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OCCUPATIONAL AND ENVIRONMENTAL
HEALTH SURVEILLANCE OF DEPLOYED
FORCES: TRACKING TOXIC CASUALTIES

TUESDAY, JULY 19, 2005

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING
THREATS, AND INTERNATIONAL RELATIONS,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 11 a.m., in room
2154, Rayburn House Office Building, Hon. Christopher Shays
(chairman of the subcommittee) presiding.

Present: Representatives Shays, Duncan, Turner, Dent, and
Kucinich.

Staff present: Lawrence Halloran, staff director and counsel; R.
Nicholas Palarino, Ph.D., senior policy advisor; Robert A. Briggs,
clerk; Kristine Fiorentino, professional staff member; Erick Lynch
and Sam Raymond, interns; Andrew Su, minority professional staff
member; and Earley Green, minority chief clerk.

Mr. SHAYS. A quorum being present, the Subcommittee on Na-
tional Security, Emerging Threats, and International Relations
hearing entitled, “Occupational and Environmental Health Surveil-
laI&ce of Deployed Forces, Tracking Toxic Casualties,” is called to
order.

Air Force Major Michael W. Donnelly died on June 30th. His tes-
timony before this subcommittee 8 years ago helped persuade a
skeptical Pentagon and Department of Veterans Affairs [VA], that
wartime exposures caused or amplified subsequent illnesses. His
decade-long struggle against the ravaging effects of Amyotrophic
Lateral Sclerosis [ALS], gave heroic witness to the reality of toxic
casualties. Our work on deployment health will continue to be
guided by his indomitable spirit.

After the 1991 war in the Persian Gulf, veterans suffering a vari-
ety of unfamiliar syndromes faced daunting official resistance to
evidence linking multiple low-level toxic exposures to subsequent
chronic ill health. Limited environmental sampling, poor troop loca-
tion data and glaring incomplete medical recordkeeping all blocked
efforts to reach epidemiological or clinical conclusions about war-
time exposures.

Since then, the Department of Defense [DOD], has become much
more attuned to the environmental and occupational risks of the
deployment workplace. Lessons learned in the first Gulf war are
being applied to minimize preventable exposures and illness. Air,
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soil and water testing is more prevalent. Baseline routine and inci-
dental driven surveillance reports are being directed to a central
repository. Some information on possible environmental exposures
is finding its way into individual medical records. But as we will
hear this morning, these promising efforts do not yet comprise the
robust, consistent and sustained deployment health program our
forces need and deserve.

Gathering more data on environmental and occupational risk is
only the first and perhaps the easiest step. It will be of limited
value to past, current and future service members unless DOD and
VA can standardize, analyze and use exposure data to better in-
form research agendas and compensation decisions.

At the subcommittee’s request, the Government Accountability
Office [GAO], examined implementation of DOD’s policies on envi-
ronmental health surveillance. In a new study released today, GAO
reports finding inconsistencies between the military services and
data collection methods. They found variable levels of training and
expertise among those responsible for environmental monitoring.

While some reports are flowing to a central collection point, the
data integrator, the Army’s Center for Health Promotion and Pre-
ventative Medicine, does not know how many reports to expect or
how many might be late or missing at any given time. Troop loca-
tion data needed to link individuals to individual risks is still unre-
liable or unavailable. Information on specific sites is often classi-
fied, putting critical data behind the reach of most clinicians and
researchers.

These findings frame our discussion of current deployment
health surveillance activities, and we appreciate the work of the
GAO team on these important issues. We also value the time, ex-
pertise and dedication of our witnesses from Department of De-
fense and Veterans Affairs. But we believe, and they agree, the
first voices we need to hear today belong to veterans, those who
lived, worked and faced the risk of toxic harm in Afghanistan and
Iragq.

In this room, in 1997, Major Donnelly described the pain and
frustration caused by official inability or unwillingness to connect
his rare illness with his military service. A once robust fighter pilot
sat before us in a wheelchair. His body racked by the effects of the
disease. His wife and father sat next to him to help interpret. But
when asked if he would go to war against knowing what would be-
fall him, Michael Donnelly did not hesitate 1 second before saying,
in a whisper, yes.

[The prepared statement of Hon. Christopher Shays follows:]
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Statement of Rep. Christopher Shays
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Air Force Major Michael W. Donnelly died on June 30™. His testimony
before this Subcommittee eight years ago helped persuade a skeptical Pentagon
and Department of Veterans Affairs (VA) that wartime exposures caused or
amplified subsequent illnesses. His decade-long struggle against the ravaging
effects of Amyotrophic Lateral Sclerosis (ALS) gave heroic witness to the reality
of toxic casualties. Our work on deployment health will continue to be guided by
his indomitable spirit.

After the 1991 war in the Persian Gulf, veterans suffering a variety of
unfamiliar syndromes faced daunting official resistance to evidence linking
multiple, low-level toxic exposures to subsequent, chronic ill-health. Limited
environmental sampling, poor troop location data and glaringly incomplete
medical recordkeeping all blocked efforts to reach epidemiological or clinical
conclusions about wartime exposures.

Since then, the Department of Defense (DOD) has become much more
attuned to the environmental and occupational risks of the deployment workplace.
Lessons learned in the first Gulf War are being applied to minimize preventable
exposures and ilinesses. Air, soil and water testing is more prevalent. Baseline,
routine and incident-driven surveillance reports are being directed to a central
repository. Some information on possible environmental exposures is finding its
way into individual medical records.
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But, as we will hear this morning, these promising efforts do not yet
comprise the robust, consistent and sustained deployment health program our
forces need and deserve. Gathering more data on environmental and occupational
risks is only the first, and perhaps the easiest, step. It will be of limited value to
past, current and future service members unless DOD and VA can standardize,
analyze and use exposure data to better inform research agendas and compensation
decisions.

At the Subcommittee’s request, the Government Accountability Office
(GAO) examined implementation of DOD policies on environmental and
occupational health surveillance. In a new study released today, GAO reports
inconsistencies between the military services in data collection methods. They
found variable levels of training and expertise among those responsible for
environmental monitoring. While some reports are flowing to a central collection
point, the data integrator — the Army’s Center for Health Promotion and Preventive
Medicine — does not know how many reports to expect or how many might be late
or missing at any given time. Troop location data needed to link individuals to
identified risks is still unreliable or unavailable. Information on specific sites is
often classified, putting critical data beyond the reach of most clinicians and
researchers.

These findings frame our discussion of current deployment health
surveillance activities, and we appreciate the work of the GAO team on these
important issues. We also value the time, expertise and dedication of our witnesses
from the Departments of Defense and Veterans Affairs. But we believe, and they
agree, the first voices we need to hear today belong to veterans; those who lived,
worked and faced the risks of toxic harm in Afghanistan and Fraq.

In this room in 1997, Major Donnelly described the pain and frustration
caused by official inability, or unwillingness, to connect his rare illness with his
military service. A once robust fighter pilot sat before us in a wheelchair, his
body wracked by the effects of the disease. But when asked if he would go to war
again knowing what would befall him, Michael Donnelly did not hesitate one
second before saying, “Yes.” May that same unyielding spirit animate all our
efforts to protect the health of those who serve.
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Mr. SHAYS. The Chair would now recognize Mr. Duncan.

Mr. DUNCAN. Mr. Dent was here before me, if he wants to make
a statement.

Mr. SHAYS. No, with the gavel, I take the senior member. We will
all get our chances.

Mr. DUNCAN. Thank you very much, Mr. Chairman. Once again,
you have called a hearing on a very, very important topic.

Unfortunately, due to previously scheduled meetings, I won’t be
able to stay for much of it. However, my staff did tell my VA rep-
resentative yesterday of something that I have been wondering
about for several years now, and perhaps some of the witnesses
could help answer some of these questions when they testify, and
of course, we all know that for several years people at the top lev-
els of the Defense Department thought that some or many of the
illnesses that some of the Gulf war, first Gulf war, veterans were
complaining of were psychosomatic or psychological and not related
to their military service. And we all know about the difficult time
that many of these soldiers had in trying to tie their illnesses into
their service.

What raised my curiosity was the fact that we heard almost no
complaints or similarities of symptoms from military personnel
from other countries who had served at the same time and in the
same theaters. And it raised a question in the mind of many, were
these illnesses being claimed primarily because of our VA system
and because there could be a possible compensation, or—and be-
cause, in the other countries where there was no similar VA com-
pensation program set up, soldiers were not claiming these same
types of illness? Or could it have been because we were giving our
soldiers some type of vaccinations that had something in them that
was causing problems that weren’t being caused in soldiers from
other countries?

So I think those are some things that we need to look into and
see whether these illnesses, there still is apparently a serious ques-
tion as to whether some of these illnesses are related to the mili-
tary or whether there is some other cause, psychological or a vac-
cination or what the cause might be.

But I thank you for calling this hearing.

Mr. SHAYS. I thank the gentleman.

Mr. Dent.

Mr. DENT. Thank you.

Thank you, Mr. Chairman, for conducting this hearing.

I look forward to receiving your testimony. And having seen a
family member die of ALS, I know that issue is not psychological.
And 1 just look forward to hearing your testimony about the effects
that our service personnel have experienced while deployed.

So thank you for holding this hearing, Mr. Chairman.

Mr. SHAYS. I thank the gentleman.

And as the former vice chair of the committee, Mr. Turner.

Mr. TURNER. Mr. Chairman, I want to thank you for continuing
your effort to delve into the issue of the health and safety of our
men and women in uniform. Your efforts have produced real re-
sults that we want to make certain that, through accountability,
are implemented. The benchmarking or needing to know where our
men and women in uniform begin and then the environmental as-
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pects that they are exposed to and the effects upon their health is
incredibly important not only for us to just determine what hap-
pened but also to plan so that we can effectively protect people in
the future. And so your work here is very important, and I appre-
ciate it.

Mr. SHAYS. I thank the gentleman.

Before I recognize our witnesses, I ask unanimous consent that
all members of the subcommittee be permitted to place an opening
statement in the record and that the record remain open for 3 days
for that purpose. Without objection, so ordered.

I ask further unanimous consent that all witnesses be able to
submit their written statements in the record. Without objection,
so ordered.

I even ask for unanimous consent to insert into the record arti-
cles and other materials submitted by Susan Zimet, Ulster County
New York legislator, and the Desert Storm Battle Registry submit-
ted as well. Without objection, so ordered.

[The information referred to follows:]
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Ulster County Legislature

Telephone: 845 340-3900
FAX: 845 340-3651

LEGISLATOR

Dear Congressman and Congresswoman,

Our County in the State of New York may be the most farseeing in the nation concerning the apocalyptic
dangers of US Depleted Uranium Weapons. The Ulster County Legislature has unanimously passed 2
resolution asking the DOT not to grant the military the exemption allowing them to transport Depleted
Uranium marked as explosive, but insist it be marked radioactive. Another bill demands scientifically
accurate DU testing, registry, and treatment of N'Y National Guard members returning from Iraq. Itis time
“Gulf War Syndrome” is properly named.

A man who educated us on this terrible subject has been invited to testify to the Sub Committee on National
Security, Emerging Threats and International Relations on Tuesday, July 19. Raymond Ramos is living with
the results of his exposure to depleted uranium as a National Guard Soldier in Samaweh, Iraq. He is
working, bringing up four kids, and angry about the symptoms of radiation sickness he described to David
Rose in the article “Weapons of Self-Destruction” in December’s Vanity Fair Magazine. His Iragi
roommate, Gerard Matthews, also testing positive for U238, has a baby with a birth defect also found in Iraqi
babies, no fingers on her right hand.

We members of the Hudson Valley DU education group, Safe Legacy, applaud Congressman Shays and your
committee for inviting Mr. Ramos to tell his story. We will be in the Hearing room to hear it again ourselves.
Enclosed is the story told by Herbert Reed, another of Mr. Ramos’ Army buddies and photos of other U.S.
soldiers” and Tragi children.

Together With Mr. Reed and other Vets we ask that your committee request of Congress that the concerns
expressed regarding the effects of depleted uranium be brought before them as a Congressional Briefing in
which the Vets, their Families and Scientists are allowed to speak. We are also aware that regarding Safety
Procedures, Screening, Testing and Treatment, several Congresspeople have introduced Bills but the Army
has regulations that have been written, i.e. Army Regulation700-48, and they have been ignored. This breech
of regulations needs to be investigated.

We would appreciate hearing your response regarding the information we are sending you and the testimony
presented on Tuesday. We echo Herbert Reed’s sentiment that “Congress, the governmental arm of the
people, must be a vehicle for exposing the truth”

Congress must protect the troops and prevent further genetic damage in future generations.

Sincerely yours,

Susan Zimet, New York State Ulster County Legislator

Michelle Riddell- SAFE Legacy- 845-255-5482

Angela Morano-~ Saugerties Committee for Peace and Social Justice -845-853-3406
Joan Walker — 845-679-3968 ‘

. “Ulster County Makes It Happen”

Ulster County Web Site: www.co.ulster.ny.us
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1164 Sherman Avenue
Bronx, New York 10456
June 25, 2005

Dear Congressmen and Congresswomen:

In 2005, Congressman Serrano reintroduced the Depleted Uranium Screening and Testing Act,
H202TH. As a resident of the Bronx and his constituent, I am grateful for his initiative and political
courage as one of the Congress members to take action about this vital national concern. Depleted
uranium and its danger is close, too close, to my heart. 1am one of the nine National Guard soldiers
who were independently tested for depleted uranium as the subject of two articles in the NY Daily
News by Juan Gonzales in 2004, My test was positive, and I have health problems consistent with that
contamination. Now Congressman Maurice Hinchey of New York has suggested it is time fora
Congressional Briefing on the issue of DU and soldiers’ health. To encourage your attendance at this
Fall briefing and press conference, let me tell you the story of my National Guard unit, our exposure,
our health and the health of our families.

