAN. Dr. Murphy, maybe we ought to take our recess
now. I was not anticipating votes for 5 hours. It’s been about two.
So this is unexpected.

Mr. Filner has a question for Ms. Embrey, and then we’ll recess
for a few moments while we vote, and return.

Mr. FILNER. Just correct me if I'm wrong. The last time we all
were together, I had asked a question about the immunization
records and could they be delivered to us, and you said no problem.

Ms. EMBREY. Yes, sir.

Mr. FILNER. Have we received them yet?

Ms. EMBREY. You have not received them. However, we have
been spending the time since my testimony——

Mr. FILNER. Day and night?

Ms. EMBREY (continuing). Getting the information together. They
have been assembled.

As I understand it, we have some privacy issues with the names
and so forth on the records, and we need to overcome that before
providing them to you, but I can assure you that we will provide
them to you as soon as they’re ready to come.

Mr. FILNER. Thank you so much. Thank you, Mr. Chairman.

Mr. MORAN. This is one vote. The subcommittee will stand in re-
cess until the sound of the Chairman’s gavel.

[Recess.]

Mr. MORAN. I call the subcommittee back to order. Dr. Murphy,
we’re ready for your testimony.

The circumstances on the House floor have become much more
fluid than I thought. Anyone who suggested no votes for 5 hours
was entirely wrong, and we may be interrupted shortly again.

So let’s proceed absent my colleagues. Dr. Murphy, we're ready
for your testimony.

STATEMENT FRANCES MURPHY, M.D., M.P.H.

Dr. MurPHY. Mr. Chairman, thank you for the opportunity to
testify today on the importance of actions taken to protect the
health of American forces. I've submitted a formal statement for
the record.

Today I'm accompanied by Dr. Craig Hyams. He is the chief con-
sultant of VA’s Occupational and Environmental Health Strategic
Health Care Group and a Gulf War veteran.
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VA has worked in collaboration with DOD over the past decade
to understand the health consequences of military deployments.
Our collaboration is made all the more relevant by the recent de-
ployment of U.S. troops in the war against terrorism.

Based on our experience with previous conflicts, we recognize the
critical importance of good health documentation and lifelong
medical records that cover the periods before, during, and after
deployment.

Our understanding of many veterans’ health issues has been
hampered by inadequate baseline health information and inad-
equate documentation of health during active duty.

As noted by GAO, many Gulf War health issues are not verifi-
able, due to the lack of detailed computerized medical records docu-
menting pre-enlistment and pre-deployment health status.

DOD and VA have recognized this shortcoming and we are at-
tempting to work at this problem through development of the re-
cruit assessment program to collect routine baseline health infor-
mation on U.S. military recruits.

This program will establish baseline health information for use
during military service and for veterans’ health compensation and
research programs. These efforts will help us to evaluate health
problems among servicemembers and to address post-deployment
health questions.

The RAP program will required the continued support of DOD
senior leadership, both in concept and in application of resources.

The Armed Forces Epidemiology Board and the National Acad-
emy of Sciences’ Institute of Medicine have endorsed the program
concepts.

A pilot program and testing are under way in the Marine Corps,
Navy, and Army Recruit Training Commands.

VA and Congress, in the past, have also recognized the impor-
tance of providing health care and health surveillance for veterans
as soon as possible following combat missions.

Section 102 of Public Law 105-368 authorized VA to provide
health care to servicemembers who served on active duty in combat
in any war after the Gulf War or during a period of hostilities after
November 11, 1998.

Health care may be provided to these veterans for a 2-year pe-
riod following their release from active service for any illness, even
if there is insufficient medical evidence that that condition is relat-
ed to military service.

This 2-year period will allow VA to collect basic health informa-
tion and aid in evaluation of specific health questions and illnesses,
such as the difficult-to-explain illnesses we saw after the Gulf War.

Based on lessons learned from previous conflicts, I believe that
the continuation of this treatment authority is critical to VA’s abil-
ity to provide comprehensive health care to veterans who serve in
future combat missions.

VA also responded to the issue of the health consequences of
military deployment by establishing two National Centers for
Study of War-related Illnesses. These centers are located in Wash-
ington, DC and East Orange, New Jersey. They will focus on areas
of medical care, research, risk communication, and education for
health care personnel.
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We look forward to working closely with the DOD Centers on
Military Health in collaborative activities related to illnesses after
deployment.

These new centers will also work collaboratively with the Depart-
ment of Health and Human Services to ensure that lessons learned
are applied to veterans and to active duty members.

We also worked with DOD to develop the new Clinical Practice
Guidelines that were referenced in the GAO testimony. We feel
that this is a major step forward in our ability to assess post-de-
ployment health problems.

These new guidelines will give VA primary care providers the
tools they need to diagnose and treat veterans with illnesses after
deployment.

The Gulf War made clear to us the value of access to timely and
reliable information about the health risks servicemembers face
during deployment. Therefore, VA has developed a brochure that
addresses the main health concerns for military service in Afghani-
stan and South Asia. We provided copies of that brochure to the
committee today.

We believe that this brochure will help answer health-related
questions that veterans, their families, and health care providers
may have about military deployment to this region as they present
to VA medical centers upon their return.

It also describes medical care programs that VA has developed
in anticipation of the health needs of these veterans returning from
combat and peacekeeping missions abroad.

The brochure was coordinated in its development with DOD and
the brochure will be distributed to all medical centers within the
VA system in March of 2002, and will also be available to veterans,
their families, and their private health care providers, for
reference.

Access to accurate information is the key to success in providing
services to veterans. There currently is no complete single reposi-
tory for active servicemembers’ and veterans’ health data that can
be used to ensure continuity of care, improve health care delivery,
and provide valid, reliable data for disability claims.

Last fall, however, VA, DOD, the Indian Health Service, and
other agencies began to substantially expand the health informa-
tion program entitled HealthePeople.

In my full testimony, I described the activities that are included
in that effort, and their ability to improve our delivery of health
care services to veterans in the future.

Although VA and DOD are closely collaborating on a number of
initiatives, the transition of records from DOD to VA is still a work
in progress.

What can be said now is that, based on recent experience, the VA
can expect a complete roster of deployed personnel after the first
phases of the current deployment are completed. From this roster,
VA can obtain records needed to determine who is a veteran of the
deployment and to evaluate potential health threats.

Work on deployment health issues has been positively impacted
by inter-governmental coordination between VA, DOD, and HHA.

The initiation in 2000 of the tri-agency Military and Veterans
Health Coordinating Board served to institutionalize future inter-
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agency coordination. While the board may be replaced by the VA/
DOD Executive Council in the future, formalization of govern-
mental coordination will continue to play a critical role in address-
ing the health problems among veterans of future conflicts and
peacekeeping missions.

Mr. Chairman, I remain concerned that VA authority and health
care policy has not kept pace with the role of reservists and Na-
tional Guard members in the 21st century American defense
system.

We need to look carefully at the adequacy of health surveillance
policy and VA health care policy as reservists and National Guard
members are routinely utilized for deployment to conflicts and re-
sponse to terrorist events.

Mr. Chairman, a veteran separating from military service and
seeking health care today will have the benefit of VA’s decade-long
experience with Gulf War health issues.

From the lessons learned in serving veterans of past conflicts, VA
today is in a better position than ever before to meet the needs of
veterans who serve in all capacities, both at home and abroad. We
look forward to continuing our work with our partners in DOD.

That concludes my statement, and Dr. Hyams and I will be
happy to answer any of your questions.

[The prepared statement of Dr. Murphy appears on p. 78.]

Mr. MORAN. Thank you both, Madame Secretaries, for your testi-
mony.

I've heard you testify about changes in policies. Both of you talk
about that.

First of all, when we were here last month, we talked about 12
policies that were already in place at the Department of Defense.
You have provided me with a list of those 12 policies.

Since that hearing, I think I understand that there is another set
of policies that are being developed by DOD related to this issue.

Is that correct?

Ms. EMBREY. In a continuing effort by the leadership through out
the DOD, the Joint Staff, on 1 February 2002, published a policy
memorandum that updated procedure for deployment health sur-
veillance and readiness originally contained in a December 1998
policy memorandum. This memorandum provides standardized pro-
cedures for assessing health readiness and conducting health sur-
veillance in support of all military deployments. The updated pol-
icy, which is effective 1 March 2002, contains expanded guidance
on conducting occupational and environmental health surveillance,
reporting diseases and non-battle injuries, and assessing
servicemembers’ health status before and following a deployment.
This updated document is directly related to the goal of improving
areas of Force Health Protection that have been found lacking dur-
ing the Operations Desert Shield and Desert Storm and the many
subsequent deployments conducted by our servicemen and women.

(See p. 29.)

Mr. MORAN. So the memorandum that the GAO witnesses talked
about that will be issued on Friday is an update of the past policy?

Ms. EMBREY. I'm sorry. I was not here during the GAO testi-
mony, so I'm not familiar with what they were talking about.
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Mr. MoraN. We would be glad to have you answer that question
after you have a chance to review the information.

Ms. EMBREY. All right. Thank you.

Mr. MoRAN. These changes in policies—are they generally or ex-
clusively related to what occurred with our military personnel and
ultimately our veterans post-Persian Gulf War?

Is that the impetus for this discussion within the Department of
Defense and VA? What’s causing us to move in this direction of de-
veloping these policies?

Dr. MuUrpPHY. From the VA’s standpoint, we’ve been learning
more about how to care for veterans after conflicts, really, since the
Korean War.

From our experience after the Vietnam War was we learned it
was difficult to assess the impact of that deployment on Vietnam
veterans, because we didn’t even have a computerized roster of in-
dividuals who served in the conflict.

It took us years to develop a list that we could do valid popu-
lation-based research studies from. We had to go back and obtain
a record from DOD in order to get the DD-214 and verify that the
veteran had served in the theater of operations and to verify other
exposure issues.

Since the Gulf War, we’ve recognized that we need to start to
build a lifelong medical record for a veteran. We believe that needs
to be anchored in the Recruit Assessment Program (RAP). Every
subsequent health examination and health intervention that gets
done during that military members’ career needs to be entered into
a relational database so that we can build a record that allows us
to assess the health status of that military member, and on into
their veteran life.

We also need to make sure that DOD is collecting pre-deploy-
ment health assessments, doing environmental monitoring in the
theater of operations, and doing post-deployment health assess-
ments to really address the impacts of deployment on the health
of a military member. Those are the main issues, VA has identified
with the changes in policy and force health protection within the
Department of Defense.

Mr. MORAN. Dr. Murphy, the critique of the circumstances the
VA found itself in post-Vietnam War—is that any different than
the critique of post-Persian Gulf?

The problems you described following the Vietnam War, the
records and the lack of a database, is that a different scenario than
what you would say about the circumstances the VA found itself
in 10 years ago?

Dr. MurpPHY. I have to compliment DOD on the progress that
they’ve made. There have been dramatic improvements in the pro-
grams within DOD. That does not mean that we don’t have a lot
of work to do together.

We do have computerized rosters of every deployment. We do——

Mr. MORAN. When did that become true?

Dr. MurpHY. That was true beginning with the Gulf War.

Mr. MORAN. Ms. Embrey, anything to add to that, the motivation
for what you’re about in changing these policies?

Ms. EMBREY. Well, I think we learned a lot from the Gulf War,
but I also think that how we were structured to manage and sup-
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port health in a deployed situation was for the big war, and we
began to operate in much different ways than we were structured
to manage, and the systems that we had in place to support a de-
ployed situation.

We’ve been paper-based for a long time. A deployed, automated
option wasn’t really something that, way back when, we even con-
sidered. The technology didn’t support it.

We have had now the opportunity to adjust our capabilities with
the technology and to ensure that we integrate what we now know
to be a lifelong medical history as something important in under-
standing how a servicemember is affected by his military service,
and we need to capture the appropriate pieces of information so
that we can take care of them when they are part of the armed
forces, and when they become veterans, the VA can take care of
them, as well.

Mr. MoOrRAN. What role does the potential presence of biological
and chemical agents have in changing the policies at DOD or VA?

Ms. EMBREY. I believe that the Department of Defense is unique
in having confronted this issue for quite some time.

Biological and chemical weapons were actually considered to be
a much higher threat to the military during the cold war, because
there were active, offensive programs at the time.

So I think that we've always had a history of understanding
what those agents are and taking appropriate precautions, such as
equipment and other protective measures. We had a lot of doctors
who understood the symptoms.

I think that when those offensive weapon systems went away,
then our expertise and understanding of the medical implications
of that also went away, or got smaller. We still have it, but it got
smaller, and now it’s not as widespread.

Mr. MORAN. The question I asked the GAO witnesses about their
belief—in this case your belief—of the preparedness for the Depart-
ment of Defense and the VA, should our veterans return home, be-
come veterans, and begin to experience the symptoms, symptoms
similar, or other symptoms related to their health, how well pre-
pared are we to address that, and how much better are we able to
do so today than we were 10 years ago?

Ms. EMBREY. From our perspective, the recent implementation of
the Post-deployment Clinical Practice Guidelines will be a big help,
because it provides the information to the direct care providers of
our servicemembers, wherever they get their care, whether it’s a
VA facility or elsewhere, with a specific focus on the issues and
concerns that they have with specific clinical practice guidance to
the provider on what to do and how to deal with the issues and
to record them and to follow up on them on a rigorous basis.

Mr. MORAN. Dr. Murphy.

Dr. MurpHY. We've taken a much more active stance, having
pre-placed clinical practice guidelines so people have the informa-
tion in hand, and we don’t have to play catch-up after people get
back.

Having information provided to our health care providers in ad-
vance of people returning from Afghanistan and South Asia is very
important, so that they have the understanding to speak knowl-
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edgeably to veterans and returning military members about any
health issues they may have post-deployment.

The other difference in approach, I believe, which is also much
more pro-active, is having the research centers, the war-related ill-
ness centers focus on the future.

As we develop more understanding about health problems after
deployment, we need to start to develop prevention programs. How
can we actually prevent people returning with the multi-symptom
illnesses that we’ve seen in the past century after a military com-
bat deployment?

I'd say we also have better legal authority to provide the care.
Public Law 105-368 was a major advance, allowing us the author-
H:y to provide health care to those who returned from military con-

icts.

We don’t have that ability yet, though, for some of the individ-
uals who were deployed to New York City and worked at Ground
Zero. We had a number of National Guard members there who,
frankly, are left without good veterans’ or military health benefits
after their activation and service.

So we do have some holes and gaps in policy yet that could be
addressed.

Mr. MORAN. Secretary Embrey, in regard to the National Guard,
Reservists, or active military being deployed in Enduring Freedom,
is there any distinction in the way those records are maintained?
As you may recall, at the last hearing, I talked about a deployment
ceremony in my own home town in which 25 reservists were de-
ployed to the Middle East.

Since that time, 400 National Guards men from Kansas have
been deployed.

Is there any different treatment between those reservists, those
members of the Guard, and those who are active members of the
military in the way that this system works with their health care
readiness?

Ms. EMBREY. Well, there have been a number of initiatives in the
last several, well, the last year, to address continuity of care for the
reservists who are civilians most of the time, and serving on active
duty military less than full-time.

When they are activated, however, and deployed, they are treat-
ed in the same way that all the other activated military personnel
are, and we maintain the records on the provision of care to them
in the same way we do for anyone else.

Those records are maintained on that individual, but the con-
tinuity of care as they move in and out of their status, active duty
status, is being addressed through different policies in OSD Re-
serve Affairs.

To give you a more detailed analysis on that, I would have to get
that information from that office and speak specifically to the kinds
of initiatives that we’ve undertaken.

Mr. MoORAN. You talk about the reservists. Is that true also of
members of the Guard?

Ms. EMBREY. Yes. Reservist is generic for both Guard and re-
serve. I'm sorry.

Mr. MORAN. Thank you. Are there countries that the Department
of Defense has looked at to review their policies and procedures
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that have suggestions about the way we should be managing our
health care preparedness? Have we looked at other countries and
how they treat their servicemen and women in this regard? Any
role models?

Ms. EMBREY. I don’t know enough about that to answer it. Un-
less gly colleagues can help, we might have to take this for the
record.

Dr. MURPHY. We've actually worked closely with the Australians,
the Canadians, our colleagues from the U.K.

In fact, we have a U.K. military member in the audience today
who works with the Military Veterans Health Coordinating Board
to keep not only VA and DOD health issues at the forefront for de-
p%oyment health, but also to keep the international coordination
alive.

I think that we've learned from each other about the need for
good screening prior to deployment and the need for frequent rou-
tine periodic health examinations. It may be easier to have periodic
health examinations rather than an in-depth screening prior to de-
ployment.

I think that’s lesson that I learned from our international col-
laboration.

The NATO forces tend to look at deployment health issues in
slightly different ways, and we do have differences in policies relat-
ed to preventive health.

You know, the vaccines were very different between the Canadi-
ans, the United Kingdom, and the American forces in the Gulf
War, but as we work together, we are all refining the policies for
deployment health.

Mr. MoORAN. Ms. Embrey, one of the questions we talked about
at the last hearing was about vaccinations and immunizations, and
I think you're to provide some information in that regard.

Is that process different today than it was 10 years ago in the
Persian Gulf War? Are we vaccinating and immunizing our service-
men and women differently than 10 years ago?

Ms. EMBREY. I think this goes back to the need to handle total
force health protection across the lifecycle of an individual.

There are policies in place for everybody to annually review and
update their vaccinations. Oftentimes that doesn’t happen, and
therefore, as we deploy, we evaluate what immunizations are need-
ed and then take care of that as a matter of deployment criteria.

I believe that, from that perspective, we are making more of a
command emphasis on making sure that those immunizations
occur on a routine basis over time, rather than pushing it into a
pre-deployment situation.

Mr. MORAN. Are there vaccinations that are required before de-
ployment today?

Ms. EMBREY. Yes.

Mr. MORAN. And those are? Dr. Maul?

Col. MAUL. Yes, sir. There are a number of vaccinations that are
required, and in fact, I'm prepared to read, if you choose, sir, the
specific vaccinations that are required for U.S. Central Command.

Mr. MORAN. I'm happy to have those just submitted for the
record.

Col. MAUL. Yes, sir.
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Mr. MoORAN. That would be fine.

(The information appears on p. 35 (page A—4 of MCM-0096-02,
enclosed memorandum.))

Mr. MORAN. Dr. Maul, I appreciate you being here, and I know
you came from Tampa.

I thought you might tell the subcommittee what your role is in
this issue about health preparedness, and provide us with any
thoughts you might have about the success or failures in making
certain that our men and women are prepared for service in Endur-
ing Freedom.

I give you the opportunity to just tell us a little bit about your
story, and then what suggestions you have for this subcommittee.

Col. MAUL. Yes, sir. I am prepared to read some remarks into the
record, if you permit.

Mr. MoRAN. That would be fine.

STATEMENT OF COL. RONALD A. MAUL, M.D.

Col. MAUL. Yes, sir. Thank you.