My NG Unit, the 442™ Military Police Company, Orangeburg, New York Armory, served in Samawal
Traq in 2003. Our base and living area was within a railway yard, in this town which was a “burial” site.
for radioactive Iragi tanks partially destroyed in the First Gulf War. Trenches were dug. The vehicles
and equipment, “hot” with radioactivity from U.S. depleted uranium shells which had incapacitated
them, were covered with desert sand. That sand where we camped was tested with Geiger counters by
the Dutch military who were supposed to replace us when our deployment was over. They pronoun:

the area “uninhabitable.”

That highly contaminated desert sand was used to form traffic islands in the local roads we traveled.
Our mess tent was next to the road. The microscopic particles of uranium, still radioactive of course,
were continually blowing around for us to inhale and also ingest when we ate and even talked. Every
morning we broom-swept the layers of brown dust which had settled on the floor. The train yard itsetf
where we slept every night for months, held abandoned flat cars with wrecks of Iraqi tanks sitting on
them.

These tanks, I know now, contained uranium particles in a thick layer of “dust,” the product of the
intense burn of the dense depleted uranium shells which had penetrated the tank armor and incinerated
the occupants. Uranium oxides particles are microscopic and in the form of jagged molecules which,
easily inhaled, lodge in the lungs, the kidneys, and eventually settle in the bones. Their active alpha
rays steadily destroy adjacent cells including stem cells in the bone marrow and DNA strands.

1 must emphasize here that I have learned all this afier serving in Iraq.  While serving there, none of us
knew the danger we were in. I had never heard of depleted uranium. The U.S. Army had sent us
there with out mentioning the radioactivity, let alone supplying us with protective equipment.
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When we returned to the United States, we of the 442° had no ideas why we experienced sleeplessnes
skin rashes, muscle and joint aches, enlarged thyroids, burning urination, blood in urine and stools,
headaches, difficulty breathing and gum disease. Then we received our positive test results, funded by
the Daily News, done in a German laboratory with an advanced mass spectometry testing process
sensitive to the various isotopes of uranium, unlike the crude full body tests done by the VA, We
learned that these symptoms, lumped into the phony category of “Gulf War Syndrome,” are in reality
the symptoms of radiation poisoning. My positive test included U236, which, like U238, is only found’
in processed uranium. not in nature. One of us, Gerard Matthews fathered a beautiful baby girl with a
specific anomaly, missing fingers, which is found now in Iraqi children and in at least one girl whose
parent grew up next door to a DU weapon fabrication plant in this country..

Before we called Juan Gonzales of the Daily News, we tried to get answers to our illnesses through
military channels. One of us, a medic, had heard of depleted uranium as a health issue. We approached
the Medical staff at Fort Dix to inquire about a test for exposure. They promised to check with Walter
Reed Hospital and notify us immediately upon receiving a reply. In one week we were summoned to 8
meeting.

At that meeting T lost all respect for the military after having given nineteen years, nine months and
twenty days of faithful service to my country. We were told there was no test to detect depleted
uranium in a human body. Our own word of mouth research had discovered the existence of an
unmarked door in the basement of an unmarked building which led to a special unit set up to test
soldiers suspected of being exposed to depleted uranium. Several members of our unit went to
Washington and asked to be tested but were refused. We immediately contacted our Senators, Hillary
Clinton and Charles Schumer. Senator Clinton had served on the Armed Services Committee. She
expressed interest in our plight and held a press conference on the subject. At this point, we began to
receive more cooperation from the VA.

We were amazed by what we learned. The Department of Defense had issued after the first Gulf War
several Army Regulations (ARS) on the subject of depleted uranium’s danger to human health. These
were endorsed by the Armed Services Committee including Senator Clinton. Those regs have never
been followed in this present Iraq War although uranium munitions are being delivered all over the
country by Abrams tanks, armored vehicles, A-10 Warthog planes, missiles. Every soldier was
supposed to receive a full physical prior to being sent to a combat area, including blood and urine tests
which would be repeated upon return to civilian life to identify contamination.



11

For example, Army Regulation 700-48, Headquarters, Department Of The Army, Washington, D.C.

September 16, 2002, was the result of Major Douglas Rokke’s mission to clean up the initial

radioactive debris from the First Gulf War. It states in part that

1) Military personnel “identify, segregate, isolate, secure, and label all RCE~—radiologically
contaminated equipment.

2) Procedures to minimize the spread of radioactivity will be implemented as soon as possible.

3) Radioactive material and waste will not be locally disposed of through burial, submersion,
incineration or abandonment.”

It also mandates that the Commander, U.S. Amy will “provide general awareness (of radioactive
materials) to all soldiers who are currently entering or in the U.S. Army.” We are living proof that
none of this has been done. Directives are arrogantly ignored that require the United States DOD
officials to provide prompt and effective medical care of all exposed individuals (Medical
Management of Unusual Depleted Uranium Casualties-Pentagon 10/14/93.)

Here we have 12 year old information that could have prevented others from becoming contaminated,
and it was concealed. We have not been protected from this radioactive poison. Our government is
riskng its own troops and the human gene pool. I think this is a crime and requires a full investigation
Ten of our ill “Daily News Vets” have retained counsel and filed a notice of claim against the United
States Government that we will file a lawsuit in Federal Court.

Will we never learn from our mistakes? All who have served in these contaminated areas, which now
includes Baghdad, Fallujah and the Western towns being bombed this June will not know why they are
sick or where to turn for help. Ithink we are only asking for what was promised us when we joined ou
Armed Forces to serve our country. We think it is time they held up their part of the bargain, and wu
will not wait another thirty years before they tell the TRUTH.

Congress, the governmental arm of the people, must be a vehicle for exposing and changing this truth.
There are too many lives at stake, and we are talking about future generations, about men and women
having children and then grandchildren with deformities and cancers, their genes altered forever. Do
we really need this? Don’t we have enough diseases we cannot cure now? A crime is being
perpetuated against our soldiers and future generations. I pray that you as members of Congress get on
board, support our day in Washington by attending our briefing and by helping us make this best kept
of all criminal secrets known to all Americans. If you support the truth, you will support the troops.

Sincerely,
Herbert Rudolph Reed
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“Soldiers Dying Mysteriously-My Son Also
Specialist Dustin M Brim”

The doctors could not believe that Dustin was turned away so many times
Jfor medical help and still managed to endure as long as he did in his
magnitude of pain all while carrying 80 Ibs on his back. It was because of
his good health and fitness he was able to fight as long as he did.

From:: Lori Brim: Myangeldust82@aol.com

To: GI Special

Sent: Monday, July 04, 2005 9:41 AM

Subject: Soldiers Dying Mysteriously-My Sen Also-Specialist Dustin M Brim

Hi,
1 just read your article and am moved to share my son's sacrifice as well with you.
1 lost my son 9/24/04 from cancer that afflicted him in Iraq.

The irony is that he came home Christmas on leave to surprise us; as usual he was fine.
Early March he started having pain in his side.

During that month he said he went to the doctors on base 11 times with severe pain only
to be told he was probably constipated, given colace and told to work it out.

The later 2 weeks of March he could not keep anything down, the last email I received
from him he advised me that he didn't think he could stay in Iraq much longer because his
pain was so persistent and unbearable he was afraid that he would lose focus and let his
buddies down.

On March 31st he passed out from pain and breathlessness, his Sgt happen to be with him
and got him to the doctors on the base whom even then thought he may be experiencing
gall bladder and sent him to the hospital in Baghdad.

After being assessed and heavily induced with Morphine the doctors allowed him to call
us to advise that he was very ill with cancer.

He had a huge mass in his chest positioned on his esophagus restricting his airways to
breathe, a collapsed lung, loss of a kidney, numerous blood clots and a tumor progressing
on his liver.

Dustin was flown to Germany then to Walter Reed. The doctors struggled trying to
determine the exact type of cancer. They ruled out leukemia and testicle focusing on
Lymphoma but then they struggled with what type because his cancer cells did not have
defined characteristics.

It was like he had different types of cancer cells taking over his body.
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They agreed on Non-Hodgkins Diffuse Large Cell B Type. From April 6th thru Sept
24th, Dustin went thru 6 different types of Chemo Regimes. Each one would seem to
work for a few days by recessing the most aggressive cells but always a few days later the
aggressive cells would just attack new organs.

Tt was like the cancer was smarter than any medicine.

He was treated for Lymphoblastic, Burketts, etc only for the different regimes to be
effective for a couple of days. ‘

Walter Reed's Oncologist's worked with John Hopkins, Bethesda, a cancer hospital in
New York all in trying conquer something that seemed just to be unleashed and ravaging
my son's body.

The doctors could not believe that Dustin was turned away so many times for medical
help and still managed to endure as long as he did in his magnitude of pain all while
carrying 80 Ibs on his back. It was because of his good health and fitness he was able to
fight as long as he did.

At Walter Réed my son suffered tremendously. Because of the position of the mass in his
chest he could not be sedated for any procedures. There were so many times we almost
lost him but he would somehow overcome for the moment.

It was horrific and no one should ever have to experience or watch their only child slowly
be eaten away by this illness.

I knew from the start that Dustin had been either exposed to something in Iraq or possibly
the vaccines they had to take did something to his immune system.

In the beginning the doctors would not comment on my thoughts (being a military
hospital) but at the end they agreed they had never seen anything like it.

Unbeknown to me they did an autopsy on Dustin. I received the results in the mail which
stated that every organ in Dustin's body was enclave by tumor but his heart and his brain.

I want accountability for my son's life but seem just to hit brick walls.

1 have his medical records from Walter Reed but have not been able to get his records
from Iraq or previous.

When I lost Dustin I lost myself.
This is something that should not have happened or should happen to anyone else.

There is something going on but no one wants to talk about on the record.
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I am sharing my son with you in hopes that maybe you have the means of sharing my
son's story with others; that perhaps will make a difference as so many of our children
serving our country will be righteously accounted for -- their and our sacrifices.
Dustin was beautiful and had a big heart.

Thanks for listening to me..

Lori Brim

MORE:

“Dustin's Voice Needs To Be Heard”
From: Lori Brim
To: GI Special
Sent: July 04, 2005 9:56 PM

What I summarized to you was just a bit of the suffering Dustin endured over the last 6
months of his life.

We live in the Daytona Beach area of Florida.

Dustin was born and grew up here. All he wanted to do was to come home and pet his
dog Buddy.

There is so much more that could be shared about Dustin's suffering but nothing can
change what it is.

If for some reason someone would like to contact me I can be reached at 386-679-6661.
Last week I visited Congressman John Mica's office. Mr. Mica was in Washington but
his aide spoke with me about an hour and also agreed that Dustin's voice needs to be
heard.

Perhaps his story will help prevent some other soldier and their loved ones from
unnecessary pain.

Thanks again for listening and sharing my Dustin,

Lori Brim
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MORE:“God Rest Dustin's Soul, And God Bless His Mother For Speaking Out”
[This story was forwarded to ArchAngel1BL at ArchAngel, a military families committee that is concerned
with medical abuses experienced by active duty troops. The reply below is in response. T.}

From: ArchAngeil1BL@aol.com [out-of-service Marine]

To: GI Special

Sent: July 04, 2005 1

Thanks for forwarding the letter T.

1 can only imagine what she has gone through and is still going through with her loss.

As for the medical records from Iraq, I hate to say this, but she will never see them. More then likely, those
records have been destroyed to protect the military.

If you remember, the paper work from my husband's medical records that he accumulated in Iraq were
missing; in fact they still are.

1 wish there was something I could do to help her get them, but not to be negative, if his records didn’t
follow him while he was being transported to Walter Reed, then they are gone.

That is why Soldiers/Troops need to make two copies of their medical records. One to carry on themselves,
and the other for a relative or close trusting friend at home. This way, if they loose their copy, all they have
to do is request another copy from the family member or friend who has the second copy.

They must always request a copy of everything that is written down, don't take no for an answer, because
they have every right to have a copy of their medical records, let alone anything else that is written and
placed in any of their records medical or administrative.

Her comment about the cause; that should raise some questions. I agree with her when she said that he may
have been exposed to something or the mandatory shots that he was given caused it.

Heck, there have been a lot of medical complaints from the troops afier receiving those shots.

1 remember when I was forced to take a shot before we went to Australia for training. The first thing they
did was give us a shot of something, they never did tell us what it was, then they made us sign a statement
that we want sue the government if something happens. Till this day, I have no idea what was injected in
my amm. All I know, is that I started getting migraine headaches ever since then.

I have been told that the VA can aid in getting medical records, but in this case, I have no idea if they would
be able to help her or not. All1can say is that she could fry calling the local VA office and see what they
say.

With this story, hopefully the troops in Iraq and Afghanistan who read your article will think twice in
working a pain out that causes you to go see a doctor.

In fact, if they are hurting in a way that makes them question on going to medical or not, they should go.
That kind of pain is the kind that maybe is saying "life is leaving the body," not " pain is weakness leaving
the body."

Let’s hope that others will step forward.
God rest Dustin's soul, and God Bless his mother for speaking out.
ArchAngeliBL
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UNCOVERED EVIDENCE
U.s. Government DOCUMENTS

Pubhshed by Traprock Peace Center

http:/Awww.traprockpeace.org
International Criminal Tribunal for Afghanistan -
QUESTION 11. WHAT DOES THE U. S GOVT. KNOW ABOUT DU?

" November 2§, 2003
By Leuren Moret leurenmoret@yahoo.com
1 1. mg US government flatly denles risk of DU officially. World Health Organization published

stmiiar report recently. Flease tell us what you think the US govermnment roally knows.
1943 - MANHATTAN PROJECT: Memo to General Leslie R. Groves October 30, 1943 -
Blueprint for Deploted Uranium weapons

Recommendation from Manhattan Project physicists {Compton, Urey, Connant) to

develop radioactive battiefield weapons *which would behave like a radioactive gas”
using auclear trash from the atomic bomb program in order to beat the Germans who'
might do i first. Depleted uranium was specifically mentioned in other communications.
hitp:/mwww.mindfully.org/Nucs/Groves-Memo-Manhattan30oct43.htm

Source of document: Major Doug Rokke, U.S. Army Head of Depleted Uranium

Project to clean up Iraq and Kuwait after1991 Gulf War.

1946 — OPEN LITERATURE

ACTIONS OF RADIATIONS ON LIVING CELLS by D.E. Lea, Cambridge Universxty Press
{1946) (includes early research beginning in 1927 by H.J. Muller on genetic mutations in
Drosophila from ionizing radiation); through collaboration with the Radiological Society of
North America, the Rockefaller Institute for Medical Research, and the Royal Soclety.
1850 — U4.S. ARMY Pamphlet: THE EFFECTS OF ATOMIC WEAPONS

9.40 “...The uranium and plutonium which may have éscaped fission inthenudear
weapon represent a further possible source of residual nuclear radiation...

9.41 "The alpha particles from uranium and plutoriium... are completely abmrbed in

an inch or two of alr.... indicates that uranium and plmmum deposited on the

earth do not represent a seroys extemnal hazard.”

9.42 “Although there is negligible danger from uranium and plutonium outside the

body, it is possible for dangerous amounts of these elements to enter the body

through the lungs, the digestive system, or breaks in the skin. Plutonium, for

example, tends to concentrate in bone and lungs. where the proloniged actionof .

the alpha particles can cause serious harm :

THE EFFECTS OF ATOMIC WEAPONS (1 950), U.S. Army republished

1957, 1962, 1964 as THE EFFECTS OF NUCLEAR WEAPONS, Dept. of

the Arimy Pamphiet No. 50-3, Headquarters, Dept. ofﬂ:aArmy(Maréh 1977).

1974-99 - U.S. MILITARY: Research Report Summaries on Depleted Uranium

Major research on military use of depieted uranium, 1974-1999, Office of the Special
Assistant for Guif War llinesses — “GuifLINK"
http:/fmww.gulfiink.osd.mil/du_{i/du_li_tablt.htm

These summaries represent extensive research to test and characterize depleted uranium
as a military weapon. The summaries confirm everytmng that was known in 1943 in the
Groves Memo.

1976 - U.S. AIR FORCE: "INTERNATIONAL LAW - - THE CONDUCT OF ARMED
CONFLICT AND AIR OPERATIONS" - November 19, 1976

Judge Advocate General Activities Alr Force Pamphiet AFP 110-31 .
The U.S. Department of the Air Force manual, *International Law: The conduct of Armed
Confiict and Alr Operations,” AFP 110-31, November 18, 1976 (hereinafter “USAF manual™),
govems the actions of all 11.8. Air Force puots including operators of the A-10 Thunderbolts.
This Alr Force manual acknowledges that the Department of the Air Force must adhere to
international and U.S. military law regarding bombardment and air operations.

“Itis especially important that treaties, having the force of law equal to laws enacted by the
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Congress of the United States, be scrupulously adhered to by the United States armed forces.”
This is the legal policy of the U.S. Department of Defense. (USAF manual, p. 1-7)

Article V1 of the Constitution of the United States says: “...all treaties made, or which shall be
made, under the authority of the United States, shall be the supreme law of the land; and the
judges in every state shall be bound thereby, anything in the Constitution or the laws of any
State to the contrary notwithstanding.*

“The following are relevant examples of treaties to which the U.S. is a party. Hague
Conventions {V of October 18, 1907 (USAF manual, p. 1-7); Geneva Protocol for the

Prohibition of the Use in War of Asphyxiating, Poisonous or Other Gases and of Bacteriological
Methods of Warfare of 1925 [the Geneva Gas Protocol, June 17, 1925] (USAF manual, p. 1-7);
Geneva Convention Relative to the Protection of Civilians in Time of War, August 12, 1949."
{USAF manual, p. 1-8)

Even without a forma! declaration of war, the United States Department of Defense is legally
obligated under the U.S. Constitution to obey the laws of war. “The law of armed conflict
applies to an international armed conflict regardless of whether a declared ‘war’ éxists. (USAF
manual, p. 1-10) “The Armed Forces of the United States will comply with the law of war in the
conduct of military operations and related activities in armed conflict however such conflicts are
characterized.” (USAF manual, p. 1-8) )

Although uranium weapons are not banned by name in an existent treaty, they are lllegal under
binding Air Force law and intemnational conventions. “Any weapon may be put to an unlawful
use.” (USAF manual, p. 6-1) “A weapon may be illegal per se if either intemnational custom.or
treaty has forbidden its use under all circumstances. An example is poison to kil or injure a
person.” (USAF manual, p. 6-1) The Intemational Court of Justice recdgnizes this rule in its

- Advisory Opinion, “Legality of the Threat or Use of Nuclear Weapons” (Internationat Court of
Justice Reports, 1996). In paragraph 87 of that Opinion, the Coutt found that the principles and
rules of humanitarian law apply to all weapons, including nuclear ones. In other parts of the
Opinion the Court stresses the duty to evaluate legality or illegality prior to use in military
operations. | : .

The Geneva Gas Protocol prohibits, “the use in war of asphyxiating, poisonous or other gases,
and of all analogous liquids, materials or devices.” (USAF manual, p.6-3, 6-4) The Geneva
Conventions now include the four Geneva Conventions of 1849, their Protocol Additional I, and
Protocol Additional Il. [The two protocols strongly. set out prohibitions of military operations
that would unleash hazardous forces (such as an attack on a nuclear power facility or a dam) or
would damage the natural environment or water supply. ] .

.

The 1907 Hague Convention IV, at Section l, Articie 23, absolutely forbids dny use of poison.
it states: “in addition to the prohibitions provided by special Conventions, it is especially
forbidden | a) To employ poison or poisoned weapons; b) To kill or wound treacherously
individuals belonging to the hostile nation army; €) To employ arms, projectiles, or material
calculated to cause unnecessary suffering.” (USAF manual, p.5-1) :
Poison Is defined in the Air Force manual in a way that clearly describes urdnium munitions:
*Poisons are biological or chemical substances causing death or disability with permanent
effects when, in even small quantities, they are ingested, enter the lungs or bloodstream, or
through the skin. The longstanding customary prohibition against poison is based on their
uncontrolled character and the inevitability of death or permanent disability as well as on a
traditional belief that it is treacherous to use poison.” {USAF manual, p. 6-5)

U.8. Air Force Pamphlet [Manual] AFP 110-31 ;

“U.8. Air Force and Intemational Law Forbid the Use of Uranium

Weapons® by Karen Parker, J.D., Diplome (Strasbourg) and Piotr Bein, PhD.

Source: John LaForge, Nukewatch hitp:/mwww.nukewatch.com/

1978 - 954 CONGRESS AND U.S. PRESIDENT -~ Speech by Senator Bob Dole

Making Bullets Out of Depleted Uranium - Mr. Dole: *Mr. President, an article

appeared in the Washington Star on March 14 [1978}, reporting that the Pentagon is

about to start using depleted-uranium to produce bullets. They seem to have chosen this
material for bullets because uranium metal is dense, and because depleted uranium is
cheap. Needless to say, | find this proposal shocking. On the one hand this shows a
complete lack of sensitivity to the general fear of using radioactive materials. On the

other hand, only a strange set of policy decisions could have made this material so cheap
that anybody would consider using it for bullets.”

Opening paragraph of 140-fine long statement by Senator Bob Dole at the 95n

Congress, 2nd Session, Vol. 124 (part 29) March 17, 1978, page 7416.
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ceu s . y sy , IKesearcn & vevelopment Command
The U.S. Army Mobility Equipment, Research & Development Command, March 7, 1979,
states: "Not only the people in the immediate vicinity (emergency and fire fighting personnel)
but also people at distances downwind from the fire are faced with potential over expgsure to
air borne uranium dust.” )
1984 - U.S. DEPARTMENT OF ENERGY - Testing Problems from DU Contamination
“Prototype Firing Range Alr Cleaning System" by J.A. Glissmeyer, J. Mishima and J.A.
Bamberger, Pacific Northwest Laboratory, Richland, Washington, Proceedings of the
18 DOE Nuclear Alrborne Waste Management arid Alr Cleaning Cotiferencs,
Baltimore, Maryland, August 12-16, 1984, Published March 1985, Editor M.W. First,
U.S. Dept. of Energy and The Harvard Air Cleaning Laboratory; CONF-840808 Vol. 2.
_“The Ballistics Research Laboratory, a component of the U.S. Army Research and
Development . contracted with Pacific Northwest Laboratory (PNL) to provide
a prototype air cleaning syétem for a new large caliber firing range where depleted
uranium munitions are testfired. ...too costly to operate... rapid particle loading results
in short filter life necessitating frequent replacement and disposal as low-level radioactive
waste. The rapid particle loading aiso results in decreased airflow causing an excessive
waiting period before personnet can reenter the target area.”
*“The U.S. Army Material Test Directorate (MTD) and the Ballistics Research Laboratory
(BRL) both operate two firing ranges (Ranges A, B, and C, D respectively) for the testing
of large caliber depleted uranium (DU) penetrators. The targets are housed in enclosures
which contain DU aerosols and fragments produced by the test firings. One of the :
drawbacks of using a target enclosure Is that the airbome DU must be removed by
ventilation 9nd air cleaning before personnel can enter the enclosure without respiratory

protection.

1989 - U.S. NAVY - Changes from Depleted Uranium to Tungsten Alloys )

* The interesting aspect in the history of this application is that after deciding in 1978 to
use g uranium alloy, the U.S. Navy decided in 1989 to change to tungsten alloys, ‘based
on live fire tests showing that tungsten met their perfformance requirements while offering
reduced probabilities of radiation exposure and environmerital impact.” .
B.Rostker, Development of DU Munitions, in Environmerftal Exposure Report,

Depleted Uranium in the Gulf (i1}, (2000).
http:/Awww.guifiink.osd.mil/du_ii/du_ii_tabe.htm ) ) !
1990 - Office of the ASSISTANT SECRETARY OF DEFENSE, A. H. Passarelia, Dir.
Freedom of Information and Security Review, Febrbary 11, 1990 lotter to Mr. Dan
Fahey .
*Depleted uranium (DU) material can constitute & heavy metal poisoning and radiation
poisoning hazard in the pulverized (powder) state only if it is either ingested or inhalgd.”
Dan Fahey, Case Narrative: Depleted Uranium (DU) Exposures, 2w Edition, July

2, 1998, National Gulf War Resource Center, pp. 187-198. P
1990~ SAIC: Government Contractor ) e
“Short-term effects of high doses can result in death, while long-term effects of low doses
have been implicated in cancer.”

*Aerosol DU exposures fo sokiiers on the battlefield could be significant with potential
radiological afid toxicological effects.” o

From the Science Applications intemitional Corporation (SAIC) report,

included as Appendix D of AMMCOM's Kinetic Energy Penetrator Long Term

Strategic Study, Danesi, July 1990. This repert was completed six months ‘
before Desert Storm. :

1990 - U.S. ARMY - Armament, Munitiomsand Chemical Command [AMCCO!
*...reported in July 1990, that depleted usanium is a “low level alpha radiation emitter
which is linked to cancer when ;)épqsures are internal, [and] chemical toxicity causing
kidney damage.” (AMCCOM's radiological task group has sakd that “long term effects of
low doses {of DU] have been implicated in cancer...there is no dose so low that the
probability-of-effect is zero.” ) )

Dan Fahey, Case Namrative: Doplotest Uranium (DU} Exposures, 2n Edition, July 2,
1998, National Gulf War Resource€entr, inc., p. ) .

1991~ LOS ALAMOS MEMO - Les Alamos Nuciear Weapns Laboratory
SUBJECT: The Effectiveness of Deplleted Uranium Penetrators March 1, 1991 |
From: Lt. COLMV. Ziehm . :

To: Major Larson “Studies asdbAnalysis Branch™ (WR 13)
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“There is a relatively small amount of lethality data for uranium penetrators, either the -
tank fired long version or the GAU-8 round fired from the A-10 close air support aircraft
The recent war has likely multiplied the number of du rounds fired at targets by orders of
magnitude. It is believed that du penetrators were very effective against lraqi armor;
however, assessments of such will have to be made.
There has been and continues to be a concem regarding the impact of du onthe
environment. Therefore, if no one makes a case for the effectiveness of du on the
battlefield, du rounds may become politically unacceptable and thus, be deleted from the
arsenal.
If du penetrators proved their worth during our recent combat activities, then we should
assure their future existence (until something better is developed) through Service/DoD
proponency. If proponency is gamered, it is possible that we stand to lose a valuable
combat capability.
I believe we should keep thxs sensitive issue at mind when after action reports are
written.”
" Los Alamos National Laboratory Memorandum March 1, 1991
Source of this document: Major Doug Rokke, Head ofDeplered Uranium
Cleanup Project for Iraq and Kuwait efter the Gulf War 1991.
1992 - UN!TED STATES CENTRAL COMMAND log - following a major fire at a
uranium ammunition storage facility in Doha
“EOD POC {point of contact) states that burning depieted uranium puts off alpha
radiation. Uranium particles when breathed can be hazardous. 11ACR has been notified
to treat the area as though it were a chemical hazard areg; i.e. stay upwind and wear
protective mask in the vicinity.” .
United States Central COmmand log, “11ACR Fire in Doha: Updates from
CENTCOM Forward,” July 12, 1991, entry 10.
1993 - U.S. GE&ERAL ACCOUN‘I‘ING OFFICE (GAO)
“Inhaled Insoluble oxides stay in the lungs longer and pose a potential cancer risk due
to radiation. Ingested DU dust can also pose both a radioactive and a toxicity risk.”
Operation Desert Storm: Army Not Adequately Prepared to Deal With Depleted
Uranium Contamination, United States General Aceounﬁng Office (GAO/NSIAD-
93-90), January 1993, pp. 17-18,
1903 - U.S. ARMY ARMAMENT, IUNH‘ONS.ANDCHE“CALOOWAND(AHCOOH)
“When a DU penetrator impacts a target surface, a large portion of the kinetic energy is
dissipated as heat. The heat of the impact causes the DU to oxidize or burn momentarily.
This results in smoke which contains high concentration of DU particles. These uranium
particles can be ingested or inhaled and are toxic.”
U.8. ARMY: ARMAMENT, MUNITIONS, AND CHEMICAL b
COMMAND(AMCCOM)
“Depleted Uranium Facts,” photocopy in Bukowski, et al, Uranium Balﬂefields
Home &nd Abroad, March 1893, p. 97.
. 1903 - U.S. ARMY: Colonel-Robert G. Claypool, Medical Corps Director, Professional
"Services of the Department of the Army, Office of the Surgeon General, August 16,
1983 {etter to U.S. Army Chemical School -
“When soldiers inhale or ingest DU dust, they incur a potential increase in cancer nsk. The
miagnitude of that increase can be quantified (in terms of projected days of life lost) if the .
" DU intake is known (Of can be estiméted). Expededphysiobgweﬂadsﬁunemosureto
DU dust include possible increased risk of cancer (lung or bone) and kidney damage.”
‘Dan Fahey, Case Narrative: Depleted Uranium (DU)-£xposures, 2ns Edition,
July 2, 1998, National Guif War Resource Center, pp..263-264).
1993 - U.S. ARMY: Office of the Deputy Chief of Staff For Operations and Plans,
Washington D.C. August 19, 1893; Ttwu Deputy Chief of Staff for
Operations and Plans — mwmoun-formmt Secretary of the Army
(installation Logistics & Envlmnmem)
Subject: Revlew of Draft Report to Congress — Health and Environmental
Consequences of Depleted Uranlum-in the U.S. Army ~ACTION MEMORANDUM
[This was a response to a.GAO.rportto Congiess on DU issues]
G- “In response to the GAO report, the Deputy Secretary of Defense (DEPSECDEF)
issued a tasking memorandum on 8 June 1993. The memorandum directs the
of the Army to: h
(1) Provide adequate training for personnel who may come in contact with DU
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(2) éomp!ete medical testing of personnel exposed to DU contamination during

the Persian Guif War.