Mr. Chairman, Mr. Filner, and members of the subcommittee,
it’s an honor to be with you today and speak about the force health
protection of our soldiers, sailors, airmen and Marines.

The health of these outstanding citizens who proudly defend this
nation’s freedom at home and on foreign soil is critical to our state
of readiness. We recognize their contributions to this country and
thank you for your interest to ensure their health care remains a
top priority.

Maintaining a fit force is an involved, continuous process which
starts with comprehensive medical screening before an individual
enters active duty and continues to the day he is laid to rest with
military honors. We refer to this as the cradle-to-grave concept,
which involves whole person support and surveillance throughout
the individual’s life.

At United States Central Command, we are committed to ensure
this continuum is maintained while our forces are employed in sup-
port of national interests and objectives in the Central Region. Our
focus is on the prevention of disease and injury.

We accomplish this effort through the publication and commu-
nication of Department of Defense policies to our subordinate serv-
ice components. Further, we provide strategic oversight of this
process to these same components on the force health protection
and medical surveillance policies and guidelines.

Prior to Operation Enduring Freedom, an aggressive force health
protection program was in place to support our forces who have re-
mained deployed to the Central Region since Operation Desert
Storm.

This program included policies and procedures for immunization
of the force, publication of preventive medicine guidelines, assess-
ments for the identification, monitoring, and risk management of
environmental threats, and establishing policies to ensure safe
water and food sources are available to our forces deployed to the
region.

As Operation Enduring Freedom commenced and with the assist-
ance of the Army Center for Health Promotion and Preventive
Medicine, we researched additional environmental challenges and
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potential health threats for our military members in the areas of
the Central Asian states as well as Afghanistan and Pakistan.

One particular valuable source of information was drawing upon
United States military lessons learned from our past conflicts as
well as, in particular, the Soviet experience in Afghanistan.

The Soviet experience, an example of a modern force whose oper-
ational effectiveness was seriously hampered by disease and poor
field sanitation, provided information on some of the unique
threats in that region.

In response to all of these assessments, U.S. Central Command
implemented a specific robust force health protection and medical
surveillance program to the already established ongoing activities
in the area of responsibility.

Preparation prior to deployment, sound prevention, and surveil-
lance while employed, and followup are the key tenets to these
programs.

Specific policy guidance for Operation Enduring Freedom was de-
veloped and communicated through several media to our service
components to assist their planning and preparation efforts.

These included, but were not limited to, publication on regional
threats by the U.S. Army Center for Health Promotion and Preven-
tive Medicine and coordination with the U.S. Air Force Institute for
Environment Safety and Occupational Health Risk Analysis.

Additionally, guidance was provided to components in detailed
medical operations planning and preventive medicine as part of the
commander-in-chief’s Operation Enduring Freedom campaign plan.

Force health protection and medical surveillance guidance and
requirements are specifically articulated in all deployment orders.
This guidance is based on joint directives and is detailed further
in the Force Health Protection Appendix of the Medical Support
Annex to the U.S. Central Command Operation Enduring Freedom
Campaign Plan.

The command continually issues followup messages with guid-
ance on potential threats and specific health issues, such as Rift
Valley Fever, meningococcal disease, and tuberculosis.

The Land Component Command was particularly aggressive in
anticipating the health threat potential posed by detainee oper-
ations, and instituted sound preventive policies and procedures to
address that threat.

Another particularly valuable tool we have used is a weekly se-
cure video teleconference with all Central Command forward-de-
ployed component medical activities as well as Continental U.S.
Service Medical Force providers, the Joint Staff, and the Armed
Forces Medical Intelligence Center.

This venue allows the opportunity to discuss realtime issues and
simultaneously disseminate information.

As mentioned earlier, prevention is the major focus in deploy-
ment of a health fit force. To ensure this state of readiness, each
military member completes or revalidates the pre-deployment
health assessment no more than 30 days prior to deployment.

This record is reviewed by a health care provider for significant
health changes or dental deficiencies which do not meet require-
ments or are in conflict with service policies.
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The focus is on medical or dental deficiencies which make the
military member non-deployable and is designed to prevent individ-
uals from deploying until their medical and/or dental situations
have been resolved.

Additionally, U.S. Central Command has an extensive medical
surveillance program which went into effect after Desert Storm.
The Operation Enduring Freedom surveillance process is an exten-
sion of this existing program.

We maintain oversight of this program by daily component medi-
cal situation reports and weekly disease and non-battle injury re-
ports. We have been able to monitor medical trends for potential
impact, future threats, and potential environmental concerns.

Ongoing surveillances and close monitoring of food and water
sources supplied by the command’s service components for compli-
ance with command policies has, to date, nearly eliminated out-
breaks of food-borne contamination and have alerted other com-
manders to the potential when unsafe conditions exist.

In summary, U.S. Central Command has fully embraced the pol-
icy guidance provided by the Defense Department, and we have es-
tablished strong force health protection and medical surveillance
programs and policies now being executed by our deployed compo-
nents in support of Operation Enduring Freedom.

We will continue monitoring the health and well-being of our
military forces through followup assessments—that is, the individ-
ual post-deployment assessment—and additionally work with other
functional areas and agencies for continuity of documentation and
further care.

There is still much we can do, and we will continue to improve
our methods and procedures as we proceed in the campaign ahead.
Our servicemembers deserve no less than the best quality of care
our nation may provide now and in the future.

Thank you very much, Mr. Chairman.

Mr. MORAN. You're very welcome, colonel.

For my understanding, would you describe your responsibilities
in this arena and how you relate to the troops of Enduring
Freedom?

Col. MAUL. Yes, sir. I am U.S. Central Command command sur-
geon. I am the senior medical advisor to the Commander in Chief,
Central Command, Gen. Franks.

In that role, I am the theater surgeon, if you will, for all activi-
ties going on, not only in the Central Command area of responsibil-
ity, which involves 25 countries, but also for the particular conflict
in Operation Enduring Freedom right now.

Mr. MoORAN. Were you engaged in a similar capacity during the
Persian Gulf War?

Col. MAUL. No, sir, I was not. I was much less in rank at that
time, in a different capacity.

Mr. MORAN. Do you have an appreciation for what your testi-
mony would be, someone in your position 10 years ago, if they were
in front of this committee telling us the same story with me asking
similar questions about our preparedness for the Persian Gulf
War?
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Can you tell me the improvements that you believe have been
made? Are there substantial changes in the way we operate today
compared to 10 years ago?

Col. MAUL. Yes, sir, I believe there are many substantial
improvements.

As I mentioned, we provide and instruct, actually, our subordi-
nate service components to brief their servicemembers thoroughly
on the medical threat that we prepare, in this case for Afghanistan,
those particular measure that we recommend they undergo to pre-
pare their troops for deployment.

We have continuous information available on our web site, for ex-
ample, that lists the immunizations required for our area of re-
sponsibility, our area of operation, also updating the medical
threats for particular parts of our AOR.

And then also, as I mentioned, in our deployment order, before
we actually launched troops, if you will, from the U.S. to Afghani-
stan, there is also specific guidance in there on immunizations re-
quired, chemical prophylaxis for certain diseases that we know
exist, again emphasizing the need to complete the pre-and-post-de-
ployment health care assessments, and the like.

So I mean, commanders are very sensitive these days, as are the
servicemembers, as are the medical support personnel who provide
in-theater care for those servicemembers, all are very sensitive
these days to the need to not only carry out the preventive medi-
cine measures, but also to continue this surveillance while in coun-
try and then be sure to follow up once the troops are re-deployed.

Mr. MORAN. You pointed out something that I hadn’t thought
about, which was we have military personnel deployed in that area
pre-Operation Enduring Freedom. We've had military men and
women in the Middle East subsequent to the Persian Gulf War.

I’'ve kind of framed the questions as 10 years ago and today, but
the reality is we’ve had men and women we’ve had to worry about
over the last decade on a daily basis in that arena, and I appreciate
the reminder that this is not just then and now.

I assume that we’ve made changes over the course of time to pro-
tect the men and women that have served there continuously.

Dr. Hyams. Can I add something to that?

Mr. MORAN. Sure, doctor.

Dr. Hryams. Mike Kilpatrick and I—I'd like to mention this—we
have actually an Infectious Disease Research Laboratory in the
Navy that’s been in Cairo, Egypt since 1947.

Mike and I were both stationed in that lab. In fact, Dr. Kil-
patrick was the commanding officer of that lab at one time.

So we’'ve routinely, since the late 1940s, trained military physi-
cians in the infectious disease threats that you would face in that
area of the world, so when we first deployed to Saudi Arabia in Au-
gust 1990, we already had a very good idea of at least the infec-
tious disease risk that we would expect amongst our troops at that
time.

Mr. MORAN. Are those kind of facilities elsewhere, besides Cairo?
| 1?1‘; Hyawms. Yes, sir. Mike, do you want to mention the other
abs?

Dr. KiLPATRICK. The Army and the Navy work this worldwide in-
fectious disease surveillance program together, both with their own
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labs—the Army has one in Kenya, which is primarily focused on
malaria.

The Navy has another lab in Peru, which looks at all the infec-
tious diseases that are in that area of the world. The Navy has a
lab in Indonesia, which is not fully operational right now, but
they’re opening a satellite lab in Vietnam. And the Army has a big
lab in Bangkok.

They’re both, all of those overseas labs are tethered to an Army-
Navy consolidated lab here in the Washington, DC area that fo-
cuses all of research.

In addition to what the Army and Navy are doing individually,
they are really coordinating what’s called the global emerging in-
fectious surveillance program, where they’re looking at infectious
disease threats worldwide with organizations like PAHO, World
Health Organization, state and other national laboratories report-
ing data on what are the diseases being seen in their people.

In fact, that lab, that whole program, the GEIS program is really
designing what is our flu vaccine going to look like next year, so
that it has more than just military application.

That kind of info is available. That kind of information is pro-
vided to the surgeons for the theaters and certainly is part of what
the medical people going into the theater have training on, so they
are up to date.

Mr. MORAN. I want to try to wrap this up. It’s unusual for me,
even as the chairman of this subcommittee, to have more than 5
minutes, and so I've enjoyed the opportunity to have a conversation
longer than normally allowed, but I don’t intend to drag this out
a lot longer.

Let me ask, though, Dr. Maul, are there troops in Afghanistan
that have experienced illness, and anything unusual about those
illnesses?

Col. MAUL. Sir, I'm pleased to report that our DNBI, our disease
and non-battle injury rate has been relative low, and this is in part
due to the tremendous efforts of our military medical community
and commanders’ attention to the matter of proper health screen-
ing prior to, proper immunizations prior to deployment, maintain-
ing field sanitary, or field sanitation conditions, and the like.

Our DNBI rates are now hovering at about the expected average,
and we really have not had, to this point in time, any significant
disease trends in the theater.

Mr. MORAN. Any specific concerns you have about those men and
women currently deployed, healthwise?

Col. MAUL. No, sir, I would believe not. Certainly with the pre-
evaluations, the environmental evaluations that CHPPM has con-
ducted in virtually every one of our basing and staging sites
throughout Afghanistan, Central Asia, Pakistan, and so forth, and
together with the measures that the commanders and the medical
personnel deployed are already taking, we think we have it covered
pretty well.

Mr. MORAN. Thank you. The weekly calls you mentioned—to the
medical command are there transcripts kept of those conversa-
tions?
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Col. MAUL. An informal transcript is made available from the
Joint Staff. They are invitees to that conference, and they are, as
I said, informally recorded.

Mr. MORAN. One of the topics that seems to continue to be at
issue is the ability to know where servicemen and women are—and
what is necessary to be able to resolve that particular issue?

Col. MAUL. Sir, if I could take that one as to what we’re doing
right now in Enduring Freedom, again, commanders are very
acutely aware of the need to maintain a close visibility of their
servicemembers, their troops, on a 24/7 basis.

With that said, and especially with our special operations forces,
who are very active within and without Afghanistan, those
servicemembers know, the medical personnel with them know, and
so forth, that even though because of security reasons they can’t di-
vulge locations during the execution of a particular activity during
the campaign, that once they are recovered, that they are to report
exactly where they’ve been when, and so forth.

So at least with the special operations forces, for example, we do
have a system in place for obtaining that information after the fact.

With other of our conventional forces, it’s a little bit easier, for
example, with the Navy, to keep track of them on the ships; Air
Force, keep track of them on air bases, and that kind of thing.

But again, commanders and troops are acutely aware of the need
to maintain location, excuse me, awareness of location.

Mr. MORAN. Colonel, let me ask one more about the men and
women in Afghanistan.

Have our troops encountered biological and chemical agents?

Col. MAUL. Not to this date. We have no anecdotal evidence or
intelligence to suggest that we have been exposed to any chemical
or biological agents.

Mr. MoORAN. Good. That’s good news. I do have several other
questions, but in light of the vote, you're saved from having to lis-
ten to me any longer.

I do appreciate the testimony. I particularly want to make sure
that you ultimately answer the question about the GAO report and
your intentions to implement their recommendations, the final, the
remaining items that have not been implemented, whether that’s
an intention of the Department of Defense and the VA. I'll submit
the few more questions in writing, including that one.

I appreciate the panel’s testimony. Thank you very much for your
time this afternoon. The committee will stand adjourned.

We will have an additional joint committee hearing with the Per-
sonnel Subcommittee of the Armed Services Committee next week,
March 7 at 11 a.m., so this conversation and issue will continue.

That joint hearing is to examine the VA-DOD sharing under
Public Law 97-174. I appreciate Congressman McHugh, Chairman
McHugh, working together to see that our two subcommittees pur-
sue these kinds of issues.

Thank you again, and we look forward to continued dialogue.

[Whereupon, at 3:53 p.m., the subcommittee was adjourned.]
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APPENDIX

QFFICE OF THE CHAIRMAN

THE JOINT CHIEFS OF STAFF
WASHINGTUN, 0.¢. 203189998

Reply Zi? Code: MCM-0006-02
20318-0300 1 February 2002

MEMORANDUM FOR: Distribution List

Subject: Updated Procedures for Deployment Health Surveillance and
Readiness

1. Force Health Protection [FHP} provides the copceptual framework for
optimizing health readiness and protecting Service members from all heaith
and environmental hazards associated with military service. A comprehensive
health surveillance systern is a critical component of FHP. Deployment health
surveillance includes identifying the population at visk through personnel wmt
datahases and pre- and post-deployment healih assessments, recognizing and
assessing potentially hazardous cccupational and environmental health
exposures and conditions, employing specific preventive countermeasures,
monitoring of real time health outcomes, and timely reporting of disease and
non-battle injury (DNBI} data to higher headguarters at least weekly. This
memorandum provides standardized procedures for assessing health readiness
and eonducting health surveillance in support of all military deployments.
Occupational and environmental health surveillance procedures have been
added. General guidanee is provided at Enclosure A and specific guidance is
outlined in enclosures B through F,

2. Effective 1 March 2002, the health surveillance and readiness procedures
described in this memorandum will be adhered to for all deployments {as
defined at Enclosure A). This memorandum supersedes the health surveillance
reporting procedures contained in the Joint Staff memorandurn MCM-251-98,1
and supports the implementation of DODD 6490.2.2 DODI 6490.3.% and
ASD{HA} policy memorandurnt

3. The Army Medical Surveillance Activity (AMSA) manages the Defense
Medical Surveillance System {DMSS) deployment health data repository. All
deployment health surveillance information will be forwarded to the DMSS for
permanent archival and mtegration with DOD health mformation systems,

4. Tri-Service Reportable Events Guidelines and Case Definitions, blank pre-
and post-deployment health assessment forms, DNBI reporting forms, and
DMSS contact information are located on the AMSA web site at:

hitp:/ /amsa.armyamil. Questions may be directed to DSN 562-0471, or
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commercial {202) 782-0471. The fax number is DSN 662-0612 or commercial
(2032) 782-0612.

5. The Joint Staff point of contacts are Major Brian Balough and Major Jeffrey
Gillen, J-4, Medical Readiness Division, DSN 223-3101 or commercial {703}
693-5101. This document is also available electronically on the Joint Staff web
site at http:/ /www.dtic.mil/jes/j4 / divisions/mrd/.

For the Chajrman of the Joint Chiefs of Staff:

Enclosure

References:

1 MCM-251-98, 4 December 1998, "Deployment Health Surveillance and
Readiness"

2 DODD 6490.2, 30 August 1997, "Joint Medical Surveillance”

3 DODI 6490.3, 7 August 1997, "Implementation and Application of Joint
Medical Surveillance for Deployments”

4 ASD-HA memorandum, 25 October 2001, "Updated Policy for Pre- and
Post-Deployment Health Assessments and Blood Samples™

Copy to:
Secretary of the Army
Secretary of the Navy
Secretary of the Air Force
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Under Secretary of Defense for Personnel and Readiness
Under Secretary of Defense for Policy

Under Secretary of Defense for Acquisition, Technology and Logistics
Chief of Staff, US Army

Chief of Naval Operations

Chief of Staff, US Air Force

Commandant of the Marine Corps

Commander in Chief, US Central Command

US Commander in Chief, Europe

US Commander in Chief, Joint Forces Commmand
Commander in Chief, US Pacific Command

Commander in Chief, US Southern Command
Commander in Chief, US Space Command

Commander in Chief, US Special Operations Command
Commander in Chief, US Strategic Command
Commander in Chief, US Transportation Command
Commander in Chief, US Forces Korea
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ENCLOSURE A
GENERAL GUIDANCE

1. Deployment. For the purpose of joint health surveillance, a deployment is
defined as a troop movement resulting from a Joint Chiefs of Staff
(JCS)/combatant command deployment order for 30 continuous days or
greater to a land-based location cutside the United States. This deployment
location does not have permanent US military medical treatment facilities {L.e.,
funded by the Defense Health Program)} and may or may not he directly
supported by deployed medical forces. Routine shipboard operations that are
not anticipated to involve field operations ashore for over 30 continuous days
are exempt from the mandatory requirements for pre- and post-deployment
heaith assessments. Commanders are highly encouraged to accomplish
deployed health surveillance activities for operations which may fall outside the
current deployment definition. If the duration of deployment is uncertain, then
the surveillance requirements described in this enclosure (pre- and post-
deployment health assessments, health readiness, and DNBI reporting) will be
met.,

2. Occupational and Environmental Health Surveillance. Occupational and
environmental health (OEH) hazards can seriously irpact the mission and erode
public confidence in the military’s ability to protect US personnel. These hazards
include exposures to harmful levels of environmental contaminants such as
industrial toxic chemicals, chernical and biological warfare agents, and radiologicat
and nuclear contaminants. “Harmful levels” include high-level exposures that
result in immediate health effects and significant impacts to mission capabilities,
Health hazards may also include low-level exposures that could result in delayed
or long-term health effects that would not ordinarily have a significant impact on
the mission.

a. Environmental Baseline Survey (EBS). Conducting an EBS of the deployed
site should be accomplished as early as possible to meet force health protection
mandates. The EBS identifles and quantifies occupational and environmental
health and safety hazards that pose potential risks to US personnel at US Force
locations. The EBS is intended to document occupational and environmental
health hazards so they can be considered during operational planning as part of
the operational Force Health Protection program. Technical guidance for
conducting these surveys can be found in Army Field Manual FM 3-100.4 or the
Alr Foree Alr Mobility Command Environmental Baseline Survey protocel, at
hitps://ame.scott.af. mil/sg/sgpb /readiness. himl.
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b, Industrizl Hazard Assessments {HA). The Armed Forces Medical
Intelligence Center {AFMIC) has developed reports that identify potential local
industrial operations and the hazards normally associated with those operations.
iHAs should be uiilized when pre-screening potential bed-down locations and
during follow-on validation of the EBS when completing the OEH risk assessment.
Preventive Medicine units use IHA information and EBS data Integrated with the
Operational Risk Management {ORM] process to identily OEH hazards, assess
their risks, determine appropriate countermeasures, and develop effective risk
eormmunication techniques for commanders and deployed personnel.