{(3) Develop a plan for DU contaminated equipment recovery during future

operations.” )

Signed - Brigadier General Eric K. Shinseki

[The rest of the memorandum is in regard to implementation of this order.]

[General Shinseki served four years as the Army Chief of Staff and refired in June 2003
after two years of tension between him and Donald Rumsfeld over resources needed for
the lraq war.} . n : .
Source of document: Major Doug Rokke, U.S. Army Head of Depleted Uranium

Project to clean up Iraq and Kuwait after1991 Gulf War.

‘41993 - U.S. ARMY: Operations Support Directorate — UNCLASSIFIED SECTION
Subject: Medical Management Of Unusual Depleted Uranium Exposures

October 2, 1993 “

4. "Unusual exposures to DU are also expected to cause no medical problems. But in the
interest of documenting the expected minimal exposures, the exposures should be
documented and specimens taken. Unusual exposures include situations which could
result in ingestion/inhalation of DU dust, or the contamination of wounds by DU dustor
fragments. These unusual exposures could result from:
A. Being in the midst of the smoke from DU fires resulting from the buming of
vehicies uploaded with DU munitions or depots in which DU munitions are

being stored. :
B. Working within environments containing DU dust or residues from DU

fires.

C. Being within a structure or vehicle while it is struck by a DU munition.

5. Safety guidance on appropriate soldier response to accidents Invoiving DU is

contained within reference A. and guidance on appropriate management of

potentially DU-contaminated equipment is contained within reference B.

6. In cases such as those in described in Paragraph 4, the following steps should be

taken: : ’

A. A MED-16 report (RCS MED-15(R4)) should be submitted in accordance

with Paragraph 5-10 of Reference B.

B. Specimens should be collected and forwarded for analysis in conformance

with the information provided in subsequent paragraphs and paragraph 9-6

of Reference A.

(1) Nasal swipes could be collected... Nasal swipes can be useful if

confirming exposure to DU dust environments...

(2) Any fiters ysed for respiratory protection (Protective mask canister, -

dust masks, fipld-expedient cloths placed over the nose etc.) should be

sealed in bags or other protective containers...

(3) Twenty-four hour urine specimens should be collected...”

Source of document: Major Doug Rokke, U.S. Army Head of Depleted Uranium

Project to clean up Iraq and Kuwait after1991 Guif War.

1995 - U.S. ARMY - Environniental Policy Institute (AEPI) Re fo Congress

*if DU enters the body, it has the potential to generate ‘significant rggdical .~

quse'ggqen::es'.medsksas&clatadeUhﬂwbody_ -are both chemical and
iological. *

“The radiation dose to critical organs depends upon the amount of time that depleted

uranium resides in the organs. When this yalue is known or estimateq, cancer and

hereditayy risk estimates can be detepmingd” e ‘

“Personnel Inside or near vehicies strixk by DU-penetrators cpuid recelva significant

internal exposures.” :

"\é:;y few remediation technologies have actually heen used to clean up DUcantaminated

$ 'I i 4 . - T

“No available technology can significantly change the inherent chemical and radiological

toxicity of DU. These are intrinsic properties of uranium.” o C

“The Army should determine the full life-cycle cost of DU weapan sytems. This analysis

must take into account not only production costs, but also demilitarization, disposal and

recycling costs; facility decontamination costs; test range remediation costs; and longterm

heatth and environmentat costs.”
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*The only systematic DU contamination of Army land occurs during the research,
development, testing, and evaluation (RDT&E) cycle for DU ammunition.” .
“The Army needs to review particle data from Army studies and elsewhere to. dehermme
data gaps and conduct experiments {0 generate the requisite data to fill these gaps.”
*“The Army needs to develop a better understanding of DU particles generated from
impacts or burning.”

“The Amy should be prepared to provide guidance to other governments on the ‘health
and safety risks associated with DU for affected battiefields. This guidance may include
information on environmental measurement, monitoring, migration and remediation
techniques.”

From the Army Environmental Policy Institute (AEPI), Health and

Environmental Consequences of Depleted Uranium Use in the U.S. Army, June

1995

41997 « ARMED FORCES RADIOB{OLOGY RESEARCH INSTITUTE (AFRRI).

Armed Forces Radiobiology. Research Institute (AFRRI) in Bethesda, Maryland -has
discovered in animal studies that embedded DU, unlike most metals, dissolves and spreads
through the body depositing in organs like the spleen and the brain, and that a pregnant
female rat will pass DU along to a developing fetus.

The Nation magazine, May 26, 1997, p. 17-18.

1998 - UNITED STATES NUCLEAR REGULATORY COMMISSION (NRC)

According to the United States Nuclear Regulatory Commission guidelines for
occupational exposure, the 186,000,000 grams of depleted uranium released during the
Gulf War combat operations is enough to poison every American man, woman, and child
100 times.

Dan Fahey, Case Narrative: Depleted Uranium (DU) Exposures, 2~ Edition, July

2, 1998, National Gulf War Resource Center, p. 3.

1990 U.S. DEPARTMENT OF LABORIOSHA

Health Hazards Data, the Materials Safety Data Sheetfrom the U.S. Department of
Labor/OSHA, says this about depleted uranium: “Increased risk of fung carcinoma and
chemical toxicity to kidney. Hazardous decomposition products...

Dan Fahey, Case Narative: Dopleted Uragium (DU} Exposures, 24 Edition,

July 2, 1998, National Gulf War Resource Center, Inc.

2000 - UNITED STATES DEPARTMENT OF ENERGY (DOE) :
TheUnneds;atesDepamnenxofEnemy(DOE)hassaid “One may normally expect that
depleted urgnium contains a trace amount of piutonium.” In a January 20, 2000 letter, -
DOE Assistant Secretary David Michaels formally admits that, *As background, { would
note that our historical information shows that recycled uragium, which came straightfrom
one of our production sites, e.g., Hanford, would routinely contaip fransuranics
{americium, neptunium, plutonium] at a very low level. ... We have initiated a project to
characterize the level of transuranics [americium, neptmium. plutonium] in the various
depleted uranium inventories.”

David Michaels, PhD, MPH, Assistant Secretqry Environment. Safety and Heanh

U.S. Department of Energy. letter, Jan. 20, 2000.)

2003 - MEDIA: PENTAGRON CONTROLLING THE NEWS - John Hanchette Former
Editor U.S.A. TODAY nal Dally Newspaper)

During a speaking tour i Eastern United States in January 2003 with Gulf

War Veteran Malnr Rokke, f'was introduced to John Hanchette who in

Doug's words Is “one of the good guys on the depleted uranium issue”. Mr.

Hanchette told me that from 1891 to 2001, as Editor of {.5.A. TODAY, he

published news breaking storigs on the effects of depleted uranium on Gulf War
Veterans. Each time he ready'to publish a story about devastating illnesses

in Guif War soldiers, he g call entagon pressuring him not
mpmtmestocy qu nmplp:oedasEdmatU.s.A.TODAYandLsnm
Inte:view wrth TODAYEd:torJohn Hanchetter by

Leuran Moret, York, January 29, 2003.

2003 ~ PENT ﬁ. Army Colonel

Journalist: 'Wh the health risks that are associated with D.U.? Or do you deny
there are any?”

U.S. Army ‘-ytu ‘\;_ou are delarmingd E m me p mm ! sialament about the

health risks a
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Pentagon.” ’ ’
U.S. Army Colonel: “Well....... (long pause, followed by heavy profanity).... Okay, il

give you some dirt if that's what you're looking for. The Pentagon knows there are huge
health risks associated with D.U. They know from years of monitoring our own test
ranges and manufacturing faciliies. There were paris of Iraq designated as high. -
contamination areas before we ever placed any troops on the ground. The areas around
Basra, Jalibah, Talil, most of the southem desert, and various other hot spots were all
identified as contaminated before the war. Some of the areas in the southem desert
region along the Kuwaiti border are especially radioactive on scans and tests. One.of our
test ranges in Saudi Arabia shows over 1000 times the normal background level for

. radiation. We have test ranges in the U.S. that are extremely contaminated, hell they
have been since the 80's and nothing Is ever said publicly. Dot't ask don't tefl is.not
only applied to gays, itis applied to this matter heavily. | know that at one time the
theory was developed that any soldier exposed to D.U. shells should have to wear full
MOP gear (the chemical protective suit). But they realized that it just wouldn't be
practical and it was never openly discussed again.” :
Journallst: “So the stories that they know D.U. is harmful are true?” )
U.S. Army Colonel: *Yes, there is no doubt that rost high level commanders who were
around during the 80’s know about it.” :
Interview by Jay Shaft, Editor Coalition for Free Thought in Media, *U.S.
Colonel Admits That 500 Tons of D.U. Were Just Used in Iraq” May 5, 2003.
2003 - SANDIA NATIONAL LABORATORIES - is a U.S. Nuclear Weapons Lab
Funding provided by the Department of Energy’s (DOE) Office of
Biological and Environmental Research, and Sandia’s Laboratory Directed
Research and Development.
“Sandia nanolaser may help extend life-spans by rapidly analyzing possible
neuroprotectant drugs” by Neal Singer
“Helping Guif War victims® ~ Sandia has been doing research on the role of
mitochondria malfunctions identified as the most immediate cause of
Parkinson's, Huntington’s, and Alzheimer's. Loss of brain function is caused by
neurons killed by malfunctions in the mitochondria. “Malfunctioning
mitochondria have also been linked to battlefield aftereffects caused by radiation
or by nerve agents like sarin.” Gulf War victims frequently develop Lou
Gehrig's disease or "ALS (the neuron disease amytrophic lateral sclerosis)
which is a neurodegenerative disorder that kills motor neurons causing paralysis
and death In three years.” It affects both Guif War veterans and civilians.
Funding Is now being requested from the U.S. Congress for research “to
help Gulf War victims”,
Sandial.abNews Vol. 55, No. 19, September 19, 2003
http:/mww.sandia.gov/LabNews/LN09-19-03/key09-19-03_stories.htmi¥nano
[AN EXTREMELY IMPORTANT U.S. GOVT. ADMISSION THAT CANCER AND BIRTH
DEFECTS ARE NOT THE ONLY DISEASES CAUSED BY RADIATION EXPOSURE.]
2003 - MEDIA: WHITE HOUSEPENTAGON CQNTRQ\.WG THE NEWS
TBRNews.com - o
During the middie of March, 2003, tbrnews received an efndl fiom & man who
claimed to be a mid-level executive with a major Americar( felévision network.
He stated in this, and subsequent, emails that he was in possession of
“thousands” of pages of in-house memos sent from his corporate headquarters in
New York City to the head of the network’s television news department. He
went on to say that these memos set forth directives about what material was,
and was not, to be aired on the various oufiets of the network.
This individual claimed he was developing serious doubts about the strict
control of media events and decided that he would pass this material along to
someone who might make use of it... Al are on corporate stationary, signed or
initialed by the senders and again, signed or Iinitiafed by the recipients in the
news division... i .
ifthese memos were true, they showed with a terrible clarity that at least one
part of the American mass media was.sigictly controlled and that the news was
so doctored and spun that it might as well ke official news reiegsas from the
White, House and Pentagon: ' o
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24 There Is to be nothing sald about the high levels of radlation in Iraq.
eted uranium Is the culprit but if it becomes too widespread, it Is to be
blamed ‘on Saddam’s “hidden A-bomb arsenal”l Our man in the Pentagon
was moanliy that when Glis start losing thelr hair and fingers in a few years,
there will be more Iawsults As they say in the military, "not onmy watch
Charllel”
(Nov 17) the Supreme Court Is busting Bush’s balls now. They are going to’
take cases about the Gitmo [Guantanamo] gulag and the White House Is
shrieking with rage. | guess the Court doesn’t realize that Bash thinks he Is
the one to decide what Is constitutional and not the Court. He has a mde
surprise coming very soon as | understand...
To read more than 1400 memos since February 2003 with daily updates go to
http:/fwww_tbrnews.org/index.htm.
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We find uranium
from U.S. ammo
in sick troops
coming home
from Iraq
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Experts
bhehind

part of the investigation by

the Dmly News, Dr. Asaf Dura-
covie, nmcimmadmna
who has conducted extensive
research on deple!ﬂ'l uranivm,
examinedthe nine soldiersfrom
the 442nd Military Pofice in tate
December and collected urine
specimens from each.