3, Disease Non-Battie Injury (DINBI). DNBI rates are an important tool at the
unit level. Abnortal rates indicaie a problem may exist which could negatively
fnpact mission readiness and preventive medicine countermeasures need to be
implemented. Historically, DNBI cost the field commander 99% of all
personnel lost from deployed forces {(validated during Operation DESERT
STORM) and are largely preventable. The most valuable DNBI surveillance
data ie near real-time. Thuely DNBI monitoring will permit: early casually
identification with potential adverse health trends, assessment of
coumtermeasure effectivenass, and determination for enhanced
conntermeasures.

4. Pre-deployment. The supporied combatant command, through
deployment orders ard separate instructions, will require the supperting
combatant commands and Services to accomplish the following at the home
station or processing station of the deplaying military member. The supported
cornbatant commands will incorporate the reguirements of this remorandurn
into their deliberate and crigis action planning:

a. Theater-Wide Health Preparedness.

{1) Review infectious disease and environmental health risks for the area
of pperations. At a minimun, the infectious disease risk assessment,
environmental health risk assessment, and disease occurrence worldwide
regional updates produced by AFMIC should be reviewed. These resources are
available through the intelligence component of the J$/combatant command
staff fe.g.. J-2, G2, $-2}, AFMIC maintains the Medical Environmental Disease
Intelligence and Countermeasures (MEDIC) CD-ROM and up to date
irdformation on the following websites:

hitp;/ /mic.afinic.detrick.army.anil/ {tulassiffed)
hitby: / Awww.dia, smil il /intel /afmic /afmic. html (SECRET GCCS)

hitpr/ fewwdiade, intel/ afmic/afmic. himt (SCI JWICS)

A2
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{2} Establish requirements. allocate and assign appropriate medical
resources to meet sceupational and environmental health assessment and
surveillance requivements, particularly in the earliest operational phases.

(3) Ensure commanders as well ag all deployable personnel are trained
in Service-specific operational risk management methods.

{4} Based on the threat, conduct studies at potential deployment sies {o
establish pre-deployment environmental health baseline conditions. Ensure
these are integrated with related efforts conducted in accordance with Joint
Puhblication 4-04, “Joint Ductrine for Civil Enginecring Support.”

{51 Complete risk assessments for alf known health hazards in
accordance with Joint Publication 5-00.2, “JTF Planuing Guidanee and
Procedures,” Joint Publication 2-01.3, “Joint Tactics, Techniques, and
Prucedures for Joint Intelligence Preparation of the Battlespace,” and Service
operational risk management guidance. Incorporate Health Risk Assessments
into overall operational plans and specify requirements for risk control
decisions by the appropriate level in the cormmand.

(6) Incorporate risk management and surveillance recommendations nto
the Foree Health Protection Appendix, Annex Q {Medical} of the deliberate or
crisis action plan. Ensure these risks are reflected in the overall Operational
Risk Summary evaluation. Communicate this infermation to subordinate units
for incluston inte their unit-level planning. Medical threats should alse be
integrated into Annex B (Intelligence) as appropriate.

{7} Inform Service meimbers of all known and perceived significant health
threats, including endemic diseases; entomological hagards; nuclesy, biological,
ar chemical (NBC] contaminants; toxie industrial materials {agricultural and
industrial); deployment related stress; and climatic/environmental extremes
{e.g., heat, cold, high altitude, wind blown sand and dirt).

{8 Employ proven preventive medicine countermeasures, to include,
avoidance of hazardous locations when consistent with operational goals, and
the use of appropriate personal protective measures and equipment.

9 Conduct pre-deplovment vulnerability assessment of preventive
medicine concerns {validating AFMIC-identified miedical threats], Assess
vilnerabilities to local food and water sources, potential epidemialogieal
threats, Tocal medical capabilities, veetor/pest threats, and hygiene of local
billeting and public facilities. These assessments will provide the necessary
information to determine the initial force protection strategies and resources
required o mitigate risks to DOD personnel and assels.

b. Individual Medical Readiness. The DD Form 2766, “Adult Preventive and
Chronic Care Flowsheet,” is the DOD standard form in the medical record for

A-3
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recording essential readiness indicators listed below. This will be the common
focation for minimum documentation by all Services, which may be
supplemented by other forms such as Public Health Service Form PHS 731 and
Service-specific forms. The DD Form 2766 will deploy with the individual.
Complete individual medical readiness processing, ncluding the following:

{1} BEnmunizations

{a} DOD Minimum Requirements. Must be current (as defined by
most recent Agvisory Committee on Immunization Practice vaccine specific
schedules) in tetanus-diphtheria, influenza, hepatitis 4, MR/MMR, and polio,

{bl Service-specific Requirements, Hefer to AFJL1 45-110,
AR 40-562, BUMEDINST 6230.15. and CG COMDTINST MG6230.4E,
“Immunizations and Chemoprophylaxis,” 1 November 1995.

{2] Deployment-specific medical countermeasures. Based upon the
geographical location, the combatant command will defermine the need for:

fa} Additional immunizations {e.g., anthrax, meningococcus,
Japanese Encephalitis vaceine).

b} Chemoprophylactic medications {e.g.. Mefloguine, Chiorogquine,
Doxyeyeline}

(¢} Other individual personal protective measures (such as insect
repellent, bednetting, and uniform impregnation).

{3} Required occupational health persenal profective equipment and
training. For exsunple: hearing profection, eye protection, NIOSH approved
regpiratory protection (inchuding spare filter cartridges], protective clothing, and
personal exposure dosimeters such as these that monitor chemical or radiation
exposures.

{4} Individua! Health Assessment, Conduet pre-deployment health
assessments using the DD Form 2793 (Pre-deployment Health Assessment}
and processing guidance at Enclosure B and ensure medical and dental
requirements are current IAW Service policy, including:

{a} Mandatory occupational health examination and fradning
requirements {e.g., respirator exams and fit testing].

(bl Dental Class I/IL
fc} No significant healih conditions {e.g.. P-4 profile, pregnancyl.

Ak
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{d} Collection of additional bascline biologieal samplea as warranted
hy the deployment health threat.

(e} HIV testing IAW Service policy or the supported conibatant
command policy (serves dual purpose: HIV screening and pre-deploymerit
serum samplel.

i} The most recent inberculosts skin fest TST) resulis mpust be
documented appropriately in the deployment healfh record. Curreney {or
periodicity} of TST is established by Service spacific policies based upon
analysis of Service unigue risk factors. Thus, Service policies may permit
more than a 24 month period o clapse bebween TSTs. For previous PFDR
converters handle IAW Service policy.

{g] DINA sample on file. To confirm the unit/individual statas of DA
specimens on file, contact the DOD DNA. Specimen Repository [veice 301-
205-4379, fax 303-285-4380, or e-mail afrssir@afip.osd.mil).

tht 80-day supply of prescription medications.

() Reguired medica)l equipment (glasses, protective mask inserts,
hearing aids, dental orthedontic equipment, efe).

{8} Medical Record. Creafe/Update the deploved medical regord (D1
Form 27686} with:

{a} Rlood type.

{b] Medications/allergies,

fc} Special duty qualifications.

{d) Corrective lens prescription.

{e} Trumunization record.

B DD Form 2795, Pre-deployment Health Aggessment ,

{g} Medical summary sheet identifying medical conditiong {G6PD
deficiency, sickle ocll frait bS], ete}

©. Pre-deployment Health Threat Brief, Provide information to deploying
personnel identifying health threats ang! countermeasures to include applicable
immunizations and other pre~exposure investigational new drugs such as
pyridostigmine bromide.

5, During Deployment. The supported combatant cornmand will provide
guldance and support to cotmponent commands to:

AB
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a. Ensure subordinate medical activilies conduct timely, standardized,
comprehensive surveillance, tisk assessments. and prevention of health
hagzards. These activities are based on the threat assessment and guidance
pravided in the Services’ implementing instructions to DODI 6480.3,
“Tmplementation and Application of Joint Medical Surveillance for
Peployments,” DODI 8855.1, “Deparirnent of Defense Safety and Ocoupational
Health,” to include DNBI {Encdlosure ), reporiable medical svents {Enclosure
P}, and Ocoupational and Environmental Health Swrveiliance {Enclosure Bl

b, Ensure DOD health surveillance requirements are met for reporting and
archiving of health surveillance data and reports (DNBI, Reportable Medical
Ewvents, occupational and environmental health surveillance data, etcl.

Ensure docuamentation in the ndividual medical vecords of all individual health
troatment provided at all levels of care and any notable environmental and
occupational exposures. Special attention is needed to ensure individual
exposure records can be linked to individual health records.

o. Ensure environmental healih risk asgessmends are conbinuoshy
reviewed and updated throughout the deployment using data coliected in
theater. Ensure newly identified in-theater risks are assessed angl incorporate
operational risk management processes to provide commanders informatiax for
dissemination to military members. Collect data that are appropriate for
medical record documentation. Significant wewly ideniified risks should be
conwnunicated o all appropriate organivations, including the Defense
Intelligence Agency (DIA] through AFMIC, Joint Task Forces (JTFs], combatant
commands, Services, and Service Occupational and Environmental Health
Centers.

4. The JTF/carbatant coppnand personne! readingss woit will ensore the
Dafenise Manpower Data Cenfer (DMDC) is provided theater-widea rosters af all |
deployed personnel, their unit assignments (company-sized or equivalent} and
the unit’s geographic locations IAW the reporting requirements of DODI
13388.5, "Automated Exiract of Active Duly Mililary Personnel Records,”
Enclosure 5, including atiachment. Acourate personnel deplovioent rosters are
raguired to assess the relative significance of medical disease/injury in terme of
the rate of ocowrrence among the deployed population. Without the means o
identify the locations of deployed personnel it will not be possible to accurately
determine potentisl exposures to hazardous materials and agents.

e. Cenduct pest cantrol operafions using fhe infegrated pest management
{IPM) program degcribed in DODI 4150.7, “DOD Peat Management Program,”
22 April 1996, and current Armed Forees Pest Management Board guidance
{Technical Information Merorandmm No. 1, “AFPMEB Publications.” January
2001} Document the fypes, concerirations, ameunts, application methods,
dates and tmes, lecations, and the personne] polentially exposed {o the

28
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hagardous substancos [AW QASDIATRL) memerandummn, dated February 1.
1988,

8, Post-Depioyment.

2. The combatant command or Service components will provide guidance
and support o ensure the following are accomplished In-theater prior fore-
deployent:

(1} Condupt timely post-deployment health assessments uaing DD Form
2798 and processing guidence at Enclosure F.

{3} Hentlly Service members In nieed of medical svaluation upon refum
to home/processing station based on review of medical treatment received in
theater, the post-deployment heaith assessment form, and othey pertinent
health surveillance data. Réserve component members in need of a more
detailed medical evaluation or treatment shall complete DD Form {Report of
Medical Assessment} and, with the member's consent, he retained on active
duly pending resclution of their medical conditions as provided in section
12301 of Title 10, United States Code, and implemented in ASD{RA)
memerandum, 26 May 2000, “Authority to Call Reserve Component Members
to Active Duly for Medical Purposes.”

{3} Conduct medical debriefing with re-deploying Serviee members on aff
significant health events, exposures, angd concerns {also identified on post-
deployment health assessments). Ensure these evenis and exposures are
documented in individual Service member's health records. Medical debriefing
ideally occurs within 5 days prior to departure from theater, but may be
condducted within § days upon relurn o CONUS/home stafion.

4) Ensure significant occupational and environmental health related
evints /exposures are included in operational After Action Reports (AARs). This
shall include any disease ouibreaks, location of industrial sources,
contaminated sites {hazardous maferials fwastes, NBC, other}, presense of
disease vectors, and other operational factors that affected the overall health
stafus {acute, chronic, or latent effects) of the deploved Service members,
Engure AARs are provided to the intelligence commumnity (including AFMIC) and
Service centers for lessons learned to be incorporated into future operational
planning. Ensure afl secupational and environmental health data is orwarded
for analysis and archival in accordanes with the procedures in Enclosure E,

(5} Develop and forward force health protection lessons learned to the
Joint Uniform Lessons Leammed Systemn (JULLS).

b. The Services or supporiing combatant commandy must accomplsh the
foliowing at the home station or proecessing station of the re-deploying service
metnber:
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{1} For deployments to high TB threat areas or operations such as those
involving close condact with large refugee populations, conduet T8 screening
between 3 and 12 months after redeplayment IAW Service-specific
requirements. For deployments to non-high TB threat areas, conduct TB
sereening IAW Service-specific policy. Interpretation of the Tuberculin Skin
Test {IST) vesults should be JAW Service policy.

{2} Collect, when indicated by Service policy, & s¢rum sample for HIV
testing and storage in the serum repository. Collect additional biological
samples as warranted by the events occurring in theater or post-deployment
health assessment responses and evaluations.

{3} Conduet addifiong] health assessments and/or health debriefings
when indicated.

¢, Service members refurning from & theater with, deployment related
health concerns will be evaluated using the Post-Deployment Health Clinieal
Practice Guideline. Health care providers should consult the DOD Post-
Deployment Health web site, www.pdhealth.mil, for firther information on the
clinical practice guidelines,

AB
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ENCLOSURE B

PRE-DEPLOYMENT HEALTH ASSESSMENT FORM
{D1? Form 2795} PROCESSING GUIDARCE

1. Sepvice members must complete or resvalidate the health assessment form
&t their home station or processing station within 30 days prior to their
deployment. Internet forms may be locally repraduced. Blank forms are
available for download from the Army Medical Surveillanice Activity (AMSA] st
the following web-site: hitp://amsa.army.mil. Forms should be printed on
hoth sides in & head-to-head orientation, Forms should not be stapled or
treated with chergicals.

2. The form must be administered and then imroediately reviewed by a health
omre provider. The provider can be a medical technivian, medic or corpsman
for administering and initially reviewing the questionnaire. Howgver, positive
responses to questions 2-4 and 7-8 must be referred to a physician, physician’s
assistant, nurse, or independent duty medical fechuiclan.

3. The original of the completed form must be placed in the Service member's
permanent medical record. Copies will be immediately forwarded to the AMSA,
Building T-20, Room 218 [ATTN: Deployment Forms), 6900 Georgia Avenue,
N.W.. Washington, D.C.. 20307-5001. DSN 662-0471 or comumercial {202) 7823~
0471,

4. AMSA receives pre-deployment health agsessmenig, performs data entry,
and integrates the data into the Defense Medical Surveillance System (DMSS)
AMSA has the capability fo provide the Joint Staff, combatant commands, and
the Services with pericdic treénd analysis reporis on the completed DD Forros
2785,
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mn PRE-DEPLOYMENT Heaith Assessmant ]

23523

Authority: 10 U.S.3 138 Chapter 55, 1074%, 3013, 5013, 8013 and E.O. 9397

Principit Purpese: Te asaRss your steta of frenl B betore po%'tb)e daployment ovtside {he United States in support of mititary
eprations and 12 assin e s B B ans 4 resent and iwre medical care o you.
Routing Use: Vo other Faders! and Nata 2 feg and civifian iders, A% v order v provide neceisny

mafica) care and treatment

Disclosure. (Military prrsonet and DaP civilitn Emplayees Only}Voluntary. (fngt provided, healthears WILL, BE furnished, but
comprehensive &I Mmay not be possible,

oo

INSTRUGTIONS: Ploass read sach question Surfipseishy and tereliily mrasking §ur % 7
for gach question. ¥ydt do not % uestion, ask the administrator.
Last Narme Today's ate Yy .
i T FTT TP b Tl 7171
EENERNEEEERRERRRRENNEEENREE
Flrst Name - L Booigt Seeinity Nomber
TTITO0 L -C-CE T
CIIT T I oy CLnd
Ug!;(ﬁy'mg unit DOB (deimmilyyyy)
eying, - -
crrrrrrrrr oy L g
Eond Service B o) ¢ Poy Srady
» i E : oy QUL owt
Q Mate O Al Foroa O Active Duly Sez Qo Swe
0 Frynals O Ay € National Guard OBl QIT Oows
O Coust fhuard O Reserves GES g gg O:va
O Marine Corps © Cvian Gougmmen Sployes 9B R& Sl
3 Navy cer Qo7
© Other ogs 008
oz Q08
O 010
Lnnaton of Operation
G Europe 2 Augtratia
£ 59 asin O Aks
O 55 sk O Centrst Armsics
O Asia (Othery Q Unknawn Administrator Use Only

{2 South America L
Indicate the status of each of the follawing:

Locafion {iff KNUWR] {077, TOWH, & BASEL Yes Hp MR
Pl [ 3 i § T [ j S0 O Mede! lveal Whelhg tonpkiad
i Lii il i o tmation ot et
Eist couniey {F KNOWNY GO D Medical informalion sheef distigla
t i [ i ’ i 1 f l i l ] § J_ i G O O Serumfor HV drawn within 12 manthy
O Q ¢y Immunizatiors current
Mams of Operation: O O [ PPD screening withio 23 months

NEEENERERENER
esiesd

P oo rormzres, vay 1000 ASD (HA] APPROVED SEPTEMBER 7898 Vor 1.3 EE o
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. E PLEASE FiLL IN BOCIAL SEGURITY # m - [D - [ E:D .

33823
L. Would you s3y your health in general is: O Eugellent O Very Good O Good O Far O Poor
2. Do you have any medical or dental problemg? O Yes O e
3. Are you currently on @ profile, or light duty, or ars you undergoing a medical toard? O Yes ONe
4. Are you pregnant? (FEMALES ONLY} Q Don't Know QO Yes QO No
8. Do you have a 80-day supply of your prescription medication o birth control pills? O NiA O Yes O No
8 Do you have two pairs of prescription giasses [if worn} and any other personal medical squipmest? O N OYes  OhNo
7. Uuring the past year, have you sought counsaling or care for your mentat health? OYes Ot
8. Do you currently have any guestions or cancerns about your health? O Yes O Mo

Please list your concerns;

Service Member Signature

T certify that responses on this form are true.