Anather member of his team,

used a the art proce-
dure: cxlled mumple collectorin.
ductively coupled plasma-mass.

spectromenyy.

COnly about 100 taboratories
wol dwnde have the same ca-
pability to id
various ummum isotopes _in

of e o had depleted ura-
nium in their bodies. Depletad
uranium, which does not occur
in mﬂlﬁ, is created as a waste
of uranjum enrichmient

traces of ancther uranium iso-
tope, U-236, thatIs producedonly
ina fuciear reaction process.

um before they went to Iraq.

Inside filthy camp
where trouble began

The soldiers of the 442nd Military Police never heard of depleted urani-

They know only that mexphcable ailments have befallen them.
Last year, more than a dozen of the company's soldiers were transferred
back to Fort Dix fortregtment of a variety of maladies. Frustrated with how

!hexmhtazywn h

their

Lhey & interviewsto

f th

According to the soldiers, most of them
became sick Jast summer while stationed in
Samawah, a town 150 miles south of Baghdad

“These men were almost cer-
tainly exposed to radigactive
weapons on the battlefield,”
Dummcovic said.

Heand toissuea

f heavy combat in the first
‘weeks of the war.

Their unit entered the town in June, fol-
lowing short stays in Diwaniyah, Karbala and
Najaf. They pitched camp at a buge, dusty,

scientific paper on their study of
the soidiers at the annual meet-
ing of the European Association
of Nuclear Medicine in Finland
this year.

When DU shells explode,
they permanently contaminate
their target and the ares imme-
diately around it with low-level
radioactivity.

d train depot on the outskirts

of town.
Thar ‘s where, they clalm, their problems
begar

€ ome night, [ had 10 or 15 people with tem-
peratures over 103, unexplained night chills,
£ Kinds of things,” said Sgt, Juan vega, the
company’s principal medic. About a dozen of
the 160 soldies n the company suddenly do-

veloped kidney stones, he said.
A 1990 Army study linked DU, to “chemical

A view of the outside of the

feored to-be tested By & team.of experts headed by Dr. Asaf Duracovic,

withit,” ” suid Vega, 34, an FDNY paramedic.
“The soldiers recail that two Iraqi tanks, one

ail shot up, had been hauled onto flatbed rail-

road cars lesx than 100 yards from where the

company stept.

Pentagon officials have confirmed that

tanks hit by DU shells arc the biggest poten-

when DU penetrators hita target and explode,
a fine nerosol of uranium ogide, or radionc-
tive dust, is formed. The closer the tanks are
ta peopl, he greater the danger of inhating

the dus!
I additon, a UN environmental report on
Hng

B st within 150
meters of any target
hit by DU shells “un-
fess igh-quality dust

(oxn:xly causing ki
“T urcommander We need to get the
eltout of his pince. theré’s something wrong

soldiers never
cetved dust masks.

.-e.

mmn-mm!

bers of 442nd MilRary Potica:+ 3
slept from June to August last
year. Company's four platoons
were assignad to sieep on el
ther side of two rallroad cars
parked in middie of the shed.
Their mess hali was the open
space between the two cars.

Cots for the company's members
were covered with netting or plas-
tic sheets during the day o ward |
off insects. bird droppings and the
constant sand and dust that blew
into the train shed.

An outdoor repair pit at the Sa-
mawah railroad depot was where
members of the 442nd would try 16

wed relax from the sweiterng Iraqi Surt;

B mer nights when they were off-dutf
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in Iraq.. Have

they_

2 been poisoned by

the uranium in our

own ammunition?

our soldiers from a New York Army National Guard company
serving in fraq are contaminated with radiation likely caused.
by dust from depleted uranium shells fired by U.S. troops, a
Daily News mvestigauon has found
They: several the 442nd
Military Police, who say they have been battling persistent physical
ailments that began last suminer in the Iragi town of Samawah.
“Igotsickinstantly inJune,” said Staff Sgt. Ray Ramos, a Brooklyn
housing cop. “My health kept going downhill with daily headaches,
constant numbness in my hands and rashes on my stomach.”

'ARGEL CHEYRLSTY

Anuclear medi ined and tested nine soldiers
from the company s&ys ﬂ’lﬂt four “almost certam]y mhaled radio-
active dust from can shells with de-
pleted uranium.

Laboratory tests conducted af the re-
quest of The News revealed traces of two
manmade forms of uranium in urine sa-  the current
ples from four o the soldiers. “The 44200, ade up for the most partof

sy Yonnorie— are the firstconfimed cases
ofinhaled deplted wanium exposire fosa

DAILY NEWS
SPECIAL
INVESTIGATION

BY JUAN GONZALEZ

DAILY NEWS STAFF WRITER

heavymetalforarmortoprotect tanksand

Sgt. Hector! Sgt.Ray New Yorkcops
Rm SgLAgusmx Cpl, Antho-  officers, i Rockland
County. Dispatched to irag last Easter,
the unit’s members have been providing
guard duty for convoys, running jails and
training Iraqi police, The entire company
is trie o oturn horme Iater this month.
“These are amazing results, especially
since these soldiers were military palice.
not cxposed to the heat of battle,” said Dr.
Asaf Duracovic, who examined the G.1s
and performed the testing that was fund-
od By The News.
~Oier Amorcan soldiers who wer in
combat must have more depleted urani-
umexposure,” said Duracovic, aenlonelm

Michae Kilpatrick sid.
e Army and Alr Force fired at least

127 o aftiepleted uraniymshellsinirag
Jaatyear, Kilpatrick snic. No igures hive
et been released for how much the Ma-

s

K\lpamck said abour 1,000 G.1.s back
from the war have been tested by the Pen-
tagonfor depleted uranium and only three
have come up positive — all as a result of
shrupnel from DU shells.

But the test results for the New York
guardsmen ~— four of nine positives for
DU - suggest the potential for more ex-
tensive rudiation exposure among coai-

Y

the Army
Persian G

War,

‘While working at a military hosgital in
Delaware, he was one of the first doctors
to discover unusual radiation levels in
Gulf War veterans. He has since be-

come a leading critic of the use of de-

pleted uranjum in w

Depleted uranium, s waste product.

of the uran i

Iranm: b
has been used by the U S, and British
military for more than 15 years in some
srtdlery shells and 3 armor plating for
fanks. 1 s twice a5 hoavy a8
oo of s aensin it th suvesios

Several Army studiesinrecentyearshave
concluded mmhe low-jevel rudiation emit-

pendent sceptins nndafewoftheAnnys
indicate otherwise.

e & velt, depleted uranium weap-
ons have sp increasing controver.
sy around the world.In January 2003, the
European Parlisment called for a morata-
rium on their use after reports of an un-
usual number of leulemia deaths among

ltalian soldiers who served in Kosovo,
where DU weapons were used.

SMAN AHVG

2002 ‘¥ Wy Yepung
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An enemy we’ve

known about for
more than 20 years

The Army says thatonly. sold;ers wounded by depleted ur.mmm shrapnel or who
are inside tanks during an face
But as far back as 1979, Lecmx:d Dietz a phys:cxst at the Knolls Atomic Powér

1 y upstate, X d dust cou!d travel for long
dxstances‘

Dietz, wi d the to isolate jum isotopes,
dwcovered that axr filters wuh which he was experimenting had collected radio-
active dust froma X Plant that was producing DU 26 miles

away. His discovery led to a shutdovm of the plant.
“The contamination was so heavy that they had to remove the topsoil from 52
properties around the plant,” Dietz said.

Mg il ANTI-TANK AMMUNITION

wz(etandm(heloodmpp)s,]}im Depleted crasinn (DU), & reffnlng
said. But is quick. | Dyproduct,
b and armiessly excreted by the | Ammunition,

WS, A10 Thunder

Unmummdadmt,whichlodg bt carrles more
s in the lungs once inhaled an than 1,000 rounds rmpw gy VBW"
not::ry DONble. canexmtmdinﬂon of DU sheil. i of
tofl hody " 5‘ m enes EY
Loiton o soidier, | MFies Lo and ok, | DU GUSUIR oM
who breathes theso particles has & | __PPISMrecntank, } Topy gy WU has 3 hatita of |
dose, and it ing | ®ou i o 4.5 bitlon years,
to decrease very much over me, | nearl fwios as
Said Dietz, who retired in 1983 st | dense as lead. On

ter 33 yem 35 nuclear physicist.
“In !he g run veterans ex.
to ceramic wranium oxide e dest Butfet stikes
haves majm-prohl - i b B i coos
Critics of DU have nofed that
the Army’s view of its dangers has
sed over time.
Belcm the 1691 Persian Gulf
& 1990 Army npm no!ed that
deplexedummm

hen exposures inremnl
[and] chemical (mucﬂy causing
kidney d

amage.”

It was during the Gulf Ve that |

US. A-H0 Warthog “tank bust.

e planes and Abrams tanks st

tsed DU artilery on » mass scale,
e Pentagon says it fired about

3zmonsomu in that war and that

the Serhun ‘province of Kosovo.
15 the Guif War, Army brass did
not warn seldiers abaut any risks
from exploding DU shells. Anun-
known number of G.Ls were ex- serious heaith effects. academy, the Rayal Soci-
, inhalation or  “For any heavy metal, there ety, has called for ideh!ifying
handling batile! el dlebris. is no such thing s safe,” Kil. where DU was used and is i
Someveteransgroupsblame DU patrick said. Toere is ar, ssue mgscleanupohllconmmmut«
contamination a3 & factor in Gulf of chemical toxicity, and for DU ad x‘eAs
‘War syndrome, the term for ahost R is raised as radiological toxic- A large number of American
of atlments that affficted thousands ity as well.” soldiers {in Iraq} may have had
of vets f\'om that war, But he said “the overwhelming  significant exposure to urani-
Ungler pressure from veterans con:lmion“ﬁ’nmmdiuoﬁhnse um oxide dust,” said Dr. Thom-
groups, the Pentsgon commis- who work with uranium “show it as Fasey, a pathologist at Mount
sioned several new smd!& One has aotmdu any increase in Simi Mcdieal Center and an ex-
of those, published in 2000, con- m depleted uranium. “And
cluded that DU, asaheavy mem Several Eumpem s(ud.ies, (he hnlm impact is ‘worrisome
WEver, for the future,
thatGulf%.rve(emu“didnotex- mosome damage md Nn.h de- As for the soldiers of the
perienceintakes highenoughtoaf- fects inmice, Many sclentistssay  442nd, they're sick, frustrated
Fect their health. we still don't kniow edough about  snd confused. They say when
Pentagon spokesman Mmhnal the fong-renge affects of low-lev-  they avrived in Irag no one
Kilpairick said _Army fol etradiationonthebodytosayany warned them about depleted
smdun of 70 DU»conummed amount s safe. uranium and ag one g;.ve them
Guif War veterans have not shown  Britaln's natlonal science  dust masks.

“My heatth just kept getting worse.
1 tried to work out each day to get
through it but | kept getting weaker.”




“Yhe headaches are constant and
they don’t want to stop. The tashes
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HEALTH SUFFERED IN THE HELL GF WAR-TOR

ing weaker:
is ha spening to me?

N IRAG

hat

Soldiers demand
to know health risks

Doctors at Walter Reed Army Medical Center recently told Staff
Sgt. Ray Ramos that a biopsy revealed his rash comes from leish-
a disease spread by sandflies and contracted by hun-

maniasis,
dreds of G.Lsinlraq. .

UndlkstweelnhowwegAmydoctorsmfusedrequa&sbnymos
mdafewoﬂmmmeﬁzndmmry}’olwe to have their urine ana-

tyzed for depleted a
mmufmmmmmenﬁy
; mine te

that can cost up to $1,000.
myhee,mdmemgmnehudud;mb&

. William Ruix, and Spec. Anthony
——al.lo Wbmmm

o stroke.”
}hmsemﬁmtaawhmpv

lormnmm dupixempuxedlnqmnet.
officials re-

sfter Army
eemd press inquina about m mnd
and & group from
company had mushx et m
m&nnadmm or Read told
mrnnnpmwmmmm-
vum::!hld come back negative for

pleted uranium.

The News’ tests also showed negative
results for Reed and Phillip, but Ramos
tested positive. The soldiers of the 442nd.
are not

erlands revealed

questioned the U.S, beforchand about

(h:possibﬁeuuofDUmmummnmSao
uan Vega, se-

W.Vegasmd.mdplmhed camp in the

robbery unit Bmoklyns’lsth?rccmcl
omhemmnukomamveduw
“I need them to investigate what's go-
ing on with my body.”
ans

Cpl. Anthony Yonone, 35, a copwith the
ion in Fishkill, N.Y.,

mweduﬂomemwwn.nJapauue

are cof
wln“bﬂbp Mnk!.

rted
reparted finding rediation readings 300

“We were always passing hbownout

B LA

“Fhere'd been a lot of fighting in Sa-
mawah before we gol there,” sald Stadf
Sgt, Ray Ramos, 41. “The place was dusty
25 hell, and the sandstorms were hitting

us pretty good.”

Felled at fixst by what he thought was
the sweltering Iraqi heat, Ramos expect-
iy S o
“My health just Kept getting w
he said. “I tried to wmkomeachdnyto
ge( through it but l Impt getting weaker.

my hands and

H recalled that American tshn.he
town burned trash and waste each night
in big drums near the train depot.

~The combination of smoke and sand
when we Jit thase fires covered every-
body,” he said.

Evacuated from Iraq in August for mi-
gm' surgery, Yonnone was sent first to

“They gave us a questionnaice,
marked that I wassy’ texposed 10 dea!eted
ium because nobody had even told
uswhautmbackmlmq, he said.

SAIN Kivg

YOOZ ‘¥ fudy Kepung
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Iraq veteran asks,
did war cause my
infant’s deformities?

Army Spec. Gevard 2
Matthew holds his -0



IN EARLY SEPTEMBER 2003, Army National
Guard Spec. Gerard Darren Matthew was sent
home from Iraq, stricken by a sudden illness.

One side of Matthew’s face would swell up each

morni

ng. He had constant migraine headaches,

biurred vision, blackouts and 'a burning sensation

whenever he urinated.
The Army transferred him to
Walter Reed Army Medicai Cen-
ter in Washington for further
1ests, but doctors there could
not explain what was wrong.
Shorly after bis return. bis
wife, Janice, became proghant.
©On June 29, " gave birth to a
baby girl, Victoria Claudette.
The baby was missing three
fingers and mosk of her night

wthew and his wite believe
Victoria's_shocking deformity
has something to do with her
father’s illness
and the war —
especially since

habie!
born with deformmes that are
eerily similar.

In June, Matthew contacted
the Daily News and asked s to
arrange independent laboratory
screening_for his urine. This
was after The News had report-
3 that four of seven soldiers
from another National Guard
‘unit, the 442nd Military Police,
had tested positive for depleted
vranium (DU)

The mdependem test of Mat-
thew's urine found him positive
for DU ~ low-level radivactive
waste produced in nuclear
plants during the enrichment of
natural uranm.

Because it is twice as heavy
as lead, DU has been used by
the Pentagon since the Persian
Guif War in certain types of
“tank-buster” shells, as well as
for armor-plating in Abrams
tanks.

Exposure to radioactivity has
been associated in some studies
with birth defects in the chil-
dren of exposed 3

‘My husband wenx 1o frag to
fight for his country,” Janice
Matthew said. T feel the Army
should take responsibility for
what's happened.”

The coupie first learned of the
baby's missing fingers during a
routine sonogram of the fetus
Tast April at Lenox Hill Hospital.

atthew was a truck driver in
Iraq with the 71Sth transport
unit from Harlem. His unit
moved supplies from Army
bases in Kuwait to the front
lines and as far as Baghdad. On
several occasions, he says, h
Carmied shotup tanks and de.
strayed vehicle parts o his flat-

bed back lo K\)waxt
his un-

o
born chxld’s defm'ml(y Matthew
immediately asked the Army to
test his urine for DU, In April,
fe provided a 2¢-hour urine
sample to doctors at Fort Dix,
N.J., where he was waiting to be
deacuva(ed
1, the Army granted him
a 40% msabsmy penision for his
eadaches and for a
cnnd)tmn caﬂed idiopathic an-
ioedema — unexplained chron-
ic swetling.
But Matthew

was tested, he
was told there
was no recor

gf any urine specimen from

Thnnkfu , Maithew did not
rely solaly on the Army baroa.

~~he went to The News.

Earlxer this year, The News
submitted urine samples from
Guardsmen of the 442nd to
former Army doctor Asaf Durak-
ovic and Axel Gerdes, 3 geolo-
gist al Gosthe University in
Frankfurt, Germany. The G
mman lab specializes in testing
for minute quantities of urani-
um, a complicated pracedure
that costs up to $1,000 per tesL

b is one of approximat
Iy 50 in the world that can de-
tect quantities as tiny as fento-
§rams — one part per qua
Jionth,

A few months ago, The News
submitted a 24-hour urine sam-
ple from Matthew to Gerdes. As
a control, we also gave the lab
24-hour urine samples from two
Daily News reporters,

The three specimens were
marked only with the letters A,
B and C, 50 the lab could not
know which sample belonged
1o the soldier,

r analyzing all thres, (,er.
des reported that only sample A
~— Matthew's urine — red
clear signs of DU. It contained a
tolal uranium  concentration
that was “4 to 8 times higher”
than specimens B and C, Ger-
des reported

“Those levels indicate pretty
definitively that he's been ex-
posed to the DU," said Leonard
Dietz, a retired scientist who in-
vented one of the instruments
for measuring uranium iso-
opes.
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I'm upset and
confused. | just
want answers.
Are they going

to take care of my

bahy?’

Spec. Gerard

Darren Matthew

"ROBERT 3A80

rdsman Gerard Darren Matthow, sent home from lraq with mysterfous iinesses, holds baby
daughter, Victorla, who has deformed hand, He has tested positive for wranium contamination.

According to Army guide-
Tines, the tote] uranium concen-
wration Gerdes found in Mat-
thew is within

Matthew's urine are low.” Ger-
des said, “the DU we see in his
urine could be 1,000 times high-
or in n the

il stan-
dards for most Americans,

But Gerdes questioned the
Army's standards, noting that
even minute levels of DU are
cause for concern.

“While the levels of DU in

lungs.”

DU is not Hike natural wrani-
um, which occurs in the envion-
ment. Natural uranium can be
ingested in food and drink but
gets expefled from the body

within 24 hours.
DU-contaminated dust, how-
ever, is typically breathed into
the mngs and can remain there
, emitting constant
iowqevel radiation.
and confused,”
Motthew sosd. o just want an-
swers. Are they {the Army]
Boing to take cure of my baby

SMIN KUVD
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hen he started to get
sick, Staff Sergeant
Raymond Ramos’s
3 ] ¥ first instinet was to
. fight. “I had joint pains. momscle aches,
chronic fatigue, but 1 tried to exercise
it out,” he-says: “I was going for runs,
working out. But 1 never got any bat-
ter. The headaches were getting more
fréquent and sometimes lasted alf day,
T was Josinga ot of weight. My over-
all physical dereanor was bad.”

A 20-year veteran of the New York
National Guard, Ramos had been
mobilized for active duty in Irag in the
spring of 2003, His unit, the 442nd

tary Police company, arrived there
on Easter, 10 days before President
Busi's MISSION ACCOMPLISHED ap-
pearance on the US.S. Abraham Lin:
coln. A tall, soft-spoken 40-year-old
with four children, the youngest still
an infant, Ramos was proud of his
physique.. In civilian life, he was a
New York City cop. “1 worked on a
street narcokics team. It was very busy,
with lots of overtime—very demand-
ing™ Now, rising unsteadily from his
armchair in his thickly carpeted liv-
. ing room in Queens, New
- - York, Ramos grimaces.
- “The shape I came back
- i, I cannot pexform at that

WEAPONS OF
SELF-DESTRUCTION

Heroic soldiers returning from Iraq seem to

be prey to the same debilitating, potentially fatal
illnesses that first became known as Gulf War
syndrome and then afflicted veterans of Bosnia
and Kosove. Critics point to the U.S.s

own ammunition made of toxie, radioactive
depleted uranium-an explanation

the Pentagon is resisting

BY DAVID ROSE
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fevel. I've lost 40 pounds. kans syndrome. He was not the only
'm frail” membér of the 442nd 1o sullér them.

At first, as his unit pa-  § : Others had similar wrinary problems,
trolled the cities of Najaf > joint pains, fatigue, head-
and al-Diwaniyya, Ramos aches, rashes, and sleep ap-
stayed healthy. But in June nea. Today, some scientists
2003, as temperatures believe that alf these prob.
climbed above 110 de- - lems, together with others

grees, his unit was moved found in war-zone civilians,
to a makeshift base in an can be traced to the wide-
abandoned raliroad depot E spread use of a uniquely
in Samawah, where some - deadly form of ammunition,
fierce tank battles had taks ) 1n the ongoing Irag con-
en place. “When we first i » lict, just as in the Guilf War of 991

and in the Balkans, American and Brit
; ; ish forces have fired tens of thousands
Ramos says. He expected R . BB of sbells and cannon rounds made of
to recover quickly. Instead, & toxic.and radicactive material called
he went rapidly downhill, . depleted uranium, or D.U. Because
By the middle of Au- D.U. is dense—approximately 17 times
gust, when the 442nd was , ' - as dense as lead—and ignites upon im-
transforred to Babylon, : Y pact, at a temperature of about- 5400
Ramos says, the right side . i degrees, it can penetrate armor more
of his face and both of 7 5 . effectively than any other material,
his hands were numb, and g = - B It's also remarkably cheap, The
he had fost most of the . : X - = g arms industry gets its D.U. for free fiom.
strength in his grip. His i+ § - . S nuclear-fuel processors, which geerate
tigue was worse and his R large quantities of it as a by-product
headaches had become migraings, frequent-. of enriching uranium for reactor fuel,
ly so severe “that  just couldn’t function ‘ ‘ ' P Such processors would otherwise have

His uripe often contained blood, and even to dispose of it in protected; regulated
when 1t didn’t he would feel 2 pamful burn. 1 b
ing sensation, which “wouldn't subside ON A STREH
when | finished.” His upper body was cov. 42 3 i i . tope has been removed. What's left—
ered by a rash that would open and weep NARCO'"CS TEAM M mainty U-238—is still radionctive:
when he scratched it. As he tells me this, be Three of the main weapons systems
ifts his shirt to reveal a mass of pale, circu- SAYSWOS- MTHE 4 still being used in Img—the M- Abrams
lar scars. He was also having respiratory. tank, the Bradley Fighting Vehicle, and
difficulties. Later, he would develop sleep SHAPE | CAME BACK the A-10 Warthog attack jet—use D.U.
apnea, a dangerous condition in which he i ammunition, A 120-mm. tank round
wogld s‘:p;uy mli;m% o:lurzrgﬂ'l sleep. lN, l CANNOT PERFORM contains about nine pounds of solid
ven! A 108 Was evaced 10 a D.U. When a D.U. “penetrator™ strikes

military hospital in Landstuhl, Germany, IA'LTHAT {'ML its target, up to 70 pefwm of the shell's
Dociors there were baffied and sent him on FRA! mass is flung into the air in a shower
to the Walter Reed Army Medical Center, " 5 g of uranium-oxide fragments and dust,
on the outskirts of Washington, D.C. There, some in the form of aerosolized parti-
Ramos says, ong o that cles less than a millionth of a meter in
his condition could have been caused by dizmeter, When inhaled, such parti-
some longforgotten head fnjury or might just cles lodge in the lungs and bathe the
be “signs of aging™ At the end of September surrounding tissue with alpha radia-
2003, the staff at Walter Reed ordered him tion, known to be highly dangerous in-
0 report fo !fm Dlxm m, wh;;e, h; ternally, and smaller amounts of beta
3ays, a captain went is record an and gamma radiation.
told him “I was clear 1o go back to rag. [ Even before Desert Storm, the Pen-
got the impression they thought Twas fiking tagon knew that D.U. was potentially
it” He was ordered to pasticipate in a long- hazardous. Before last year's Irag ine
distance yun, Halfway through, he collapsed. vasion, it {ssued strict regulations de-
Finally, on July 31, 2004, after months of signed o protect civilians, troops, and &
further examinations, Ramos was discharged the environment after the use of DU, #
with a medical disability and sent home. But the Pentagon insists that there is lit-
: the ohs at these veterans” lloesses
are caused by DL

The U.S. suffered only 167 faral
combit casualies in the first Gulf War.
Since then, veterans have claimed pen-
sions and health-care benefits at a rec-

sites. D.U. is “depleted” only in the

sense that most of its fissile U235 iso-

ymptoms such as Ramos’s had been
seen bofore. In veterans of Operation
Desert Storm, they came to be called
Guif War syndrome; among those posted
to Bosnia and Kosovo in the 1990s, Bal-
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otd rate. The Veterans Administration re-
ported this year that it was paying service~
related disability pensions to 181,996 Gulf
‘War veterans—almost a third of the total
still living. Of these, 3,248 were being com-
pensated for “undiagnosed ilnesses.” The
Pentagon’s spokesman, Dr. Michael Kil-
patrick, deputy ditector of its Deployment
Health section, says that Gulf War veter
ans are no less healthy than soldiers who
were stationed elsewhere.

Those returning from Operation Tragi
Freedom are also beginning to report ilk
nesses i significant sumbers, In July 2004;
the V.A. disclosed that 22,57 of them-—164:
percent of the total-—had sought health
care.. Of that group, 8,134 suffered muscu-
lar and skeletal ailments; 3,505 had mpua-
tory. problems; and 5,674 had
“symptoms, signs 2nd ili-defined
conditions.” An additional 153
had developed cancers. The V.A.
claims that such figures are “typ-
ical of young, active, healthcare.
secking populations,” but does.
not offer figures for comparison.

. There is also evidence of &
large rise in birth defects and unprecedent-
ed: cancer rates among civilians following
the first Guilf War in the Basta region of
southern Iraq, where the heaviest fighting
took place. Dr. Kilpatrick says, “T think 1’s

very important o try to understand what are
the causes of that bigh rate of cancer and
‘birth defects. There has to be a good look at
that, butif yon go to the M, D, Anderson
hospital, in Houston, Teias, you're going to
find a very high rate of cancer. That's be-
cause people from all over the country with
cancer go there, because it's one of the pre-
mier care centers. Basra was the only ma-
jor hospital in southern Iraq. Are the peo-
ple there with these different problems
people who lived their entire lives in Basra,
or are they people who've come to Basra
ibxeare?”kmpombk hesays,thusome
other factor is
for the illnesses, such as Saddam’s chemical
weapons or poor nutrition. *I don’t think
anything should be taken off the tabl.”
In October 2004, an early draft of &
study by the Research Advisory Committee
on Gulf War Veterans’ Hinesses, 2 scientific.
panel run by the VA, was leaked to The
New York Times. According to the Times,
the panel had concluded that there was a
"probable link” between veterans’ ilinesses
and exposure to neurotoxins, including a
drug given fo troops in 1991 to protect
them from nerve’ gas, and nerve gas itself]
which was released when US-ed forces
destroyed an Tragi arms depot. Asked why
there was no mention of D.U. in the re-
pori, Dr. Lea Steek, the panel's scientific
director, says that her group plans to ad-
dress it in a Jater report: “We've only just
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begun work on this topic, We are certainly

not ruling it out”

D.Us critics, meanwhile, say it's entire-
1y possible that both neurotoking and DU
are responsible for the widespread sickness
among veterans,

embers of the 442nd have vivid
memiories of being exposed to D.U.
Sergeant Hector Vega, a youthful-
looking 48-year-old who in civilian life
works in a building opposite Manhattan’s
Guggenheim Museum, says he now strug-
gles-with chest pains, heart palpitations,
‘headaches; urinary problems, body tremors;
and breathlessness—rone of which he'd ev-
er i ‘before going to Irag. He re-
cal}s the unit's base:thers: “There were

burnt-out Traqi tanks on
i flatbed trucks 100 yards
[ from where we slept, It

looked like our barracks

had also been hit, with

WHEN INHALED
D.U. PARTICLES
LODGE IN

THE LUNGS
AND BATHE THE
SURROUNDING
TISSUE WITH ALPHA
RADIATION.