Pre-Depioyment Health Proy view {For Health Pro:

After interviewiexam of patient, ihe following problems were noted and ized by Review of . More than one may be
noted for patients with rultiple problems. Further documentation of problem to be placed in medical records.

REFERRAL INDICATED oGt
O None ocu
Cardi
2 Cardiac o
O Combat ¢ Operstional Stress Reaction
O Mental Health
O Dental

o
O Dermatologic O Neurdlogie

O ENT O Orthupedic

G Eye O Pregnancy

© Family Problems & Putmonary

O Fatigue, Malaise, Multisystern complaint O Othar

FINAL MEDICAL DISPOSITION: O Deployable 0 Not Deployable

Comments: i not deployable, explain)

1 certify that this review process has been completed.

Provider's signature and stamp
Date {dd/mmlyyyy)

oo L]

823
. DD FORM 2795, MAY 1999 ASD) (HA) APPROVED SEPTEMBER 1998 Ver 1.3 Eg .
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ENCLOSURE C

WEEKLY DISEASE AND NON-BATTLE INJURY
{DNBI REPORT INSTRUCTIONS

1. Digease and Non-Battle Injury Rates - The Vital Signs of the Unit

a. Disease and non-hattle injury (DNBI rates are an important tool at the
unit level. The DNBI report summarizes the weekly DNBI data rates and
provides baseline rates for comparisort, Abnormal rates indicate a problem
exists which could negatively impact readiness and indicates preventive
medicine countermeasures heed to be implemented. Unit data st be
reported weekly {ending Saturday 2359 hrs localj via command channels
through the JIF Surgeon io the Combatant Command Surgeon. Additionally,
DNBI data must be simulianecusly reported to the Service Surveillance Centers
for further analysis and to the DMSS for repository purposes. Service Health
Surveillance Centers {AFIERA, NEPMU, and CHPPM) further analyze DNBI
data, identifying adverse trend and reporiing health threat anomalies to the
JTF/Combatant Commmand Surgeon. The supperted Combatant Conrnand
Surgeon will release DNBI reports to the Joint Staff and the
Services/components when significant medical threats are encountered.

b. The DNBI report is based on unit logs, which must record at a minimum
the following information on every patient encounter. Some information
required for record as part of the DNBI data coliection {e.g. name, SSN. gender,
unit, ete.) is not required for completion of the “Weekly DNBI Report”. The
purpose of collecting this information is to allow local medical authorities to
quickly review pertinent data that describes the ocourvence of medical events.
This is particularly useful for investigation of outbreaks or other medical
problems, which may occur during the deployment. Information sources for
the DNBI report include the sick call log, electronic patient record, and
aceident reporta:

{1} Patient’s name, SSN, gender, anit, wnit identification code [UIC), and
duty location.

{2) Type of visit - new, follow-up, or admirdstrative.
{3} Primary complaint.
{4} Final diagnosis.

{8) Injuries, a classification into recreation/sports, motor vehicle
accident (MVA), work/raining, or other.

{6} Final disposition into one of the following categories:

« Full duty.
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« Light duty fnumber of days).
+ Sick in quarters {munber of days).
+  MTF in-patient admissions (number of days).
{7] DNBI category (case definitions provided at the end of this enclosure).

e Sick call logbooks, electronic patient records, and other records of raw data
compiled to create the DNBI report nxust be retained by the medical unit at the
conclusion of the deployment for at least one-year. Medical units will forward
copies of all deployment sick call logs annually to DMSS for archiving.

2. DNBI report mstructions.

a. Record the administrative data in the spaces provided at the top of the
“Weekly DNBI Report” formn, located at the end of this enclostire, QObtain
average troop strength for the reporting period from the 5-1/44-1.

b. Review the sick call log and add up the tofal nunber of new cases
{excluding follow-ups) seen during the week in each DNBI category. Fill in the
appropriate block. Add up the total DNBI and record the number in the space
provided.

¢. To calculate DNBI rates, divide the total number of patients seen in each
category by the average troop strength, and multiply by 100. For the
gynecologic category, the FEMALE troop strength must be used {o calculate the
rate, not the total troop strength. Remember 1o calculate an overall DNBI total
rats.

Example. If there were 20 dermatological cases
this week in 500 troops, the DNBI rate {percent)
for dermatological cases would be caleulated as

follows:
DNBI (%) m{i@?ﬁi}xiﬂo
#Troops

20
DNRT, %= XIO0%
w2 55

DNBL, (%) = {0.04 100

DNBI,

= o

{(F)=4%
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d. Next, add up the total number of estimated light duty days, lost
workdays (total of sick-in-gquarters days plus in-patient admission days), and
MTF in-patient admissions in each category, and fill in the appropriate block,

e. Compare calculated rates for each calegory with the suggested reference
rate for that category {conument is reguired under the section “Problems
Identified - Corrective Actions™ for all categories where rates are above the
suggested reference rate). When comparing rates, keep the following
information in mind:

{1} The suggested reference rates are only approgmate and should be
used as a rough guide only, The combatant conunand or JTF Surgeon may
modify the “Suggested Reference Rates” based upon theater/deployment
specific trends. Establishing statistical confidence levels of 2 and 3 standard
deviations is desirable when sufficient DNBI daia has been collested.

{21 Exceeding a rate by 0.1 percent is not necessarily an indication of
significant problem. Rates between 2 and 3 standard deviations should
heighten surveillance. Rates exceeding 3 standard deviations indicate that
there is a health problem requiring urgent attention, possible intervention, apl
reporting to the JI¥ /Combatant Command Surgeon.

{3} The individual suggested reference rates are not intended to add np
to the total DNBI suggested reference rate. An individual category could have a
high rate without causing the total rate to exceed the reference rate - attention
to the individual category is appropriate and necessary in this situation.
Alternatively, the tolal DNBI rate could be high without causing individual
categories to exceed their reference rates - attention o systemie problems
causing general sick call visits {o rise is appropriate and necessary in this
situation. .

{4} Use cotnrnon senge in interpreting the DNBI vates. Track DNBI rates
over thrre and compare current DNBI rates with your unit's past DNBI rates for
comparable situations.

3. Report weekly DNBI data to the unit commender and to medical personnel
at higher echelons {as noted in the first paragraph of these instractionst. The
combatant connnand is the releasing authority for all reportahle DNBI
outcomes. Service centers will coordinate with theater medical surveillance
tewms, if deployed, or JTF surgeon when adverse frends occur. The theater
surveillance teams will augiment organic preventive medicine units to
investigate the cause of the adverse DNBYI incident.
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CASE DEFINITIONS
Notes:

1. Count only the initial vigit. Do not count follow-up visits.

2. All initial sick call visits should be placed in a category. Some patients with
multipte ailments may need to be counted in muitiple categories.

3. If in doubt about which category, make the best selection.

4. Estimate days of light duty, lost workdays, or admissions resultityg from
initial visits.

Combat/Operational Stress Reactions - Includes acute debilitating mental,
behavioral, or somatic symptoms thought to be caused by operational or
combat stressors, that are not adequately explained by physical disease, injury,
or a preexisting mental disorder, and that can be managed with reassurance,
vest, physical replenishment, and activities that restore confidence.

Dermatological ~ Discases of the skin and subcutaneous tissue, including
heat rash, fungal infection, cellulitis, impetigo, contact dermatitis, blisters,
ingrown toenails, unspecified dermatitis, ete. Includes sunburn.

Gastrointestinal, Infectious - Al diagnoses consistent with infection of the
intestinal tract. Includes any type of disrthea, gastroenteritis, “stomach flu,”
nausea/vomiting, hepatitis, ete. Does NOT include non-infectious intestinal
diagnoses such as hemorrhoids, ulcers, etc.

Gynecological - Menstrual abnormalities, vaginitis, pelvie mflammatory
disease, or other conditions related to the female reproductive systemn. Does
not include pregnancy.

Heat/Cold Injuries - Climatic injuries, including heat stroke, heat exhaustion,
heat cramps. dehydration, hypothermia, frostbite, trench foot, immersion foot,
and chilblain.

Injuries, Recreational/Sports - Any injury occurring as a direct consequenaes
of the pursuit of personal and/or group fitness, excluding formal training.

Injuries, Motor Vehicle Accidents - Any infury cecurring as a divect
consequence of a motor vehicle accident.

Injury, Work/Training - Any injury occurring as a direct consequence of

miilitary operations/duties or of an activity carried out as part of formal military
fraining. to include organized runs and physical fitness programs.,

C-4
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Injury, Other - Any injury not included i the previously defined injury
categories.

Ophthalmologic - Any acule diagnosis involving the eye, including pink-eye,
conjunctivitis, sty, corneal abrasion, foreign body, vision problems, etc. Does
not include routine referral for glasses (non-acutel.

Poychiatric, Mental Disorders — Debilitating mental, behavioral or somalic
symptoms that meet diagnostic criteria for or have been previously diagnosed
as a psychiatyic/mental disorder. Does NOT include symptoms due to
identified physical disease or injury, or symptoms better explained as a
transient combat/operational stress reaction.

Respiratory - Any diagnosts of the: lower respirafory tract. such as bronchitis,
prewmonia, emphysema, reactive airway disease, and pleurisy; or the upper
respiratory tract, such as “common cold,” laryngitis, tonsillitis, tracheitis, olitis
and sinusitis.

Sexually Transmitted Digseases - All sexually transmitied infections fnchnding
chlamydia, HIV, gonorrhea, syphilis, heipes, chancraid, and vengreal warts,

Faver, Unexplained - Temperature of 100.59F or greater for 24 hours, or
history of ehills and fever without a clear diagnosis {this is a screening category
for many tropical diseases such as malaria, dengue fever, and typhoid fever).
Such fever cannot be explained by other inflammatory/infections processes
such as respiratory infections, heat, and overexertion.

All Other, Medical/Surgical - Any medical or surgical condition not fitting info
any category above.

Dental - Any disease of the teeth and oral cavity, such as periodontal and
gingival disorders, caries, and mandible anomalies.

Miscellaneous/Administration/Follow-up - All ofhér visils to the treabment
facility not Biting one of the above categories, such as profile renewals,
pregnancy, immunizations, prescription refills, and physical exams or
laboratory tests for administrative purposes.

Definable - An additional calegory established for a specific deployment based
upon public health concerns {e.g.. malaria, dengue, airborne/HALQO injuries,
et
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L WEEKLY DNBI REPORT -
/ Uit 3 Treop Strengths
Datas T ! foy OOOL) Through Saturd:
Individual Freparing Rep

Phonat

Problems KentiBed: _ o e ive Actions:

DNBL Reporiing Fonm for Joint Deplayments
JOINT $TAFF APPROVED - NOVEMBER, 1998
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ENCLOSURE D
TRI-SERVICE REPORTABLE MEDICAL EVENT LIST

Londition 1054 eode Londition 08 gode
1. Amebtasts Goe .\ Listertgsos 227,06
2. Anthrax 022 92, [yme Disease Q88.8)
3. Biclogical Warfawe Agent Exposure  E9a7.1 S8, Malaria (alh

4. Botulism 6081 @) Malaria, Faleipani 084.0
5. #rucellosis 023 ) Malariz, Vivax 084.1
8. Campylohactey Qo842 ©} Maiaxia, Malarian 0842
7. Carbon Monoxide Pofssning 988 @ Majara, Ovale Q548
8. Chemical Agent Exposure i) 2} Malaria, Unspecifiog o848
2. Chlamydia 099,41 39, Measles 08§
10. Cholera 003 40, Meningococcal disease

11. Coccidioidorynosis 114 &} Meningitis 036.0
12. Cold Weather Tnpury {AID ) Septicemia 0362

2} OWL. Frostbite e 43. 3gareps a7z

B CWE Fypoltwoniz 9B 42, Partussis oF3

<} CWE, Immersion Type -3 ¥ 43, Plague o0

d) CWL Unspecified 2319 44. Pnsumococcal pogumatia, 481
13. Cryptosporidivsis 07 4 45, Poliomyelitis 045
14. Cyclosporinsis 136.8 46, @ fever 083.0
15, Dengue Povey OB% 47, Rabies, Haman o071
6. Diphtheria 032 4B. Relapsing Ferer 087

FE TR MIBTINT 00804 42 Rhwaymatio Fever, Acule ez
1% Ehrlichiosta o835 5. Rt Valiey Fever D688
19. Encephalitis 082 51. Rocky Mountain Spatted Fever 0820
20. Filariasls 128 82 Rubella 056
21. Giardiasis oL 53, Salmonellosis 003
22. Gonorrhea 22 B4, Schistosommiasis 120
23, H.Inflvencae, Tavasive [ 3 B8, Shigelesis ong
34 Handavires Infeotion eriat)d S8, Smalipex 2B
5. Heat Injuries BT. Streplococews, Group A Jivaske  838.0

a) Heat BExhaustion 992.3 38, Syphilis (All)

b) Eeat Stroke 2920 #) Syphilis, Primary/Secundary 091
96. Hemorrhagic fever 085 ) Syphilis, Latent 096
27. Hepatitis A 0701 o} Syphilis, Tertiary 095
9. Hepatitis B 070.3 ) Syphiits, Congenital i
25, Hepaitis : 070.31 59, Tetams 557
30. Influenza 487 0. Toxic Shock Syndroms TRRZS
31. Lead poisoning P34 81, Trichinosis 124
32. Legionellosig 484.8 89, Trypanosomiasis 086
33. Leishmaniaals (all) 8%, Tuberculosis, Pulmgsary 0131

2} Leishmaniasis, Cutaneous feiicR Y B4, ‘Tutaremia 021

B} Leishmaniasts, Mucoontancsus (B33 85 Typheid Fever Ha2

<} Leisfamaniasts. Visceral 0858 BB, Typhus fver e

&} Leishmaniasis, Unspecified 0858 Y. Urethritis, Non-Congomeat 89G.50
34. Leprosy 040 88, Vaccine. Adverse Bvent 2793
35. Leptospirosiy 100 64, Varicella, Active Duty Only 052

70, Yellow Fever 060
NOTES:
U This Bst represents minimum reportable svents and can be Dy the Comd is a8
rETessary.
Z} Trs-Berviee Reportable Bvents Chddelines and Case are avaiiabie al Liin:{ /owsz aonuand under

"Boenments” heading.
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ENCLOSURE E
OCCUPATIONAL AND ENVIRONMENTAL HEALTH SURVEILLANCE

1. Introduction. Traditionally. deployment medical risk analysis and
assessments have concentrated on the histerically proven threats posed by
infectious disease as a major cause of Disease and Non-Batile Injury (DNBI).
Recent studies condueted by AFMIC, "DIA Report ~ Medical Infelligence
Assessment of Deployment Environmental Health Risks,” Jan 99, DI 1816-8-
99, considered the risks of exposure to chemical and physical hazards from
enwironmental contamination as an increasingly inportant element of foree
health protection, whether as the result of an accidental release, existing
contamination of a directed action by an adversary.

2. Occupational and Environmental Health (OEH) Risk Assessnient Process.

a. Background. Occupational and environmental health hazards can sexiously
ignpact the mission and erode public confidence in the military's ability to profect
US persermel. These hazards include exposures to harmiful Tevels of
enviropmental contaminants such as toxic chemicals, radiation, or biological
agents. “Harmiful levets” include high-level exposures that result in immediate
health effects and significant impacts to mission capabilities. Health hazards may
2o include low-level exposures that could result in delayed or long-term health
effects that would not ordinarily have a significant fupact on the mission.
Conmnanders must ntilize OBH swrveillance to identily these hazards, assess the
potential risks, determine appropriate risk control measures, and communicate
these risks to their forces via Operational Risk Management (ORM] processes,

b. ORM as cutlined in Service Doctrine, is a process for ideniifying,
assessing, and conirelling risks from operational hazards, including OEH
hazards. Risk is determined by estimating the probability and severity of &
potential adverse impact that may reswlt from hazards due to the presence of
an adversary or some other hazardous condition (i.¢., such as envirenmental
contamination}. Risks range from Jow through extremely high. Leaders sesk io
mitigate risk by evaluating hazards and implementing ORM options dining
operational planning. When applied by medical personnel the ORM process
allows planners to include the assessment of the severity ol hazards,
characterize the risks in the context of the proposed operation, and then
effectively communicate the risk assessments and appropriate control measure
options to the Commander. Commanders then make informed decisions by
balancing the OEH risks and other operational risks with mission
requirements.

¢. Risk Assessment Process. The matrix below surnmarizes the ORM
process. It is a qualitative tool. but the process of categorizing the health
effects is Targely quantitative. The quantitative paramieters include, but arenot
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Himited to: dose, exposure Hime, roitte of exposure {skin, inhalation, ingestion,
ete), and comparisons to established acute and chronic toxic thresholds.

RISK ASSESSMENT MATRIX

HAZARD PROBABILITY

HAZARD Frequent {A) Likely (B} Occasional () Seldom (I3} Unlikely {£)
BEVERITY

Catastrophic {{}
Critical {I1)

Marginal {11])
Negligible IV}

RISK ESTIMATE

{1) Hazard Probability (horizontal-axds). The likelihood of a Service
merrber encountering a hazard. Effective employment of mitigation strategies,
such as personal protective equipment or avoidance, usually shifts the Hazaxd
Prohability to the right, thereby decreasing health rish,

(2) Hazard Severity {vertical-axis). A measure of the impact of the
interaction of the hazard with the human, this relates biochemical and/or
physiological side effects {short and long term} 1o health culcome,

{3} Risk Estimate. The body of the matrix defines the visk estimate
ranging from sxtremely high to low.

d. Risk Assessinent Components. The OEH Risk Assessments should
inchutde an evaluation of occupational health exposures from deployed
operational tasks and ambient envirormmental health exposures: air, soff,
potable and non-potable waters, ionizing and non-lonizing radiclogical sonroes,
vector borne threats and other physical hazards, OEH hazards may be present
as contamination from historical site usage, battle darnage, stored stockpiles,
and adiacent commercial or residential sites. The OEH Risk Assessment
requires initial and continued surveillance of the following criteria componends:

B2
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{1} Ambient Air. The assessment should monitor for volatile organic
compounds {(VOCs), semi-volatile organic compounds {SVOCs], polynuciear
arorpatic hydrocarbons {PAHs], pesticides, metals, radiation, total and
regpirable particulate matter (PM]}, and combustion-related pollutants such as
carbon monoxde, sulfur dioxide, ozone, and nitrogen oxides. Other
contaminants may include: chemical warfare agents, military smokes and
chscurants, riot control agents, and other toxic indusirial materials expected to
be present in the area of operations.

(2) Soil. The assessment should monitor for heavy metals, pesticides,
herbicides, VOCs, SVOCs, explosives, and radiation. Additienal samples
should be eollected following hazardous material, petyoleum, off and Inbricants
{POL) spills and prior fo closure of the site to document final conditions. Data
to support this assessment ray be available from the Environmental Baseline
Surveys (see paragraph 3a below).