& was open to the elements, and dust was
coming in all the time. When the wind
blew, we were eating it, breathing it. It was
everywhere.” (The Department of Dcfcuse,

Delaware. Dr. Durakovic re-
ports finding D.U. in the urine of 18 out of
30 Desert Storm weterans, sometimes up to
a decade after they were exposed, and in
his view D.U. fragments are both a signif
icant cause of Gulf War syndrome and a
‘hazard to civilians for an indefinite period
of time, He says that when he began to
voice these fears'inside the military he was
first warned, then fired: he now operates.
from Toronto, Canada, at the independent
Uranium Medical Research Centre.

In December 2003, Dr. Durakovic ana-
lyzed the urine of nine members of the:
4426d. With funds suppfied by the New
York Daily News, whick first published the
results, Durakovic sent the samples to a
laboratory in Germany that has some of the
world's most advanced m
equipriient: He concluded that Ramos, Ve-
88, Sergeant Agustin Matos, and Corpo-
ral'Anthony Yonnone were “intunany con-
taminated by. depleted uranium (D.1) as
a result of exposure through (the] Tespl

‘ ratory pathway.

The Pemagon con-
tests these findings. Dr.
- Kilpatrick says that,
‘ when the D.O.D. con
ducted its own tests,
“our results {did] not
* mrirror the results of
Dr. Darakovic.” “Back-
ground” sources, such
as water, soil, and there-
- fore food, frequently
contain some uranium,
The Pentagon insists
that the 44204 soldiers’
urmary uranium is “within normal die-
tary ranges,” and that “it was not pos-
sible to- distinguish D.U. from the back-
ground fevels of natural uranfum.” The Pen-
tagon says it Has tested about 1,000 vets
- from the current cenflict and found D.U.

contamination i only five. Its critics insist
this is because its equipment is 100 insensi-
tive and its testing methods are hopelessly
flawed,

At a briefing before the Iraq invasion it
March 2003, Dr. Kilpatrick tried to reas-
sure reporters about D.UL. by citing the
cases of about 20 Desert Storm vets who
had D.U. shrapnel in their bodies. “We
have not seen any untoward medical con-
sequences in these individuals,” he said.
“There has been no cancer of bone or
lungs, where you would expect them.” It
appears that he misspoke on that occasion:
one of these veterans had already had sn

or D.OD,, says that a team of
is conducting an occupational and envi-
ronmental health survey in the area.)

Dr. Asaf Durakovic, 64, is a retired US,
Army colonel and the former head of nu-
clear medicine at a veterans’ hospital in

arm for un
bone tamoy, at the site where the shrapnet
entered. Dr. Kilpatrick confirms that the
veteran was treated by the V.A, in Balti-
more, but says his condition may not have

or i

st

been linked with the shrapuel: “Osteosar-
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comas are fairly common.” Studies have
shown that DU canbegmtomovcchmgh
the body and concentrate in the lymph
nodes, and another of the vets with shrapnel
has a form of lymphatic cancer. But this,
Dr. Kilpatrick says, has “no known cause.”
He concedes that research has not proved
the negative, that D.U. doesn’? cause can

cer. But, he says, “science doesn’t in 2004

show that D.U, causes any cancer.”

It does, however, show that it may.
Pentagoneponsored studies at the Armed
Forces Radiobiology Research Imstinue,
in Bethesda, Maryland, have found that,
when D.U. was embedded in animals, sev-
eral genes agsociated with hiiman tumors
underwent “aberrant activation,” and on-
coproteins of the type found in cancer pa~
tients twrned up in their blood. The ani-
mals’ urine was. “mutagenic,” meaning
that it could cause cells to mutate. Anoth-
er instifute project found that DU, could
damage the immune system by hastening
the death of white blood cells and impair.
ing their abilify to attack bacteria,

In June 2004 the U.S. General: Ac-
counting Office {G.A.O.) issued 2 repoit
to Congress that was higbly critical of

research into, Gulf War syn-
drome. and veterans' cancer rates, The re-
port said that the stadies on which federal
agencies were basing their claim. that Gulf-

‘War veterans were no sicker than the vet- .
erans of other wars maynotbemkabk" N

and had “inherent Emitations,” with big
data gaps and methodological flaws. Be-
caiise cancers can fake years to develop,
the G.A.O. stated; it may be (oo sarly™
to.draw any conclusions. Dr. Kilpatrick
dismisses this report, saying it was “just
the opinion of a group of individu:

Yet another Pentagon-funded study sug-
gested that D.U. might have effects on un-
born children. After finding that pregnant
rm transmitted D. U to their offspring

gh the placerta, the study concluded:
“Fe!al exposure to uranium during critical
prenatal development may advcrseiy smpaa
the future behavioral and.
opment of offipring” In September 2004.
the New York Daily News reported that
‘Gerard Darren Matthew, whe had served
in Iraq with the 719th Transportation Com-
pany, which is based in Harlem, had tested
positive for D.U. after suffering rigraines,
fatigue, and a burning sensation when wri-
nating. Following his return, his wife be-
came pregnant, and thelr daughter, Victoria
Claudette, was born missing three fingers,

derestimates the dangers of D.U, be-
cause it measures them in the wrong
way: by caleulating the average amount of
D UL radiation produced throughout the
body. When we meet, Dr. Kilpatrick gives

U Rimately, crities say, the Pentagon un-
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me a report the Department of Defense is-
sued in 2000, It concludes that even wety
with-the highest exposures from embed-
ded shrapuel could expect over 50 years to
receive a dose of just five rem, “which is
the annual limit for [nuclear industry]
workers” The dose for those who inhaled
dust from burned-out tanks would be. “far
below. the annual guideline (0. rem) for
members of the public”

But to. measure the effect of DU a5 2
whole-bady radiation dose is meaningless,
Asaf Durakovic says, because the dose
from D.U. is intensely concentrated in the
cells around a mote of dust, The alpha
particles. DU emits—high-energy clumps -
of protons and neutrons—are harmless
outside the body, because they camnot.
pass through skin. Inside tissue, however,
they wreak a havoe analogous to that of a
penetrating shell against an enemy tank,
bombarding celt. nucléi, breaking chains
of DNA, damaging fragile genes. Marcelo
Valdes, 8 physicist and computer scientist
whao is president of Dr: Durakovic’s re-
search institute, says the cells around a

THE TIME
“WE WERE EATING

D.U. particle 2.5 microns in dismeter will
receive a maximum annual radiation dose
of 16 rads, If every pocket of tissue in the
body were to absorb that amount of radi-
ation, the total level would reach 7 trillion
rads—mitlions of times the lethal dosage.

In the potentially thousands of hot spots
inside the Jungs of a person exposed to
D.U. dus, the same cells will be irradiated
again and again, until their ability to repair
themselves is lost. Tn 1991, Durakovic found
D.U. in the urine of 14 veterans who had
returned from the Gulf with headaches,
muscle and skeletal pain, fatigue, vembling,
and kidney problems. “Immediately 1 un-
derstood from their symptoms and their
histories that they could have been exposed
to radiation.” he says. Within three years,
two were dead from fung cancer: “One was
33, the other 42. Both were nonsmokers, in
previously exceflent health.”

'DUST WAS
COfATING IN ALL
SAYS SERGEANT VEGA.

IT, BREATHING IT. IT
WAS EVERYWHERE. § 7

DU he says, steadily migrates to the
bones. There it irradiates the marrow,
where stem cells, the progenitors of all the
other cells the body manufactures in o
der to renew itself, are produced. “Stem
ceﬂs are vcry vuinerable;” Durakovic says.

d with- alpha particles, their
DNA will fall apart, potentially affecting
every organ. If malfunctioning stem cells
become new fiver cells, then the fiver will
maifunction. If stem cells are damaged,
they may form defective tissue.”

lege, it can kill even without causing

cancer, At her home in Yarmouth, Nova
Scotia, Susan Riordon recalls the remn
of ber husband; Terry, from the Guif in
1991 Terry, a secusity captain, served in
intelligence during the war: his service rec-
ord refers to his setting up a “safe haven’
in the Iragi “theatre.” Possibly, Susan spec-
ulates, this Jed him behind enemy lines
and éxposed him to D U during the long
aerial bombi that
the 1991 mvasxon In any event, “when
he came home, he didn't real-
Iy come home,” she says.

At first, Terry merely had the
usual headaches, body pain,
oozing rash, and other symp-

|fD.U.isasdangemusasi1scriﬁcsaL

afflicts some of those exposed
o DU semen. “If he
feaked a little lubrication from
his penis, it would feel like sup-
burn on your skin. I you got to
the point where you did have in-
tercourse, you were up and out
of that bed so fast—xt actually
causes vaginal blisters that burst
and bleed.” Terry’s medical rec-
ords support her description. In
England, Malcolm Hooper, pro-
fessor emeritus of medicinal chemistry at
the University of Sunderland, is aware of
4,000 such cases. He hypothesizes that
the presence of D.U. may be associated
with the transformation of semen into a
caustic alkali.

“I hurt {Terry} too. He said it was like
forcing it through barbed wire,” Riordon
says. “It seemed to burn through con-
doms: if he got any on his thighs or his
festicles, he was in hell” In a last, desper~
ate attempt to save their sex life, says Rior-
don, “f used to fill condoms with frozen
peas and insert them [after sex] with a o~
bricant.” That. she says., made her pain
just about bearable. Perhaps inevitably.
he became impotent, “And that was like
our last little intimacy gone.”

By late 1995, Tervy was seriously deteri-
orating. Susan shows me her journal—she .
titled it “The Twilight Zone™--and his med- =
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ical record. It makes harrowing
reading, He lost his fine motor con~
trof to the point where he counld
not button his shirt or zip his fly:
‘While walking, he would fall with--
out warning: At night, he shook so
violently that the bed would move
across the floor. He became un-
predictably violent: one terrible day
in 1997 he attacked their 16-year-
old son and started choking him.
By the time armed police arrived
to pull him off, the boy’s bottom
lip had turned blue. After such
rages, he would fall into a deep
sleep for as long as 24 hours, and
awake with no memory of what
had happened. That year, Terry
and Susan stopped sleeping in the
same bedroom. Then “he began to
barricade himself in his room for
days, sumving on granola bars and
cartons of j

As he went downhxll Terry was as~
sessed as completely disabled, but there
was no diagnosis-as to why. His records
contain references to- “somatization
der,” post-traumatic stress, and dcpres-
sion. In 1995 the drmy doctors even sug-
gested that he had become ill only after
reading of Gulf War syndrome. h
1998 and 1999, he began to lose all cogni-
tive functions and was sometimes lucid
for just a few hours each week.

Even after he died, on April 29, 1999,
Terry's Canadian doctors remained unable
to aq:lain ‘his illness, “This patient has &

Tistory {of] ‘Gulf War Syndrome’ with mul-
tiple motor, sensory and emotional prob-
lems,” the autopsy report by pathologist Dr.
B, Joltymore, of Yarmouth, begins. “Dur-
ing extensive investigation, no definitive di-
agnosis has been determined. . .. Essentiak
ly it appears that this gmtleman remains
an enigma in death as he wag in life”

ot long before Terry's death, Susan
N Riordon had learned of Asaf Dura:
kovic, and of the possibility that
her husband absorbed D.U. His
urine-tost results—showing a high
D.U. concentration eight years af-
ter he was presumably exposed—
came through on Monday, April
26; “Tuesday he was reasonably S
cognitive, and was able to tell me
that he wanted his body and or-
gans 1o go to Dr. Durakovic,” she
remembers. “He knew it was too late to
help him, but he made me promise that
his body could help the international com~
munity. On the Wednesday, 1 completed
the purchase of this house. On Thursday.
he was dead.
“It was a very strange death, He was
very peaceful. I've always felt that Asaf
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1) WENT INTO
THIS WANTING

TO WORK OUT
HOW T0 USE DU,
SAFELY." ROKKE SAYS.
“SLOWLY IT DAWNED
ON ME THAT WE
WERE SCREWED. 3 7

alfowed Terry to gor
i knowing he was D.U-
positive meant he wasn't
crazy anymore. Those last days he was
calm. He wasn't putting the phone in the
mijcrowave; he had no more mood swings,”
After Riordon’s death, Dr. Durakovic
and his colleagues found accumnlations
of DLU. in his bones and lungs.
Dr. Durakovic suspects the military ot
the health and envi

consequences of D.U. weapans, and sug-
gests two reasons it may bave for doing
$0: “to keep them off the Hist of war
criminals, and to avoid paying compen-
sation which could run into billions of
doflars” To this might be added a third:
depleted uranium, because of its unique
armor-penetrating capabilities, has be-
comie & defining feature of Ametican war-
fare, one whose loss would be intolera-
ble 1o military planners,

In 1991, the US. used D.U. weapons
to kill thousands of Iraqgis in tanks and
armored vehicles on the “highway of
dedth” from Kuwait to Bdsra. The one-
sided victory ushered in a new era of
“Jethality overmiatch™—the ability to strike
an enenty with virtual ity. A Penta-
gon pamphlet from 2003 states that a
centeal objective of the American mili-
tary is to “generate dominant lethality
overmatch across the full spectrum of
operations,” and no weapon is better
suited to achicving that goal than D.U.