{3} Water. The assessment should include an evaluation for chemical,
metal, biclogical, and radiclogical centent of potable and non-potable waters
IAW the DOD Tri-Service Field Water Guidance {Sanitary Control and
Surveillance of Field Water Supplies (AFQOSH 48-7 /NAVMED P-3010-9/TBMED
577)). This criteria includes water-vulnerability assessments identifying
difficuities in maintaining a potable water source, egsential non-potable water
availability needs {e.g., santtary and fire fighting} and vuinerability to sabotage
or process upsets. Identify and evaluate proposed wastewater {including
greywater) collection and treatment or disposal systenis.

{4} Radiological Surveys. The assessment should include an evaluation
of ihe need to survey sites for background radiation, ionizing and non-fonizing
radiation sources, and radiological contamination. If battle damage is present,
perform a rapid hazard assessment for radiation sources and radioactive
contamination. Acceptable exposure levels should be established for the
theater according to NATO STANAG 2473.

{5} Noise. An environmental noise assessment sheuld be performed
industrial or other noise-producing hazards exist.

(8) Occupational Health, Assess occupational bazards and determine
whether control measures are in-place and adeguate. Recommenud appropriate
countermeasures, decument cocupational health exposures, and report results
to immediate supervisors and commanders.

&, Record keeping and Reporting Requirements.

{1} Document the following data for each samyple collected @ & unigue
sample number /designation, sample location {established with military GPS, if
available}, date and time the sample was taken, sample type {e.g., bulk, grab,
corpposite, blank), sample media {air, water, soil), sampling method, sample

E-3
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site conditions, any immediate corrective actions required. sampling personnel
information, and laboratory information.

{2] As operations allow, report sample results and risk assessments ag
quickly as possible to local medical units and JTF Surgeon in accordance with
theater policy. Surnmary reports will be sent from the JTF Surgeon to the
Corobatant Command Surgeon. Copies of all data, data summaries, finat
reports, and investigations will be forwarded, at least quarterly, from the JTF
Surgeon to the Combatant Command Surgeon and to the Deployiment
Environmental Surveillance Program (DESP), US Army Center For Health
Prometion and Preventive Medicine, ATTN: MCHB-TE-EES, 5158 Blackhawk
Road, Aberdeen Proving Grounds, MD 21010-5422, 1-800-222-9698, DSN
584-8096 or commercial {410} 436-8096. The DESP will provide advanced
technical support and coordinate data archival with the DMSS.

{3) Documentation of negative results is just as critical for future
analysis to identify the lack of an environmental or ocoupational hazard
exposures. Thevefore, it is extremely important that all resulis reparted per
above Instructions.

3. Pre-deployment. The supported and supporting combatant eommands
will:

a. Develop and maintain an Environmental Baseline Survey {EBS} ufilising
Industrial Hazard Assessments {IHAs] (see Enclosure A, paragraph 2b) for all
pre-selected critical operating locations (aerial ports, seaports, and key land
areas) identified during the deliberate planning stage in the supported
command's operation plans. [HAs utilize current intelligenes information fo
assist postulating health risks that may have potential mission impact.

b. Establish countermeasures or risk control actions to decreass specific QEH
risks identified in the IHA as part of the overall operational planning process {i.¢.,
Intelligence Preparation of the Batilefield).

o. Identify the medical resources required fo validate the THA and fo conduct
follow-on OEH risk assessment and EBS uperations during all phases of the
deployment. Incorporate these requirements into operational staffing
reqiilrements.

d. Establish a risk coommunication plan addressing the OEH risks inn
understandable terms for the commanders, operational planners, and deploying
personnel.

e, Establish record keeping and archiving procedures to provide OEH data to
assist In post-deployment health assessments and evaluations of OEH risk
management processes.

B4
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f. Incorporate the above information into the Porce Health Protection
sppendix o Annex @ fo the Operations Plan.

4. During Beployment. Based on the pre-deployment OEH risk assessmant
ronducted during the planning process, the combatant commands will develop
and mainiain an appropriate CEH surveillance and monitoring program for the
deployment. If the resource requirements are beyond the capabilities of
organic preventive medicine assets, the JIF/Combatant Command Surgeon
should request the required capability/expertise and oversee the assignment of
technically-specialized unit(s) or detachiment(s) to perform these functions in
theater.

2. Preventive medicine personme! will assess the need to collect on-site
samples. Unless adequats, pre-existing data is available, preventive medicine
personnel will employ appropriate field sampling, Iaboratory and analytical
techniques to conduct these assessments in the minimal time required to
accurately assess the OEH risk.

{1} Potential “High” and "Extremnely High" rish sftuations require rapid
health risk assessment using real/near real time on-site methods. On site
metheds usually require confirmatory laboratory analysis.

{2} Potential "Moderate” risk situations may be assessed by collecton of
samples for off-site analysis, with rear area laboratory support as required.

(3) Potgntial “Low” risk situations may be assessed off-site, using
mathernatical models to assign risks, with sampling and rear area laboratory
support as operational resources allow.

b. Assistance regarding potential hazard severity, hazard probability,
assessment techniques, and rear area laboratory support can be obtained from
the Service Health Surveillance Centers,

. Pe&t—éepioment. The combatant and supporting commands wilh

a. Document occupational and environmental health assessnents.
Forward assessments to the DMSS archive.

b. Ensure all sample results and risk assessmuents have been reporied in
accordance with the instructions listed in Enclosure A

¢. Document appropriate medical follow-up to address oceupational and
enwvironmental health concerns related to review of DD Form 2796 responses.

d. Develop any OEH Surveiflance Lessons Learmed and forward 1AW
Sarvice-specific lessens lsarmed guidance with a copy to the Service Health
Surveillance Centers and DMSS.

E-5
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ENCLOSURE F

POST-DEPLOYMENT HEALTH ASSESSMENT FORM (DD Form 2796}
PROCESSING GUIDANCE

1. Service membiers must complete the health assessment form in theater,
within 5 days upon redeployment back to their home station. Internet forms
may be locally reproduced. Blank forms are available for download from the
Army Medical Surveillance Activity (AMSA) at the following web-site:

htip:/ /amsa.army.mil. Forms should be printed on both sides in a head-to-
head orientation. Forms should not be stapled or {reated with chemicals.

2. The DD form 2796 must be administered and timmediately reviewed by &
health care provider. The provider can be a medic or corpsman for
administering and initially reviewing the questionnaire. Positive responses
must be immediately referred to a physician, physician’s assistant, nurse, or
independent duty medical technician for further review of thelr deployment
health records {DD forms 2768, 2785, and 27986},

3. The original completed form must be placed in the Service merber’s
permanent medical record or in the deployed medical record for transfer to
thelr permanent medical record upon redeployment to their home siation.
Copies will be immediately forwarded to the AMSA, Building T-20, Reom 213
{ATTN: Deployment Forms), 6200 Georgia Avenue, N.W., Washington, D.C.,
20307-5001, DSN 662-0471 or commercial (202) 782-0471.

4. AMSA receives posi-deployvrnent health assessments, performs data entry,
and integrates the data into the Defense Medical Surveillance System [3MSS),
AMSA has the capability to provide the Joint Staff, combatant command, and
the Services with periodic trend analysis reports on the completed DD Forms
2796,
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PREPARED STATEMENT OF CHAIRMAN MORAN

We have an important topic before us: protecting the health of military members,
especially those now serving us in Afghanistan, before they become our next genera-
tion of veterans.

Last month, the Subcommittee held a hearing to explore lessons learned by the
government from the Persian Gulf War, and how these lessons were, or were not,
applied to the current deployment of American troops in Afghanistan. How well
have DOD and VA implemented policies based on lessons learned from earlier wars?

We meet again today to delve further into this issue. Our Subcommittee is work-
ing to take a proactive approach. to ensuring that the men and women of the armed
forces are cared for today, while doing their duty in Afghanistan or in the Phil-
ippines, so that we might avoid some of the mistakes of past wars.

Better oversight now by Congress, and better leadership by the Administration,
can head off untold difficulties that lie in the future.

The issue of force protection includes a series of important topics, including:

e Joint Medical Surveillance,

¢ Pre- and Post-Deployment Health Assessments,

¢ Environmental Security,

¢ Use of Investigational Drugs for Health Protection,

¢ Transparency and ease of record keeping and record transference,
¢ Equipment, procedures, systems, and documentation in the theater

Today, the Subcommittee asked the General Accounting Office to appear before
us to offer testimony on its work to review force protection and medical readiness
policies now in place in the Department of Defense, and in review the VA’s role in
coordinating care and benefits for veterans. As we will learn there are gaps. We look
forward to examining the two Departments’ responses to GAO’s review of their pro-
grams and working together to help our service men and women.

The Subcommittee will continue to monitor and examine the health care initia-
tives intended to protect the health of our US soldiers. When we commit troops to
defend our country, we need to work to ensure that they receive proper protections
and equipment, and good medical care before, during, and especially after their duty
is done.

The Department of Defense and Department on Veterans Affairs seem to be fo-
cused on this common objective, but the Subcommittee will continue to be persistent
in monitoring these agencies.

PREPARED STATEMENT OF CONGRESSMAN STEARNS

Chairman Moran, thank you for holding this follow-up hearing to January 24th’s
on medical readiness. I would also like to introduce Bibi Ramos from the State of
Florida Veterans Approving Agency, who devotes her daily life to the care of former
servicemembers.

As we learned following the Persian Gulf War, as former Senators Rudman and
Riegle testified in January, and as our witnesses will testify today, there are some
ripe opportunities to improve on health care management and treatment on the bat-
tlefield and sea before it becomes tomorrow’s cause of great suffering and budget-
busting in the Department of Veterans Affairs. Medical conditions not recognized in
a timely, more cost-efficient manner while one is still active duty can explode later
as very expensive chronic conditions. We must ask ourselves: Did we do “enough”
for Persian Gulf War soldiers’ health care before they became sick PGW vets?

I note one area in particular in GAO Director Bascetta’s testimony: databases in
the DOD do not “talk to one another”. Harmonizing the “numerous databases”
seems one springboard for progress. Furthermore, it seems to me, from various tes-
timony and software demonstrations I observed in hearings the Committee on En-
ergy and Commerce held during the fall, that useful, simple to use information sys-
tems are available that could play a tremendous role in health status surveillance
and population-wide reporting of certain areas of conflict or entire theaters. Properly
applied, a sound database could be the preventive tool needed here for identifying
and assessing epidemiological and other symptomatic trends. We ask that the DOD
to take every care of today’s men in women fighting in Afghan, so that they enter
the DVA system as the healthiest veterans they could be.
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PREPARED STATEMENT OF CONGRESSMAN MILLER

Thank you Mr. Chairman.

I am pleased to be with you today and to be a new member of this subcommittee.
I would like to thank the GAO, Ms. Embrey and Dr. Murphy for their testimony.
Since coming to Washington, I have been surprised that the VA and DOD are not
always on the same page when it comes to finding the best way to serve our service
members and veterans, but I do commend you on your work and cooperation in sup-
port of the health of our nation’s active duty members and veterans.

I am pleased that the Committee is delving into how the Department of Defense’s
policies regarding active duty force protection and health care are adapted and co-
ordinated into systems of care for veterans needing post-deployment care. With the
proliferation of biological and chemical weapons, protecting active duty military
members has never been more complex, especially for those now serving our nation
and the cause of freedom in Afghanistan.

It is crucial that we ensure the same mistakes made during the Gulf War deploy-
ment do not repeat themselves. I am encouraged by the progress that has been
made, but it is important to note that these changes cannot be integrated quickly
enough. I look forward to working with my colleagues and the Administration to do
our part to make sure that both the policies and implementation of those policies
are comprehensive and complete.

Thank you.

PREPARED STATEMENT OF CONGRESSMAN EVANS

Mr. Chairman, thank you for allowing me to participate today. I appreciate your
foresight in holding this hearing. We must build on the lessons we have learned
from past periods of combat. We know that our failure to document today’s events
will hinder our ability to help tomorrow’s veterans.

Every combat period offers its own unique challenges—risks and exposures that
are specific to the time and place in which a service-member is deployed. Yet veter-
ans from every combat period share certain exposures, such as stress. In previous
testimony to this Subcommittee, Dr. Hyams who today accompanies acting Under
Secretary Murphy, has pointed to historical documentation of the health con-
sequences of war from the Civil War to the modem battlefield. Veterans of these
combat periods often share unexplained, but sometimes severe and long-lasting,
physical “symptom syndromes”, often including symptoms such as chronic fatigue,
anxiety, and headache.

I believe both the “unique” exposures and the common experience of war can af-
fect the health of veterans during and often long after wartime deployments. I be-
lieve that the physical suffering veterans endure is very real. I believe there may
be multiple exposures that cause these health outcomes and without better informa-
tion about the veterans experience during war, we cam never hope to fully under-
stand how to protect our troops.

This information must come from the systematic collection of data related to vet-
erans’ health status prior to and immediately following combat, accurate and indi-
vidualized information about troop locations and exposures (both certain and pre-
sumed) during the combat period. VA must also have access to this information in
order to make appropriate treatment plans that will best serve our homecoming
troops. Without this information, we will continue to lack definitive answers about
why veterans are sick and how we can best aid their recovery. Thank you. I look
forward to hearing from our witnesses.
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Mr. Chairman and Members of the Committee:

We are pleased to be here today to discuss the Department of Defense’s
(DOD) efforts to establish a2 medical surveillance system that enables
DOD—along with the Department of Veterans Affairs (VA)—to respond to
the health care needs of our military personnel and veterans. A medical
surveillance system involves the ongoing collection and analysis of
uniform information on deployments, environmental health threats,
disease monitoring, medical assessments, and medical encounters. It is
also important that this information be disseminated in a timely manner to
military commanders, medical personnel, and others. DOD is responsible
for developing and executing this system and needs this information to
help ensure the deployment of healthy forces and the continued fitness of
those forces. VA also needs this information to fulfill its missions of
providing heaith care to veterans, backing up DOD in contingencies, and
adjudicating veterans’ claims for service-connected disabilities. Scientists
at VA, DOD, and other organizations also use this information to conduct
epidemiological studies and research.!

Given current military actions responding to the events of September 11,
and what has been reported about DOD’s medical surveillance activities,
you asked us to comment on DOD’s medical surveillance during the Gulf
War and Operation Joint Endeavor.? You also asked us to review the
implementation status of DOD’s directives on military medical surveillance
that have been issued since the Gulf War. This statement is based on our
reporis® and reports issued by the Institute of Medicine (IOM), the
Presidential Advisory Committee on Gulf War Veterans’ lllnesses,* and
others over the past several years. This statement is also based on
interviews we held in October 2001 and February 2002 with various

‘Epidemiology is the scientific study of the incidence, distribution, and control of disease in
a population.

*United States and allied nations deployed peacekeeping forces to Bosnia beginning in
December 1995 in support of Operation Joint Endeavor, the NATO-led Bosnian
peacekeeping force.

*See list of related GAO products at the end of this statement.
“The President established this committee in May 1995 to conduct independent, open, and

comprehensive examinations of health care concerns related to Gulf War service. The
e i i of ici ientists, and Gulf War veterans.
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Defense Health Program officials, including officials from the Army
Surgeon General's Office.

In summary, we, IOM, and others have reported extensively on
weaknesses in DOD’s medical surveillance capability and performance
during the Gulf War and Operation Joint Endeavor and the challenges
DOD faces in implementing a reliable medical surveillance system.
Investigations into the unexplained illnesses of Gulf War veterans
uncovered many deficiencies in DOD’s ability to collect, maintain, and
transfer accurate data describing the movement of troops, potential
exposures to health risks, and medical incidents during deployment. DOD
improved its medical surveillance system under Operation Joint Endeavor,
which provided useful information to military commanders and medical
personnel. However, we and others reported a number of problems with
this system. For example, information related to service members’ health
and deployment status—data critical to an effective medical surveillance
systemn—was incomplete or inaccurate. DOD’s numerous databases,
including those that capture health information, are currently not linked,
which further challenges the Department’s efforts to establish a single,
comprehensive electronic system to document, archive, and access
medical surveillance data.

DOD has several initiatives under way to improve the reliability of
deployment information and to enhance its information technology
capabilities, as we and others have recommended. Although its recent
policies and reorganization reflect a commitment by DOD to establish a
comprehensive medical surveillance system, much needs to be done to
implement the system. To the extent DOD’s medical surveillance
capability is realized, VA will be better able to serve veterans and provide
backup to DOD in times of war.

Background

An effective military medical surveillance system needs to collect reliable
information on (1) the health care provided fo service members before,
during, and after deployment, (2) where and when service members were
deployed, (3) environmental and occupational health threats or exposures
during deployment (in theater) and appropriate protective and
countermeasures, and (4) baseline health status and subsequent health  _

*The Secretary of the Army is responsible for medical survei for DOD
consistent with DOD’s medical surveillance policy.
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changes. This information is needed to monitor the overall health
condition of deployed troops, inform them of potential health risks, as well
as maintain and improve the health of service members and veterans.

In times of conflict, a military medical surveillance system is particularly
critical to ensure the deployment of a fit and healthy force and to prevent
disease and injuries from degrading force capabilities. DOD needs reliable
medical surveillance data to determine who is fit for deployment; to
prepare service members for deployment, including providing
vaccinations to protect against possible exposure to environmental and
biological threats; and to treat physical and psychological conditions that
result from deployment. DOD also uses this information to develop
educational measures for service members and medical personnel to
ensure that service members receive appropriate care.

Reliable medical surveillance information is also critical for VA to carry
out its missions. In addition to VA’s better known missions—to provide
health care and benefits to veterans and medical research and education—
VA has a fourth mission: to provide medical backup to DOD in times of
war and civilian health care backup in the event of disasters producing
mass casualties. VA needs reliable medical surveillance data from DOD to
treat casualties of military conflicts, provide health care to veterans who
have left active duty, assist in conducting research should troops be
exposed to environmental or occupational hazards, and identify service-
connected disabilities to adjudicate veterans’ disability claims.

Medical
Recordkeeping and
Surveillance During
the Gulf War Was
Lacking

Investigations into the unexplained illnesses of service members and
veterans who had been deployed to the Persian Gulf uncovered the need
for DOD to implement an effective medical surveillance system to obtain
comprehensive medical data on deployed service members, including
Reservists and National Guardsmen. Epidemiological and health outcome
studies to determine the causes of these illnesses have been hampered by
alack of (1) complete baseline health data on Gulf War veterans; (2)
assessments of their potential exposure to environmental health hazards;
and (3) specific health data on care provided before, during, and after
deployment. The Presidential Advisory Committee on Gulf War Veterans’
Ilnesses’ and IOM’s 1996 investigations into the causes of illnesses
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experienced by Gulf War veterans confirmed the need for more effective
medical surveillance capabilities.®

The National Science and Technology Council, as tasked by the
Presidential Advisory Committee, also assessed the medical surveillance
system for deployed service members. In 1998, the council reported that
inaccurate recordkeeping made it extremely difficult to get a clear picture
of what risk factors might be responsible for Gulf War illnesses.” It also
reported that without reliable deployment and health assessment
information, it was difficult to ensure that veterans’ service-related
benefits claims were adjudicated appropriately. The council concluded
that the Gulf War exposed many deficiencies in the ability to collect,
maintain, and transfer accurate data describing the movement of troops,
potential exposures to health risks, and medical incidents in theater. The
council reported that the government’s recordkeeping capabilities were
not designed to track troop and asset movements to the degree needed to
determine who might have been exposed to any given environmental or
wartime health hazard. The council also reported major deficiencies in
health risk communications, including not adequately informing service
members of the risks associated with countermeasures such as vaccines.
Without this information, service members may not recognize potential
side effects of these countermeasures or take prompt precautionary
actions, including seeking medical care.

®Health Conseguences of Service During the Persian Gulf War: Recommendations for
Research and Information Systems, Institute of Medicine, Medical Follow-up Agency
(Washington, D.C.: National Academy Press, 1996 ); Presidential Advisory Committee on
Guif War Veterans’ Illnesses: Interim Report (Washington, D.C.: U.S. Government Printing -
Office, Feb. 1996); Presidential Advisory Coramittee on Guif War Veterans’ linesses: Final
Report (Washington, D.C.: U.S. Government Printing Office, Dec. 1996).

"National Science and Technology Council Presidential Review Directive 5 (Washington,
D.C.: Executive Office of the President, Office of Science and Technology Policy, Aug.
1998).
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Medical Surveillance
Under Operation Joint
Endeavor Improved
but Was Not
Comprehensive

In response to these reports, DOD strengthened its medical surveillance
system under Operation Joint Endeavor when service members were
deployed to Bosnia-Herzegovina, Croatia, and Hungary. In addition to
implementing departmentwide medical surveillance policies, DOD
developed specific medical surveillance programs to improve monitoring
and tracking environmental and biomedical threats in theater. While these
efforts represented important steps, a number of deficiencies remained.

On the positive side, the Assistant Secretary of Defense (Health Affairs)
issued a health surveillance policy for troops deploying to Bosnia.® This
guidance stressed the need to (1) identify health threats in theater, (2)
routinely and uniformly collect and analyze information relevant to troop
health, and (3) disseminate this information in a timely manner. DOD
réquired medical units to develop weekly reports on the incidence rates of
major categories of diseases and injuries during all deployments. Data
from these disease and non-battle-injury reports showed theaterwide
illness and injury trends so that preventive measures could be identified
and forwarded to the theater medical command regarding abnormal trends
or actions that should be taken.

DOD also established the U.S. Army Center for Health Promotion and
Preventive Medicine—a major enhancement to DOD’s ability to perform
environmental monitoring and tracking. For example, the center operates
and maintains a repository of service members’ serum samples—the
largest serum repository in the world—for epidemiological studies to
examine potential health issues for services members and veterans. The
center also operates and maintains a system for integrating, analyzing, and
reporting data from multiple sources relevant to the health and readiness
of military personnel. This capability was augmented with the
establishment of the 520th Theater Army Medical Laboratory—a
deployable public health laboratory for providing environmental sampling
and analysis in theater. The sampling results can be used to identify
specific preventive measures and safeguards to be taken to protect troops
from harmful exposures and to develop procedures to treat anyone
exposed to health hazards. During Operation Joint Endeavor, this
laboratory was used in Tuzla, Bosnia—where most of the U.S. forces were
located—to conduct air, water, soil, and other environmental monitoring.

®Health Affairs Policy 96-019 (DOD Assistant Secretary of Defense Memorandum, Jan. 4,
1996).
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Despite the Department’s progress, we and others have reported on DOD’s
implementation difficulties during Operation Joint Endeavor and the
shortcomings in DOD's ability to maintain reliable health information on
service members. Knowledge of who is deployed and their whereabouts is
critical for identifying individuals who may have been exposed to health
hazards while deployed. However, in May 1997, we reported that
inaccurate information on who was deployed and where and when they
were deployed—a problem during the Gulf War—continued to be a
concern during Operation Joint Endeavor.’ For example, we found that the
Defense Manpower Data Center (DMDC) database—where military
services are required to report deployment information—did not include
records for at least 200 Navy service members who were deployed.
Conversely, the DMDC database included Air Force personnel who were
never actually deployed. In addition, we reported that DOD had not
developed a system for tracking the movement of service members within
theater. IOM also reported that during Operation Joint Endeavor, locations
of deployed service members were still not systematically documented or
archived for future use.”

We also reported in May 1997 that for the more than 600 Army personnel
whose medical records we reviewed, DOD’s centralized database for
postdeployment medical assessments did not capture 12 percent of those
assessments conducted in theater and 52 percent of those conducted after
returning home." These data are needed by epidemiologists and other
researchers to assess at an aggregate level the changes that have occurred
between service members’ pre- and postdeployment health assessments.
Further, many service members’ medical records did not include complete
information on the in-theater postdeployment medical assessments that
had been conducted. The Army’s European Surgeon General attributed
missing in-theater health information to DOD's policy of having service

°Defense Health Care: Medical Surveillance Improved Since Gulf War, but Mixed Results in
Bosnia (GAO/NSIAD-97-136, May 13, 1997).

YSee Institute of Medicine, Protecting Those Who Serve: Strategies to Protect the Health of
Deployed U.S. Forces (Washington, D.C., National Academy Press, 2000).

"1n many cases, we found that these assessments were not conducted in a timely manner .
or were not conducted at all. For example, of the 618 personnel whose records we
reviewed, 24 percent did not receive in-theater pc medical and

21 percent did not receive home station deployment raedical Of those
who did receive home station pc )l medical the were
on average conducted nearly 100 days after they left theater—instead of within 30 days, as
DOD requires.
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members hand-carry paper assessment forms from the theater to their
home units, where their permanent medical records were maintained. The
assessments were frequently lost en route.

We have also reported that not all medical encounters in theater were
being recorded in individual records. Our 1997 report indicated that this
problem was particularly common for immunizations given in theater.
Detailed data on service merubers’ vaccine history are vital for scheduling
the regimen of vaccinations and boosters and for tracking individuals who
received vaccinations from a specific vaccine lot in the event that health
concerns about the lot emerge. We found that almost one-fourth of the
service members’ medical records that we reviewed did not document the
fact that they had received a vaccine for tick-borne encephalitis. In
addition, in its 2000 report, IOM cited limited progress in medical
recordkeeping for deployed active duty and reserve forces and
emphasized the need for records of immunizations to be included in
individual medical records.

Current Policies and
Programs Not Fully
Implemented

Responding to our and others’ recommendations to improve information
on service members’ deployments, in-theater medical encounters, and
immunizations, DOD has continued to revise and expand its policies
related to medical surveillance, and the system continues to evolve. In
addition, in 2000, DOD released its Force Health Protection plan, which
presents the Department’s vision for protecting deployed forces and
includes the goal of joint medical logistics support for all services by
2010.2 The vision articulated in this capstone document emphasizes force
fitness and health preparedness, casualty prevention, and casualty care
and management. A key component of the plan is improved monitoring
and surveillance of health threats in military operations and more
sophisticated data collection and recordkeeping before, during, and after
deploymenis. However, IOM criticized DOD’s progress in implementing its
medical surveillance program as well as its failure to implement several
recommendations that IOM had made. In addition, JOM raised concerns
about DOD's ability to achieve the vision outlined in the Force Health
Protection plan. We have also reported that some of DOD’s programs
designed to improve medical surveillance have not been fully
implemented.

2Joint Staff, Medical Readiness Division, Force Health Protection (2000).
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Recent I0M Report
Concludes That DOD Has
Made Slow Progress in
Implementing
Recommendations

10M’s 2000 report presented the results of its assessment of DOD's
progress in implementing recommendations for improving medical
surveillance made by I0M and several others. IOM stated that, although
DOD generally concurred with the findings of these groups, DOD had
made few concrete changes at the field level. In addition, environmental
and medical hazards were not yet well integrated in the information
provided to commanders.

The I0M report notes that a major reason for this lack of progress is that
ne single authority within DOD has been assigned responsibility for the
implementation of the recommendations and plans. JOM said that because
of the complexity of the tasks and the overlapping areas of responsibility
involved, the single authority must rest with the Secretary of Defense.

In its report, IOM describes six strategies that in its view demand further
emphasis and require greater efforts by DOD:

Use a systematic process to prospectively evalnate non-battle-related risks
associated with the activities and settings of deployments.

Collect and manage environmental data and personnel location, biological
samples, and activity data to facilitate analysis of deployment exposures
and to support clinical care and public health activities.

Develop the risk t, risk it, and risk ec ication
skills of military leaders at all levels.

Accelerate implementation of a health surveillance system that completely
spans an individual’s thme in service.

Implement strategies to address medically unexplained symptoms in
deployed populations,

Imnplement a joint computerized patient record and other automated
recordkeeping that meets the informaetion needs of those involved with
individual care and military public heaith.

Our Work Also Indicates
Some DOD Programs for
Improving Medical
Surveillance Are Not Fully
Implemented

DOD guidance established requirements for recording and tracking
vaccinations and automating medical records for archiving and recalling
medical encounters. While our work indicates that DOD has made some
progress in improving its immunization information, the Department faces
numerous challenges in implementing an autoraated medical record. DOD
also recently established guidelines and additional policy initiatives for
improving military medical surveillance.

In October 1999, we reported that DOD's Vaceine Adverse Event Reporting
Systern—which relies on medical staff or service members to provide

Page 8 GAO-02-478T
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needed vaccine data—may not have included some information on
adverse reactions because these personnel had not received guidance
needed to submit reports to the system.” According to DOD officials,
medical staff may also report any other reaction they think might be
caused by the vaccine, but because this is not stated explicitly in DOD's
guidance on vaccinations, some medical staff may be unsure about which
reactions to report.

Also, in April 2000, we testified that vaccination data were not consistently
recorded in paper records and in a central database, as DOD requires.*
For example, when comparing records from the database with paper
records at four military installations, we found that information on the
number of vaccinations given to service members, the dates of the
vaccinations, and the vaccine lot numbers were inconsistent at all four
installations. At one installation, the database and records did not agree 78
percent to 92 percent of the time. DOD has begun to make progress in
implementing our recommendations, including ensuring timely and
accurate data in its immunization tracking system.

The Gulf War revealed the need to have information technology play a
bigger role in medical surveillance to ensure that information is readily
accessible to DOD and VA. In August 1997, DOD established requirements
that called for the use of innovative technology, such as an automated
medical record device that can document inpatient and outpatient
encounters in all settings and that can archive the information for local
recall and format it for an injury, illness, and exposure surveillance
database.” Also, in 1997, the President, responding to deficiencies in
DOD’s and VA’s data capabilities for handling service members’ health
information, called for the two agencies to start developing a i
comprehensive, lifelong medical record for each service member. As we
reported in April 2001, DOD’s and VA’s numerous databases and electronic

Medical i DOD Faces Chall in Implementing Its Anthrax Vaccine
Immunization Program (GAO/NSIAD-00-36, Oct. 22, 1999).

“Medical Readi DOD Continues to Face G in Impl ing Its Anthrax
Vaccine Immunization Program (GAO/T-NSIAD-00-157, Apr. 13, 2000).

DOD Directive 6490.2, “Joint Medical Surveillance” (Aug. 30, 1997).
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systems for capturing mission-critical data, including health information,
are not linked and information cannot be readily shared.

DOD has several initiatives under way to link many of its information
systems—some with VA. For example, in an effort to create a
comprehensive, lifelong medical record for service members and veterans
and to allow health care professionals to share clinical information, DOD
and VA, along with the Indian Health Service (IHS)," initiated the
Government Computer-Based Patient Record (GCPR) project in 1998.
GOCPR is seen as yielding a number of potential benefits, including
improved research and quality of care, and clinical and administrative
efficiencies. However, our April 2001 report described several factors—
including planning weaknesses, competing priorities, and inadequate
accountability—that made it unlikely that DOD and VA would accomplish
GCPR or realize its benefits in the near future. To strengthen the
management and oversight of GCPR, we made several recommendations,
including designating a lead entity with a clear line of authority for the
project and creating comprehensive and coordinated plans for sharing
meaningful, accurate, and secure patient health data.

For the near term, DOD and VA have decided to reconsider their approach
to GCPR and focus on allowing VA to access selected health data on
service members captured by DOD. According to DOD and VA officials,
full operation is expected to begin the third quarter of this fiscal year, once
testing of the near-term system has heen completed. DOD health
information is an especially critical information source given VA’s fourth
mission to provide medical backup to the military health system in times
of national emergency and war. Under the near-term effort, VA will be able
10 access laboratory and radiology resuits, outpatient pharmacy data, and
patient demographic information. This approach, however, will not
provide VA access to information on the health status of personnel when
they enter military service; on medical care provided to Reservists while
not on active duty; or on the care military personnel received from
providers outside DOD, including TRICARE providers, In addition,
because VA will only be able to view this information, physicians will not

*®Computer-Based Patient Records: Better Flanning and Oversight by VA, DOD, and IHS
Would Enhance Health Data Sharing (GAQ-01-459, Apr. 30, 2001).

"IHS was included in the effort because of its population-based research expertise and its
longstanding relationship with VA,

Page 10 GAO-02-478T



70

be able to easily organize or otherwise manipulate the data for quick
review or research.

DOD has several other injtiatives for improving its information technology
capabilities, which are in various stages of development. For example,
DOD is developing the Theater Medical Information Program (TMIP),
which is intended to capture medical information on deployed personnel
and link it with medical information captured in the Department’s new
medical information system.’”® As of October 2001, officials told us that
they planned to begin field testing for TMIP in spring 2002, with
deployment expected in 2003. A component system of TMIP-—
Transportation Command Regulating and Coramand and Control
Evacuation System—is also under development and airs to allow casualty
tracking and provide in-transit visibility of casualties during wartime and
peacetime. and Also under development is the Global Expeditionary
Medical System (GEMS), which DOD characterizes as a stepping stone to
an integrated biohazard surveillance and detection system.

In addition to its ongoing information technology initiatives, DOD recenily
issued two major policies for advancing its military medical surveillance
system. Specifically, in December 2001, DOD issued clinical practice
guidelines, developed collaboratively with VA, to provide a structure for
primary care providers to evaluate and manage patients with deployment-
related health concemns.” According to DOD, the guidelines were issued in
response to congressional concerns and IOM's recommendations. The
guidelines are expected to improve the continuity of care and health-risk
commurication for service members and their families for the wide variety
of medical concerns that are related to military deployments. Because the
guidelines became effective January 31, 2002, it is too early for us to
comment on their implementation.

¥Composite Health Care System 11 (CHCS 11}, currently being field tested, is expected to
capture information on i fon ies; o i such as di i
and treatment codes; patient hospital admission and discharge; patient mecications;
laboratory results; and radiology. CHCS Il is expected to support hest business practices,
wmedical surveillance, and clinical research.

b gDepax’cment of Defense and Veterans Health Administration, Chinical Practice Guideline
for Post-Depl; Health Evaluation and (Sept. 2000, updated Dec. 2001,
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Finally, DOD issued updated procedures on February l,‘2002, for
deployment health surveillance and readiness.” These procedures
supersede those laid out in DOD’s December 1998 memorandum. The 2002
memorandum adds important procedures for occupational and
environmental health surveillance and updates pre- and postdeployment
health assessment requirements. These new procedures take effect on
March 1, 2002.

According to officials from DOD’s Health Affairs office, military medical
surveillance is a top priority, as evidenced by the Department’s having
placed responsibility for implementing medical surveillance policies with
one authority—the Deputy Assistant Secretary of Defense for Force
Health Protection and Readiness. However, these officials also
characterized force health protection as a concept made up of multiple
programs across the services. For example, we learned that each service is
responsible for implementing DOD's policy initiatives for achieving force
health protection goals. This raises concerns about how the services will
uniformly collect and share core information on deployments and how
they will integrate data on the health status of service members. These
officials also confirmed that DOD’s military medical surveillance policies
will depend on the priority and resources dedicated to their
iraplementation.

Concluding
Observations

Clearly, the need for comprehensive health information on service
members and veterans is compelling, and much more needs to be done.
However, it is also a very difficult task because of uncertainties about
what conditions may exist in a deployed setting, such as potential military
conflicts, environmental hazards, and the frequency of troop movements.
Moreover, the outlook for successful surveillance is complicated by
scientific uncertainty regarding the health affects of exposures and
changes in technology that affect the feasibility of monitoring ang tracking
troop movements. While progress is being made, DOD will need to
continue to make a concerted effort to resolve the remaining deficiencies
in its surveillance system and be vigilant in its oversight, VA's ability to
perform its missions to care for veterans and compensate them for their
service-cormected conditions will depend in part on the adeguacy of
DOD’s medical surveillance system.

®Joint Staff Memorandum 0006-02, “Updated Procedures for Deployment Health
Surveillance and Readiness” (Office of the Chairman, Joint Chiefs of Staff, Feb. 1, 2002).
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For further informarion, please contact Cynthia A, Bascefta at (202) 512
Contact and 7101, individuals making key contributions to this testimony included A
A(:kuowledgments Calvaresi Barr, Diana Shevlin, Karen Sloan, and Keith Steck.
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House Committee on Veterans Affairs
Subcommittee on Health

Statement
by
Ms. Ellen Embrey
Deputy Assistant Secretary of Defense
for Force Health Protection and Readiness
Department of Defense

February 27, 2002

Mr. Chairman, I appreciate the opportunity to return to the House Veterans Affairs’
Subcommittee on Health to discuss the Department of Defense’s continuing efforts to improve
jts force health protection and to address the concerns of the General Accounting Office in its
testimony provided for the record at your hearing on January 24, 2002. The Department
appreciates the comments and suggestions of the GAO, and we recognize that even with the
significant progress we have made in force health protection since the Gulf War, there is still
much to do.

First, let me reiterate that the Department of Defense is committed to providing a
world-class health care system for its servicemembers and their families. The Department's
goal—and my primary focus—is to ensure that we deploy fit and healthy military personnel, that
we monitor their health and environmental exposures while they are deployed, and that we assess
their health status and address their health concerns when they return. To that end, both the
Office of the Secretary of Defense and the Joint Chiefs of Staff have issued policy to help define
and standardize force deployment health protection, particularly health surveillance, for our
servicemembers.

The August 1997 Department of Defense Directive 6490.2, “Joint Medical Surveillance,”
and Department of Defense Instruction 6490.7, “Implementation and Application of Joint
Medical Surveillance for Deployments,” set out health surveillance requirements. An Assistant
Secretary of Defense for Health Affairs memorandum dated October 25, 2001, updated the
policy for pre- and post-deployment health assessments and blood samples. Data from these
assessmienis are maintained by the Defense Medical Surveillance System at the U.S. Army
Center for Health Promotion and Preventive Medicine. A Chairman, Joint Chiefs of Staff
memorandum, MCM-251-98 (December 4, 1998), “Deployment Health Surveillance and
Readiness,” spelled out the conceptual framework for force health protection with health
surveillance as a critical component. A new CICS memorandum MCM-0006-02
(February 1, 2002), “Updated Procedures for Deployment Health Surveillance and Readiness,”
takes effect on the first of March. It supersedes and updates MCM-251-98 and provides
standardized procedures for assessing health readiness and conducting health surveillance in
support of all military deployments. In addition, it requires the combatant command to
determine the need for deployment specific medical countermeasures, including immunizations,
chemoprophylactic medications, and other individual personal protective measures.
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As a result, we collect and archive health data that will allow retrospective analysis by
DoD and the VA for those servicemembers who deploy and subseguently become ill. Building
comprehensive systems that serve these purposes is neither easy nor quick. The necessary pieces
of such systems are in various stages of design and implementation. For convenience, I will
divide them into actions to be taken before, during, and after periods of deployment.

Health Care Before Deployments

Upon entry to the armed services, each military member must first pass a rigorous
physical examination, which includes blood tests. Servicemembers must then pass periodic
physical examinations, again with blood tests; annual dental examinations; and annual medical
record reviews to update routine immunizations. DoD is piloting the Recruit Assessment
Program (RAP) to develop a baseline of health on entry to the military, and perhaps allow us to
make early interventions that will better protect our people from deployment-related illnesses.
The Health Evaluation Assessment Review (HEAR) is another routine self-assessment of health
for all military healthcare beneficiaries. These programs facilitate establishment of baseline
health status for servicemembers and help ensure the medical readiness of military personnel to
deploy worldwide in support of mission requirements. The pre-deployment health assessment is
an addition to this system. Advances in health information management and technology are
being aggressively pursued and applied in the Military Health System (MHS). Such initiatives
include the next generation DoD Composite Health Care System (CHCS M) and automated
immunization tracking and recording systems. In collaboration with the Department of Veterans
Affairs, we are implementing the GAO’s recommiendations and initiating the Federal Health
Information Exchange, previously known as the Government Computerized Patient Record or
GCPR.

Health Care During Deployments

During deployments, health treatment is typically documented in an abbreviated,
standardized individual medical record that is prepared and deployed with Army and Air Force
servicemembers, while health care for Navy and Marine Corps servicemembers is documented in
their outpatient medical records. Health surveillance information, including Disease and Non-
Battle Injury (DNBI) data and inpatient and outpatient biostatistics, are routinely collected,
reported, analyzed for adverse trends, and archived for future reference and research as part of
the Defense Medical Surveillance System (DMSS). Significant health-related events, such as
exposures to occupational and environmental hazards or chemical and biological warfare agents,
are also documented to ensure that individual health records can be linked to exposure records.

While the majority of health care documentation during today’s deployments is contained
in paper-based medical records, we arc continuing to focus on the development of automated
systems such as the Theater Medical Information Program (TMIP). We are in the initial phase of
field testing TMIP and will include the deployable version of the next generation Composite
Health Care System (CHCS II), as well as the Transportation Command Regulating and
Command and Control Evacuation System (TRAC2ES). TMIP will integrate health data on
deployed personnel and function as the medical component of DoD’ Global Combat Support
System. We have also selected the Common Access Card Electronic Information Carrier as the
automated device for documenting individual health data and treatment in theater.
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Health Care After Deployments

At the end of a deployment, servicemembers will compleie a post-deployment health
assessment to document any immediate concerns or symptoms. The DoD anticipates there will
be servicemembers who, despite the best preventive efforts, may become ill following
deployment. A newly implemented Post-deployment Clinical Practice Guideline will focus DoD
and Veteran’s Affairs’ health care providers on appropriately caring for individuals who have
deployment-related health concerns. The DoD will also continue to monitor post-deployment
health through research studies like the Millennium Cohort Study and through registries like the
DoD Birth Defects Registry. DoD also analyzes trends of diagnoses for all inpatient and
outpatient healthcare. With proper collection and archiving of this health information, the Dol
should enhance its ability to detect long-term changes in the health of servicemembers, as well as
provide better information for transfer to the VA.

Tracking the Movement of Servicemembers

In addition to the Department’s efforts to improve health care before, during, and after
deployments, we recognize the need to improve our ability to relate the location of
servicemembers during a deployment with possible toxic exposures or environmental hazards.
The GAO is correct — we do not have a single system to track movement of servicemembers
within the deployment theater. From our experience in analyzing possible Gulf War exposures,
we recognized fully the importance of tracking individual servicemember and unit locations over
time. Ibelieve we have made steady, significant progress against this requirement,

As much as I would like to report that we know “who was where when,” 1 must
underscore that this is a complex problem. Today, we cannot field practical, mission-compatible
technologies that would permit capturing, recording, and archiving data on where each
servicemember is to square-meter accuracy, minute by minute. At present, we assign people to
units and identify unit locations. Personnel systems record individuals’ unit assignments.
Tracking unit locations is an operational responsibility with reporting in separate channels. In
addition, fluid contingency deployment situations involve troops accompanying or being
temporarily attached to units other than their own. Unit location data generally is classified
when prepared and particularly sensitive for special operations forces like those used extensively
in Afghanistan. Furthermore, unit-level locations may not always translate into servicemember
locations. For instance, platoon-level or squad-level elements can operate miles from their
assignment unit’s main location.

We also have fielded, planned, or have under development future capabilities that should
help overcome the remaining challenges. For example, the Global Status of Resources and
Training System permits the combat commanders and the Joint Staff to regularly track units’
status and locations. We are now archiving these data monthly. The Joint Personnel Asset
Visibility system, under development as part of the larger Joint Total Asset Visibility system,
will greatly assist in tracking servicemembers deploying to or from contingencies, including
medical evacuations. The Personnel Tempo reporting system also will feed individual’s location
and unit of assignment data to the DoD archive database. The Defense Integrated Military
Human Resources System (DIMHRS) will eventually replace about 80 separate Service
personnel systems. When fully implemented, DIMHRS will provide uniform information
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availability on individual assignments and many other personnel aspects with unprecedented
accuracy and detail. DIMHRS has provisions for regular dala archiving. As we improve real
time environmental surveillance and when techinology becomes capable of validating
environmental exposures from individual sampling, detailed locatjon tracking data may become
less critical.

Environmental Surveillance

Again, we agree with GAQ that the establishment of the U.S. Army Center for Health
Promotion and Preventive Medicine was a major improvement to the ability of the Department to
monitor, track, and warn of environmental hazards. Its work has continued for the current
deployment assisting commanders prepare servicemembers before deployment. For example,
the Center has developed several “Staying Healthy Guides” for several countriesfregions,
including Afghanistan/Pakistan, Central Asia, Southwest Asia, and other countries. These
documents and others are included on a web site for Operation Enduring Freedom. The site
identifies numerous guidance documents on deployment related issues such as force health
protection, environmental exposures, pest management issues, and retrograde issues. Links to
other sites are also provided.

The Center is continuing occupational and environmental health surveillance measures in
support of Department of Defense medical units deployed for Operation Enduring Freedom. It
conducts pre-deployment and during-deployment environmental health intelligence preparation
of the battlefield measures through the development of industrial hazard assessments for planned
and identified base camps or forward operating bases. The Center collaborates with the Armed
Forces Medical Intelligence Center in producing these assessments, which are classified. The
Center is providing deployed medicaf units with occupational and environmental health
surveillance equipment sets, which contain sampling equipment, media, and administrative
supplies, so that air, water, and soil field samples can be collected. In addition, it is conducting
operational risk management estimates for base camps and forward operating bases where
occupational and environmental health surveillance field samples have been collected and
analyzed. This involves the assimilation and comparison of the analyzed field sample results to
military exposure guidelines, where any identified medical and/or health threats are assesscd.
Appropriate conclusions and rccommendations are communicated to the Commander in
operational risk management terminology. In summary, these activities support Force Health
Protection measures outlined in Department of Defense Joint Medical Surveillance Directives
and US Central Command Force Health Protection guidance.

In conclusion, I believe the Department of Defense has made great progress to meet the
needs for medical surveillance, but we are not satisfied. We will continue to pursue initiatives
that will enhance our ability to establish a comprehensive medical surveillance system for our
deployed forces and a world-class health care system for our servicemembers, veterans, and their
families.
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Statement of
The Honorable Frances M. Murphy, M.D., M.P.H.
Deputy Under Secretary for Health
Department of Veterans Affairs
Before the
Subcommittee on Health

House Committee on Veterans’ Affairs on
Issues Related to Operational and Medical

Readiness in the Active Duty Force

February 27, 2002

Ak

Mr. Chairman, | thank you for the opportunity to testify before the
subcommittee today on the impact of medical surveillance on VA health care based
upon ten years of experience helping Gulf War veterans. | am accompanied today
by Dr. Craig Hyams, VA’'s Chief Consultant for Occupational and Environmental
Health.

As you know, the General Accounting Office found the need for better health
surveillance data collection by the Department of Defense (DoD) on U.S. service
members deployed in combat and peacekeeping missions abroad, and for better
transmission of that data to the VA. My testimony will address initiatives related to

these issues.

GULF WAR VETERAN MEDICAL SURVEILLANCE
During the Gulf War, approximately 697,000 men and women served in
Operations Desert Shield and Desert Storm from August 1980 to June 1891. To
date, VA has provided nearly 300,000 Gulf War veterans with outpatient or inpatient
health care. But even before the conclusion of Operation Desert Storm, VA
recognized that the collection of health data on returning Guif War veterans would

be important.

Medical Surveillance: Gulf War Veterans’ Health Examination Registry

To respond to the immediate health concerns of returning Gulf War veterans,
VA established a health examination registry modeled after its Agent Orange
Registry program for Vietnam veterans. This Gulf War Veterans’ Health
Examination Registry incorporates data on symptoms, diagnoses, and reported
hazardous exposures of Gulf War veterans who come to VA for this systematic
clinical examination. To date, VA has evaluated more than 83,000 Gulf War

veterans in this clinical registry program. VA’s Registry is an important mechanism
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for bringing veterans into the VA health care system and for suggesting areas of
research on Gulf War health questions. The insights provided by the Registry have
also proven invaluable for developing appropriate outreach efforts. Operation of the
registry at VA medical centers throughout the United States has produced a large
cadre of physicians and other health care providers who are knowledgeable about

Gulf War health care issues.

Medical Surveillance: Depleted Uranium (DU} Health Surveillance Program

VA also initiated a DU Health Surveillance Program, originally for “friendly
fire” victims who could have retained DU shrapnel in their bodies. Medically, we
have nearly 50 years experience with health effects from exposure to uranium. But
we have much less experience with human exposure to DU shrapnel. Published
results so far show indicate that the primary concern for these veterans remains the
traumatic injury caused by the initial shrapnel wound rather than any subsequent
health effects from DU. Nevertheless, as a matter of prudent caution, VA will
continue this health surveillance program. We have also made DU exposure
screening available for other Gulf War veterans. We've had about 540 requests for
this 24-hour urine screen. Among those veterans given 24-hour urine tests, we've
had 3 samples with elevated uranium levels, and the source of this elevation is

currently under investigation.

Communicating Results of Medical Surveillance Programs

VA has recognized the importance of keeping veterans and their families
informed on data about environmental health risks related to the Gulf War. To meet
this objective, VA uses Veterans' Service Organizations (VSO) briefings, direct
mailing of a quarterly Gulf War Newsletter with a distribution of over 400,000 copies,
fact sheets, posters, web sites, and a national telephone helpline.- From analysis of
registry data, we now understand that veterans have substantial concerns about a
wide range of specific exposures and experiences during the Gulf War. In
response, VA has ensured that Gulf War outreach and information products provide
in-depth coverage of each of these concerns.

Medical Surveillance: Research

The principal finding from VA’s systematic clinical registry examinations of
about 12 percent of Gulf War veterans is that veterans are suffering from a wide
variety of mostly recognized illnesses that receive conventional treatments. A new
or unique “Gulf War” syndrome has not been identified. Subsequent research
studies, some based upon initial data derived from the VA Registry, have confirmed

these conclusions. These studies were summarized at the “Conference on
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liinesses Among Gulf War Veterans: A Decade of Scientific Research,” held
January 24 to 26, 2001, in Alexandria, VA.

VA has initiated other studies to collect data on the long-term health
consequences of service in the Gulf War. Despite the value of the clinical registry |
mentioned earlier for improving basic health care and in generating hypotheses for
further research, clinical registries are limited because participants are self-selected
and exposure assessments are self-reported. Although regisiry findings suggest
that Guif War veterans do not have a single type of health problem, these findings
cannot be used to determine if veterans are suffering from specific diagnoses or
symptoms at higher rates than expected. To determine prevalence and incidence,
population-based epidemiological studies are needed.

As the lead federal agency on Gulf War related research, VA has been
responsible for coordinating federally sponsored epidemiological and other relevant

scientific studies. As of today, this coordinated approach has obligated
approximately $174 million for 183 research projects on a very broad array of Guif
War health issues. Much of this work is still ongoing, and much of it is at non-
governmental institutions, including independent research universities.

VA's own research and data analysis activities include 1) the VA
comprehensive mortality study; 2) an inferagency study of hospitalization rates; 3)
the VA National Guif War Health Survey; and 4) longitudinal health studies currently
under development that will evaluate the long term health consequences of
hazardous deployments. '

As a whole, the research program has focused upon specific questions
related to the Gulf War. Nevertheless, there is an appreciation that the issues
involved extend beyond this cohort of veterans and include a broad range of health
effects associated with all military deployments. The lessons learned from this
integrated Guif War research program, therefore, will provide critical insights into
anticipating, diagnosing, and treating the health needs of future returning veterans

and their families, including veterans from our current war on terrorism.

National Health Survey of Gulf War Veterans and their Families

VA’s National Health Survey of Gulf War Veterans and their Families is a
major ongoing study initiated in recognition of the need to better characterize the
health status of the entire Gulf War veteran population. Survey questionnaires were
mailed to a random sample of 15,000 Gulf War veterans and an equal number of
non-deployed controls. The study compared incidence rates of symptoms and
ilinesses, and evaluated self-reported wartime exposures.

Results from the initial two phases of this study show that Gulf War veterans
are reporting significantly higher rates of diverse symptoms, including joint, muscle,
respiratory, gastrointestinal, and skin problems. This population also reports higher
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rates of chronic fatigue and symptoms of post-traumatic stress disorder (PTSD).

VA recently completed the final phase of this study, which includes a physical
examination with laboratory diagnostic testing of veterans and their families — a
report will be completed shorly. In this phase, 2,000 veterans and approximately
3,000 spouses and children have been thoroughly evaluated. The cdlinical
investigation focused upon neurological and cognitive dysfunction, chronic fatigue
syndrome, fibromyalgia, PTSD, arthritis, hypertension, asthma, bronchitis, and birth
defects among children. This study has produced critical, objective data about the
health status of a fully representative sample of Guif War veterans and their
families.

NEXT STEPS -- LESSONS FOR THE FUTURE
Veteran Health Surveillance and Outreach
Recruit Assessment Program (RAP): Based on the Department's experience

with Gulf War veterans health care and benefits programs, we recognize the critical
importance of good health documentation and fife-long medical records that cover
pre, during and post deployment. Many Gulf War service member and veteran
health issues were not verifiable due to lack of detailed computerized records
documenting pre-enlistment and pre-deployment health status. Our understanding
Gulf War veterans’ ilinesses is hampered by inadequate base-line health
information, and inadequate documentation of health during active duty.

DoD and VA have recognized this shoricoming and are attempting, through
development and implementation of the Recruit Assessment Program, to collect
routine baseline health data from U.S. military recruits involved in current and future
combat or peacekeeping missions. The program will establish baseline heaith
information for use in appropriate health databases and future veterans’ health,

- compensation and research programs. Taken together, these efforts will help us to
evaluate health problems among service-members and veterans after they leave
military service and {c address post-deployment health questions. This program will
require the continued support of the DoD senior leadership both in concept and in
application of resources. The Armed Forces Epidemiology Board and the National
Academy’s Institute of Medicine have also endorsed the program concept. Pilot
program development and testing are under way at the Marine Corps, Navy, and Air

Force recruitment and training commands.

Health Care and Surveillance following Future Combat Missions: VA and

Congress have also shown an appreciation for the importance of providing heaith
care and health surveillance for veterans as soon as possible following future
combat missions. Section 102 of Public Law 105-368, enacted in 1998, authorizes

VA to provide health care fo service members who served on active duty in combat
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in a war after the Gulf War or during a period of hostilities after November 11, 1998,
for a two-year period following their release from active service for any iliness even
if there is insufficient medical evidence to conclude that such condition is
attributable to such service.

This two-year period will allow for the collection of basic health information
and aid in the evaluation of specific health questions such as difficult to explain
ilnesses. Based upon lessons learned from the Gulf War, | believe that the
continuation of this treatment authority is critical for VA’s ability to provide
comprehensive health care o veterans who serve in future combat missions.

Veteransg Health Initiative: Data collection can have a broader significance
for helping to provide adequate care for veterans. For example, Dr Garthwaite and |
have built on the lessons learned from our experience with Gulf War and Vietnam
veterans programs and implemented an innovative new approach to health care for
veterans. The Veterans Health Initiative, is a comprehensive program to recognize
the connection between certain health effects and military service, to allow veterans
to better document their military history, to prepare health care providers to better
serve their veteran patients and to establish a database for further study. The
Education component is a voluntary program that prepares VA healthcare providers
to better serve their veteran patients. it provides continuing medical education and
provides cash bonuses to those who successfully complete the program. Modules
are being developed on Spinal Cord Injury, Cold Injuries, Traumatic Amputation,
PTSD, Sensory Loss {blindness/visual impairment and hearing loss), Radiation, .
Agent Orange and Gulf War. The Spinal Cord Injury, Cold Injury, Amputation,
Agent Orange and Gulf War modules have already been completed. These
important tools will enable practitioners to better understand and recognize the

relationship between certain health effects and military service. We look forward o
expanding and enhancing this program in the near future.

Medical Surveillance and Enhanced Outreach: The Gulf War made plain to
us the value of timely and reliable information access to veterans and their families
about the heaith risks they faced during deployment. In this regard, VA has
developed a new brochure that addresses the main health concerns for military
service in Afghanistan and South Asia. It answers health-related questions that
veterans, their families, and their health care providers will have about this military
deployment to fight terrorism. It also describes some relevant medical care
programs that VA has developed in anticipation of the health needs of veterans
returning from combat and peace-keeping missions abroad. The brochure will be
distributed to all VAMCs in March 2002 and will be available to veterans and their

families, as well as to health care providers. In anticipation of this brochure, on
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February 14, 2002, we released to all VAMCs an information letter and

accompanying fact sheet, on which the brochure is based.

Better Transmission of Health Data between VA and DoD

As GAQ noted in their recent report, we currently do not have a complete
single repository of active service members’ and veterans’ health data that can be
used to ensure continuity of care, improve health care delivery, and provide valid,
reliable data for disability claims. Last fall, however, VA, DoD, the Indian Health
Service, and other agencies began a substantially expanded health information
system, entitled HealthePeople, whose purpose is to improve sharing of health
information; develop and adopt common standards; seek appropriate opportunities
for joint procurements and/or building of systems; work toward improved, model
health information systems; and explore the potential convergence of VA and DoD

health information software applications.

With respect to health data repositories or databases, specific actions are
being taken.

« VA and DoD are establishing a national repository under the Government
Computer-based Patient Record (GCPR) Project that allows for sharing of
select DoD patient data at VHA locations. Additional phases of this project
will support DoD viewing of VHA information. GCPR is being renamed the
Federal Health Information Exchange (FHIE) to convey more accurately the
original and current intention of this interagency activity.

* DoD is establishing a national patient record using a Health Data Repository
product from 3M. VA intends to pursue a comparabie solution and has staff
working with DoD on a regular basis.

« DoD and VA are currently considering separate repositories to ensure
privacy and security and to reduce the consequence of any failures. We
expect both repositories to be operational before 2005, with common data
standards to support retention of records from DoD and VA.

VA intends to explore potential with DoD to create a second phase to this
effort that supporis creation of government-owned repository
architecture/software, not dependent on vendor technology. This
architecture/software could also be used throughout government to create
health care repositories that can easily share patient information.

While VA and DoD are collaborating on a number of initiatives to improve
information technology and electronic information transfer, the transition of records
from DoD to VA is a work in progress. What can be said now is that based on
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recent experience, the VA can expect a complete roster of deployed personnel after
the first phases of the current deployment are completed. From this roster, VA can
obtain the records needed to determine who is a veteran of the deployment and to
evaluate potential health threats.

The VA/DoD Executive Council Information Management and Information
Technology Work Group manages the VA/DoD interagency GCPR/FHIE program.
The goal is to make DoD data available to VA clinicians with the highest
functionality at the lowest cost. The transfer of DoD data to VA is in the testing

phase. In FY 2002, VA and DoD are developing a joint business case and

implementation plan to address the interoperability of GCPR/FHIE with CHCS ||
(DoD’s new system in development) and VistA (VA’s patient information system).

Additionally, the VA Deputy Secretary and the DoD Under Secretary for
Personnel and Readiness have agreed to conduct quarterly reviews of VA-DoD
coordination initiatives. Other information technology sharing efforts underway
between DoD and VA include: Health Insurance Portability and Accountability Act
of 1996 (HIPAA); standards development; pharmacy initiatives; technology
integration laboratories; VA/DoD Laboratory Data Sharing and Interoperability; and
collaboration for a VA/DoD Consolidated Mail Order Pharmacy (CMOP) pilot.

The complexity and magnitude of the two health care delivery systems and
their health information systems present a challenge in building health data
repositories for each organization that can handle the large number of health
records, appropriately ensure privacy and security, and support sharing of

information.

Interagency and International Collaboration on Medical Surveillance

Enhanced Interagency Collaboration: Work on Gulf War health issues has

. significantly increased intergovernmental coordination between the VA, DoD, and
Department of Health and Human Services (HHS). Many in and out of government
concluded that the government'’s response to veterans’ concerns about illnesses
they believed were related to their service in the Gulf War was not well coordinated
among the affected Departments and agencies of the Executive Branch. The
initiation in 2000 of the tri-agency Military and Veterans Health Coordinating Board
served to institutionalize future interagency cooperation. The Coordinating Board
expanded the important interagency collaborative activities of the earlier Persian
Gulf Veterans Health Coordinating Board to cover interagency coordination for all
veteran and military deployment health issues. Governmental coordination will
continue to play a critical role in addressing health problems among veterans in

future conflicts and peace-keeping missions.



85

international Collaboration: Increased collaboration has also extended

beyond America’s borders and strengthened coordination with Military and Veteran
Affairs Departments/Ministries from other countries. On post-war health issues,
such as those arising after the Gulf War, VA scientists and policy makers
collaborate and share lessons learned with their counterparts in Canada, the United
Kingdom, and Australia. Based upon the similarity of health problems among war
veterans of different countries, these collaborations have begun to focus on the
health questions that consistently arise among military personnel returning from all
hazardous deployments.

The collective experience of caring for Gulf War veterans from the United
States, Canada, the United Kingdom, and Australia also has led to a greater
appreciation of the need to assist veterans with unexplained symptoms. Disabled
U.8. Guif War veterans are entitled to just compensation for disabilities resulting
from ilinesses and injuries incurred during military service. However, the paucity of
scientific knowledge regarding the relationship between military environmental
exposures and human health consequences has hindered VA’s ability to fully
understand Gulf War veterans’ health problems. This difficulty has been further
exacerbated by the reality that some veterans have disabling multi-symptom
illnesses for which no established medical diagnosis can be found.

Conclusion

In summary, a veteran separating from military service and seeking health
care today will have the benefit of VA’s decade-long experience with Guif War
health issues. VA has successfully adapted many existing programs, resulting in a
clinical health registry, improved outreach and education, and readjustment
counseling services for Gulf War veterans. VA has also relied on prior experience
with Vietnam veterans and Agent Orange to develop a fair policy on compensation.
in collaboration with other federal agencies, VA has also initiated new programs for
developing and coordinating federal research on veterans’ heaith questions.

Mr. Chairman, this concludes my statement. My colleague and | will be
happy to respond to any questions that you or other members of the subcommittee
might have.
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CHAIRMAN MORAN TO DEPARTMENT OF DEFENSE

House Committee on Veterans Affairs
Subcommittee on Health
Hearing on Military Medical Surveillance System Challenges
February 27, 2002

Question 1: Are the challenges of maintaining an accurate medical surveillance system too
great to overlay onto a modern battlefield?

Answer: No. Comprehensive deployment health surveillance begins prior to placing anybody
in harm's way with the collection and analysis of medical intelligence to determine what
occupational and environmental health hazards may be present in a region or specific area.
Under ideal circumstances, if the mission allows, an on-site assessment is conducted prior to
positioning troops in any site to validate the medical intelligence information. This information
is incorporated into the overall operational plan so that the mission goals are accomplished while
the total risks (combat and non-combat) to the deployed Service members are minimized.
Finally, while troops are deployed, regular health surveillance is conducted to monitor the air,
food, water and other environmental conditions (i.e., disease bearing insects) and to analyze
medical problems in personnel. During actual combat, there is monitoring for those agents (i.e.,
nuclear, biological, chemical) that could defeat the mission. The goal is to preserve the health of
deployed military personnel.

Traditional risk factors for disease have long been the focus of military medicine and
have come to be largely anticipated before troops deploy. As a result, effective measures to
eliminate, avoid, or mitigate such risk factors are standard elements of military deployments.
Examples of such measures are immunizations and prophylactic drugs, provision of safe food
and water, individual and unit measures to prevent vector-borne disease, use of modern
uniforms, and so on. Effective use of these measures reduces the impact of disease and injury
during the mission. These measures have reduced the frequency of such preventable morbidity
to a fraction of historical levels. That trend is known by virtue of the other arm of health
surveillance during deployments, the monitoring of the incidence of disease and non-battle
injuries. Such surveillance is valuable not only for validating force health protection actions but
also, in real time, for detecting increases in disease which may indicate the need for reemphasis
of protective measures or the development of new ones.

Non-traditional risk factors are those that may insidiously affect the health of the
deployed force or may cause illness that manifests itself long after the deployment is over,
perhaps years later. Recognition of the importance of anticipating and countering non-traditional
health risks during deployments is a relatively recent development and underlies the emphasis on
occupational and environmental health surveillance in recent Defense policies. Occupational and
environmental health surveillance in the Balkans permitted the identification of potential toxic
health threats and facilitated the use of measures to eliminate, avoid, or mitigate such threats.
Achieving this objective requires appropriate medical intelligence so commanders are alerted for
such threats and so medical personnel may assist commanders in characterizing the threats and in
countering them. The pre-emptive nature of occupational and environmental health surveillance
is critical, because the illnesses to be prevented may not occur during the deployment and thus
may not be detectable by concurrent surveillance for disease and non-battle injuries.
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Execution of a methodical and sensitive surveillance effort has been done somewhat
successfully in the Balkans. These systems are designed to protect the population at risk and it
should be recognized that there would always be individual instances where failure or error could
occur. During high intensity conflict, it may not be possible to conduct methodical and sensitive
surveillance, or even to know exactly where individuals are located. Planning to reconstruct the
events of high intensity conflict shortly afterwards and preserving appropriate documentation is
the solution for maintaining a comprehensive medical surveillance system.
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House Committee.on Veterans Affairs
Subcommittee on Health
Hearing on Military Medical Surveillance System Challenges
February 27, 2002

Question 2: Are there any concrete benefits associated with DoD’s new surveillance system
deployed in Operation Joint Endeavor — in other words, have policy changes to protect forces
occurred as a result of its implementation?

Answer: Department of Defense policies for Force Health Protection result in the Services
implementing programs to provide protective measures for those who deploy. In actuality, Force
Health Protection brings together all of the health protection programs which the Services have
always provided, adds the contributions from medical intelligence and occupational and
environmental health surveillance and brings this total package to the oversight responsibility
level of the military commander in the field.

In the pre-deployment phase there are medical intelligence assessments of the potential
medical threats from endemic diseases, chemical and biological hazards, sanitation and
environmental threats, and diseases in the local population. Troops about to deploy are briefed
on the potential deployment site health hazards. They’re then provided information and
appropriate vaccines or prophylactic medications to eliminate, avoid or mitigate such threats.
Ideally, an on-site occupational and environmental health assessment is done in areas where
troops are planned to be staged, and those results are provided to the commander. Finally, a pre-
deployment health questionnaire is completed by each military member to bring any medical
problems or concerns to the commander’s attention and to appropriate medical attention. Each
military member's medical record is checked to ensure an HIV sample has been collected within
the previous 12 months, validating that a pre-deployment serum sample is in the DoD Serum
Repository. These actions ensure that healthy people are deployed.

During deployment, there is ongoing occupational and environmental health surveillance,
monitoring for disease vectors such as insects and rodents, monitoring of food and water quality,
and frequent analysis of the medical problems (disease, non-battle injuries) occusring in the
troops. Any indication of unusual or greater than expected diseases or symptoms would result in
appropriate medical investigation and changes in the Force Health Protection procedures.

After deployment, a post-deployment health questionnaire is completed by each military
member to bring any medical problems or concerns or questions about exposures to the
commander’s attention and to appropriate medical attention. The routine HIV sample done
subsequent to deployment constitutes the post-deployment serum sample in the DoD Serum
Repository. These pre- and post-deployment serum samples can be used to evaluate for possible
subsequent concerns of immune system exposures. Analyses of medical lessons learned from
every deployment can result in changes in the Services’ programs to implement the Force Health
Protection policies, and may even result in policy changes, if necessary.
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The concrete benefit of Force Health Protection is the preservation of the health of the
individual men and women who deploy. Their ability to carry out their mission is enhanced, as
is their confidence in their leader's concern for their health.
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House Committee on Veterans Affairs
Subcommittee on Health
Hearing on Military Medical Surveillance System Challenges
February 27, 2002

Question 3: GAO raises the important issue of data standardization among the Service
branches. What steps is DoD taking to address this need?

Answer: The Department of Defense is an active participant in one of the presidentially-
sponsored e-Government initiatives—Consolidated Health Informatics (CHI). The goal of this
initiative is to adopt federal health care information interoperability standards and to provide a
simplified and unified system for sharing and reusing medical record information among
government agencies and their private health care providers and insurers.

In addition to its participation in this federal initiative, DoD is actively pursuing a
solution to the medical data standardization problem within the Department through the Military
Health System (MHS) Information Management Proponent Committee (IMPC). The IMPC
membership includes the TRICARE Management Activity Deputy Executive Director, the
Deputy Surgeons General of the three Services, the Deputy Assistant Secretary of Defense for
Health Operations and Policy, the Deputy Director for Medical Readiness (Joint Staff), and the
MHS Chief Information Officer. The IMPC has endorsed the principle of centralized
configuration management processes for requirements, data standards and architecture and
approved establishing an MHS centralized data management program. The MHS Data Standards
Configuration Management Board (DSCMB) has been chartered to act as the centralized
authority to review, approve and provide conflict resolution for the Data Standards Configuration
Management process. The process will be designed to ensure enterprise data consistency and
effective exchange both within the MHS and with external sources.
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House Committee on Veterans Affairs
Subcommittee on Health
Hearing on Military Medical Surveillance System Challenges
February 27, 2002

Question 4: Has DoD ever assessed the reliability of self-reported exposures and conditions on
its pre- and post-deployment troop surveys? For example, are the questions understandable to
the troops? Does DoD make any efforts to “audit” the surveys using medical records and clinical
examinations to confirm self-assessments? Why or why not?

Answer: The pre- and post-deployment health questionnaires are designed to provide the
individual Service member the opportunity to bring his or her medical problems or concerns to
the attention of his or her command just before or after 4 deployment, and have those problems
or concerns addressed by the appropriate medical personnel. If there are no medical problems or
concerns raised, there is no medical intervention. This process is the same that is used whenever
a military member interacts with the military healthcare system, whether it is for periodic
physicals or routine or emergency medical evaluations. The reliability of the information
provided by the military member is assessed at the time by the medical provider, as part of the
patient-provider relationship. Clarification of any questions the military member may not
understand would occur at the time the information provided is reviewed with the member. Pre-
and post-deployment health questionnaires are part of the individual military member's health
record, and as such, they are not surveys or research instruments to be statistically analyzed.
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GAO Response to Questions From the Honorable Lane Evans
Following February 27, 2002, Testimony Before the
House Subcormmittee on Health, Committee on Veterans” Affairs

1. How could a reliable DOD medical surveillunce system that shared information with VA
have assisted VA in developing services for Persian Gulf vets?

A reliable medical surveillance system could have produced information that VA could have
used in both providing medical treatment to veterans and adjudicating their claims for
disability compensation. In the health care area, relevant deployment and health'information
could have provided key data for diagnosing Guif War veterans” illnesses, potentially
allowing VA to provide more targeted treatment. As we first reported in 1997 (Defense
Health Care; Medical Surveillance Improved Since Gulf War, but Mixed Result in Bosnia,
GAO/NSIAD-97-136, May 13, 1997), the Presidential Advisory Committee on Gulf War
Veterans® llingsses and the Institute of Medicine (IOM) found that research efforts to
determine the causes of illnesses experienced by veterans who served in the Guif were being
hampered by the lack of complete data on (1) the names and locations of deployed personnel,
{2) the exposure of personnel to environmental health hazards, (3) changes in the health
status of personne! while deployed, and (4) immunizations and other health services provided
to personnel during deployment. The Advisory Commnittee further concluded that many of
the health concerns of Gulf War veterans may never be fully resolved because of a lack of
data. In absence of a specific diagnosis, VA has had to treat he symptoms of Gulf War
veterans with chronic and undiagnosed ilinesses.

In the benefits area, comprehensive medical surveillance data also could have helped VA
adjudicate disability claims for Gulf War veterans with undiagnosed illnesses. In November
1994—more than 3 years after troops were withdrawn from the Persian Gulf—the Congress
enacted legislation allowing VA to pay compensation benefits to veterans for Persian Gulf-
related undiagnosed ilinesses. However, in May 1996, we reported that due to a lack of
evidence required to support claims for disabilities related to undiagnosed illnesses, VA had
initially denied almost 95 percent of the more than 4,000 claims it had processed for veterans
claiming such disabilities (Veterans' Compensation: Evidence Considered in Persian Gulf
War Undiagnosed Hiness Claims, GAO/HEHS-96-112, May 28, 1996). Subsequent to our
report, VA issued guidance to help ensure claims processors provided veterans with clear and
useful information regarding the types of evidence that could be used to support their claims.
In Febroary 1998, we reported that VA readjudicated the denied claims and an estimated 8 .
percent resulted in veterans receiving benefits for undiagnosed conditions (Veterans’
Benefits: Improvements Made to Persian Gulf Claims, GAO/T-HEHS-98-89, Feb. 5, 1998).
A better military medical surveillance system could also have helped to establish a clear link
between deployment and adverse health effects and provide the data needed to establish a
presumption for any diseases related to deployment exposures.

2. Is it realistic to expect DOD to maintain an accurate medical surveillance system on the
battlefield?

We recognize that ensuring complete recordkeeping—a critical component of an accurate
medical surveillance system-—will be difficult in times of high intensity combat activities.

As evidenced from the Guif War, gathering more accurate medical surveillance data on
deployed personnel is critical to VA in carrying out its mission. DOD has had some success
in gathering certain surveillance information in theater—perhaps most notably through its
deployable 520" Theater Army Medical Laboratory. DOD used this capability in Bosnia
under Operation Joint Endeavor to conduct air, water, soil, and other environmental sampling
and analyses.

DOD is also developing several electronic information systems that, if successfully
implemented, have the potential to greatly improve its efforts to ensure comprehensive
surveillance. For example, DOD’s Theater Medical Information Program, planned for field
testing this spring, is intended to capture medical data on deployed personnel and link it with
medical data captured in Composite Health Care System II—DOD’s new medical
information system, which is also at the field testing stage. Regarding DOD’s deployment
data, we recommended in May 1997 that corrective action be taken to ensure the complete
and accurate capture of such data. In August 1997, DOD issued its directive and instruction
on deployment health surveillance and readiness, recently updated in February 2002.
However, because few deployments occurred between Angust 1997 and last fall when - -
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Operation Enduring Freedom began, we have no current data to determine how well the new
policy is being implemented.

. Are there any concrete benefits associated with DOD’s new surveillance system deployed in
Operation Joint Endeavor—in other words, have any policy changes to protect forces
occurred as a result of its implementation?

Since the Gulf War, DOD has issued a number of medical surveillance policies aimed at
protecting deployed forces, including the January 1996 medical surveillance plan for U.S.
ground forces deployed to Bosnia under Operation Joint Endeavor. A year and a half later,
DOD issued its directive and instruction on medical surveillance for all subsequent
deployments; these policies were updated in February of this year. DOD also implemented
post-deployment clinical practice guidelines, which became effective January 31, 2002. The
guidelines, developed in collaboration with VA, are intended to improve health-risk
communication and continuity of care by providing a structure. for primary care providers to
evaluate and manage patients with deployment-related health concerns.

However, in our past work, we found that many of these policies had not been fully
implemented and that DOD made minimal progress in improving its military medical
surveiliance system. Poor recordkeeping continued to be a major concern, and DOD’s goal
to develop state-of-the-art systems to capture comprehensive health and deployment
information has not yet been realized. Because DOD’s updated deployment health policies
and post-deployment clinical practice guidelines have only recently been issued, it is too
soon to comment on any benefits that these policies may yield. However, GAO is beginning
work for the House Armed Services Committee to evaluate DOD’s ongoing efforts to
improve its military medical surveillance system.