Thé value of depleted uraninm was
spelled out more simply in a Pentagon
briefing by Colone! Jares Naughiton of
the army’s Materiel Command in March
2003, just before the Iraq invasion:
“What we want to be able to do is strike
the target from farther away than we
can be hit back. ... We don't want to
fight even. Nobody goes into a war and
wants to be even with the enemy, We
want to be ahead, and D.U. gives us that

»

1f the Pentagon is right about the risks
of D.U,, such statements should not be
controversial, If it is wroug, says retired
armay colonel Dr. Andrés Korényi-Both,
R who headed one of
the main field hos-
pitals during Desert
Storm and later con-
ducted some of the
first research into Gulf
War syndrome, the po-
sition is less clear-cut.
“You'd have to deal
with the question of
whether it's better not
to use D.U. and have
more of your soldiers
die in battle or to use
D.U. and lose very few
in the field—but have them get sick and
die when they get home.”

of 1991, while sitting in his office at :

0 ne desert morning in the early spring :

the Eskan Village military com- |
pound near Riyadh, Saudi Arabia, Lieu- |
tenant Doug Rokke was shown a memo-

raudum. Rekke, a heaith physicist and
training specialist, was a reservist and had
recently heen ordered to join the Third
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US. Army's depleted-uranium-assessment. .
team, assigned o clean up and move Amers .l

ican vehicles hit by friendly fire during
Operation Desert Storm. The memo, du
ed March 1, came from a senior military
officer at the Los Alamos Nationat Laba-
ratory, in New Mexico.

During the Guif Was, it said, “D.U,
penetrators were very effective against’
Iragi armor.” However, “there has been
and continues to be a concern regarding
the impact of D.U. on the environment:

Therefore, if no one makes a case for the

effectivencss of D.U. on the battlefield,

D.U. rounds may become politically tsic.

accéptable and thus, be deleted: from the:
arsenal, .. . 1 believe we should keep this:
sensitive issue at mind when after-action
reports are written.”

Rokke says: “I interpreted tbz memo to
mean: we want this stuff—don’t write any+
thmgthatlmghlnmkendxﬂimmforusw
use it again”

Rokke’s ass:gmum was dangerous and
unpleasant. The vehicles were coated with
yranium-oxide soot, and dust lay in the
sand outside. He wore a mask, but it didm’t
help. “We could taste it and smell it,” he
says of the DU, “It tasted very. strong—
and unmistakable” Years later, he says, he
was found 1o be excreting uranium at
5,000 times the normal level, Now 55, he
pants during ordinary conversation and
says he still gete a rash like: the one Ray-
mond Ramos of the 442nd suffers from.
In addition, Rokke has joint pains, muscle
aches, and cataracts.

In 1994, Rokke begame director of a
Pentagon project designed to learn more
about D.U. contamination and to develop
training that would minimize its risks.
“I'm a warsior, aud warriors want to fulfill
their mission,” Rokke says, “I went into.
this wanting to make it work, to work out

how to use DU, safely, and to show other
soldiers how to do so and how to clean it
up. This was not science out of a book,
but science done by blowing the shit out

of tanks and seeing what happens. And -

as we did this work, slowly it dawned on
me that we were screwed. You can't do
this safely in eombat conditions, You can’t
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followed: by the red cascads of the debm
Everything we hit. we .d :

were readily visible within 50 meters of a

T el yon, these thmgs are jxm e
Jantastie
The papers Rokke wrote dcscnbmg hls
findings are more soberiig. He rocorded
levels-of Contamination that were: 15 times
the army's permissible Tevels in fanks hit
by DU and up to-4.5 times suchk:velsm
clothing exposed to D.UL
" TheE good news was that it was possi-

: ble; using a special Department of Ener-

gy vacuum cledrier designed for Sucking
up radicactive waste, to reduce contami-
nation. ffom  vehiclés and equipment, io
near official litaits, and to “mask” the in-
tense radiation around holes left by D.U,
projectiles by sealing them with layers
of foam caulking, paint, or cardboard,
{Such work, Rokke wrote; would natural
ly bavwe to be carried out by teams in full
radiological-protection suits and respi-
Tators.)

When it came to clothes, however,

PEACEFUL. . . .
KNOWING HE WAS

HE WASN'T CRATY
ANYMORE. FE

DU, particles “became imbedded in the
clothing and could not be removed with
brushing or other abrasive methods.”
Rokke found that even dfter he tried to
decontaminate them the clothes were stiil
registering. between two and three times
the limit.."This may pose a significant lo-
gistics impact,” Rokke wrote, with some

decontaminate the environment or your
own troops.”

series of experiments at the US. De-

partment of Energy’s Nevada nuclear
test site. They set fire 1o a Bradley loaded
with D.U. rounds and fired D.U. shells at
ofd Soviet tunks. Al his remote, ramshackle
{armbhiouse amid the rural flatlands of cen-
tral Hlinois, Rokke shows me videos of his
tests, Most spectacuiar are those shot at
night, which depict the fiery streak of the
D.\. round, already burming befors ipuct,

R okke and his colleagues conducted a
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‘The elaborate procedures required fo
. . . g

would be almost impossible to implement
in combat. “On a real battlefield, its not
like there’s any control,” Rokke says. “It's
chaos. Maybe it's night. Wha's going to
come along and isolate contaminated en-
emy tanks? You've got & pile of rubble
and mess and you're stlf coming under
fire. The idea thut you're going to come
out in radiological suits and vacuum up
a building or « smashed T72 [rank]~it's
ridiculous.”

Large amounts of black D.U-~oxide dust

| Hnwmvmv
- STRANGE DEATH.
HE WAS VERY

D.U.-POSITIVE MEANT

tank hit by p and within 100 me-
ters of the D.U-packed Bradley that was
set on fire, But less obvious amounts were
casily detected at much greater distances.
Worse, such dust could be “re-suspended™
in the atmosphere “upon contact, if wind
blew, or-during movement.” For American
troops,. that meant that “respiratory and
skin protection is warranted during al}
phases of recovery.” For civilians, even
ones at considerable distances, it meant
they might be exposed to windblowa D.U.
far into the future,

fier Rokke completed the project, he
- was appointed head of the lab at
Fort McClellan where it had been
based. He resigned the staff physicist post
he'd held for 19 years at the University of
Hilinois at Urbana-Champaign and moved
south with his family. Eacly in 1996, after
he began o voice the conclusions he was
drawing about the future viability of D.U,
weapons, he was fired. “Then 1
remembered the Los Alamos
mema” he says. “They'd wanted
‘propongncy” for D, U, weapons,
and I was giving them the op-
posite.” B

I ask Dr. Kilpatrick, the
D.O.D. spokesman on DU,
about Rokke's test firings. His
reply: “One, he never did that.
He was in Nevada as an ob~
server, He was not part of that
program at all, At that time he
was.working in education at
an army school, and his assign-
ment was to develop education-
al materials for troops.” Rokke,
he says, may have spent a fow
days observing the tests but
did not organize them.,

Documents from Rokke’s service rec-
ord tell a different story. His appraisal
from December 1, 1995, written by Dr.
Ed Battle, then chief of the radiation Jab-
arateries at Fort MeClellan, describes
Rokke's mission as follows: to “plan, co-
ordinate, supervise and implement the
U.8. Army ... depleted uranium traine
ing development project.” He continued:
“Captain Rokke has repeatedly demon-
strated the ability to function well above
his current rank and is as effective as
any I have known.” He had directly par-
ticipated in “extremely crucial tests at
the Nevada Atomic Test Site” and his

hi had been “absolutely phe-

nomenal.”

Rokke was awarded two medals for his
work. The citation for one commended
him for “meritorious service while as.
signed as the depleted uraninm project
leader. Your oulstanding achievements

DECEMBER 2004




JE RLESED

havé prepared our soldiers for hazards
and will have a vast payoff in the health,
safety, and protection of all soldiers.”

siade the military that D.U. weapons
had to be dealt with carefully. On
September 16; 2002, General Eric Shinse-
ki, the U.S. Army chief of staff, signed

Rokkz's work in Nevada helped per-

Anmy Regulation 700-48, which sets forth -

strict rules for handling: items, inchiding
destroyed or disabled enemy targets, that
have been hit and d by D.U.
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DU munitions, should be assessed for
ibl and receive approp
health care. Th:s category could be said 10
include any soldier who fought in; or
cleaned up ofter, buttles with Iraqi armor.

Suill, the Pentagon insists that the risks

" remain acceptably small. “There isn't any

recognized disease from axposure to nat-
ural or depleted uranium,” Dr. Kilpatrick
says. He tells me that Arherica will mount
a thorough cleanuyp in Iraq, dxsposmg of
any | D U, fragments and burying

pulated (ocanons, but

“During peacetime oraasoonas opera-
tional risk- permits,” it states, local come
manders must “identify, segregate, isolate,
secure, and label all RCE [radiologically

S 1. Procedures o

tarp to prevent sprend of cdntammants, B

with loose.items placed in double p!asnc
bags. Soldiers who carry out such tasks
should wesar protective eqmpmmt .

barracks
Samawah may
not have been
the only D.U.-
contaminated
pieces of equip-
ment to be left
where they lay.
In the fall of
2003, Tedd Weyman, a
colleague of Dr. Dura-
kovic’s, spent 16 days in
Iraq, taking samples and
observing the response of
coalition forces to Gen-
eral Shinseki’s directive.
“When tanks shot up by
D.U. munitions were re-
moved, I saw no precautions being taken
at all,” he says. “Ordinary soldiers with no
protection just came along and used chains
to load them onto fatbeds, fowing them
away just as they might your car if it broke
down on the highway, They took them to
bases with British and American troops
and left them in the open.” Time after
time, Weyman recorded high levels of con-
tamination—so high that on his return to0
Canada he was found to have 4.5 times the
normal level of uranium in his own urine.
A Pemtagon memo, signed on May 30,
2003, by Dr. William Winkeawerder, an
assistant defense secretary, says that any
American personnel “who were in, on, or
near combat vehicles at the time they were
struck by D.U. rounds,” or who entered
such vehicles or fought fires involving
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that for:the time being; sich an operation
is iimpossible; “Wcrzaﬁycantbeynany
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SAID COLONEL JAMES

VAN T0 BE
AND D.U. GIVES US
THAT ADVANTAGE. 7 7

\ or
while there’s ongoing combat.” Naverthe-
fess, he says, there’s no cause for concern,
“I think we can be very confident that
what is in the environment does not cre-
ate a hazard for those living in the envi-
ronment and working in it.”

As this article was going to press, the
Pentagon published the findings uf a new
study that, according to Dr. Kilpatrick,
shows D.U. to be a “lethal but safe weap-
ons System.”

Dr. Kilpatrick said that even if D.U
weapons did generawe toxic dust, it would
not spread. “1t falls to the ground very
guickly--usuatly within about a 50-meter
range.” he said. “It’s heavy. [t's 1.7 times

i 1 his Pentagon briefing fn March 2003,

as heavy as lead. So even if it's a small
dust particle ... it stays on the groand.”
Evidence that this is not the case comes
from somewhere much closer than Irag—
an abandoned. D.U.-weapons factory in
Colonie, New York, a few miles from Al-
bauny, the state capital:

In 1958, a corporation called Natiopal
Lead began making depleted-uranium
products at a plant on Central Avenue,
surrounded by houses and an Amtrak line.
Tn 1979; Just as the plant was increasing
its prod of DU ition to
meet a new Pentagon contract, 2 whistle-
blower from inside the plant told the
county health department.thar N.L. was
releaging large amounts of DU, oxide into
the environment.

Over the text two years, lis and other
workets testified before both the New York
State- Assembly and a local residents’ cam-
paign group. They painted a picture of
reckless neglect. D.U. chips and shavings
were simply incinerated, and the resulting
oxide dust passed into the atmosphere
through the chimneys. “I used to do a lot
of burning,” William Luther told.the gover-
nor’s task: force in: 1982, “They told me to
do it at night so the black smoke wouldn't
be seen.” Later, many of the workers were
found to have inhaled huge doses into their
lungs, and some developed cancers and
other illnesses at relatively young ages.

In January- 1980 the staie forced N.L. 10
agree to limit its radioactive emissions to
500 microcuries per year. The following
month, the state shut the plant down. In
January alone, the D.U-chip burner had
released 2,000 microcuries. An official en-
vironmental survey produced horrifying re-
sults, Soil in the gardens of homes near the

. plant was emitting radiation at up to 300

times the normal background level for up-
state New York. Inside the 11-acre factory
site, rcadmgs were up 1o five times higher,
federal government has been spend-
mg!axdollarstochenupx}wColomesue
for the past 19 years, under a program
called FuSRAP—the Formerly Utilized Sites
Remedial Action Program. Today, all that
is left of the Colonie plant are enormous
piles of earth, constantly moistened with
hoses and secured by giant tarpauling to
prevent dispersal, and a few deep pits. In
its autwmn 2004 bufletin 1o residents, the
FUSRAP team disclosed that it had so far
removed 125,242 tons of comaminated soit
from the area, all of which have been
buried at radioactive-waste sites in Utah
and Idaho. In some places, the cxcava-
tions are more than 10 feet deep. FUSRAP
had also discovered contamination in the
neighboring Patroon Creek, where children
used to play, and in the reservoir it feeds,
and had treated 23.5 million gallons of
contaminated water. The cost so far has



been about $155 million, and the sarliest
forecast for the work’s completion is 2008,
Years before FUSRAP began to dig, there

were data 1o suggest that D.U. particles—
and those emitted at Colonie are approxi-
maely the same size as those produced by
weapons—can travel much farther than
50 meters. In 1979,
nuclear physicist Len \" &
Dietz was working. & .

at a Iab operated by
General Electric in
Schenectady, 10 miles
west of Coloaie.
“We had air filters all
around our perimeter
fence,” he recalls.
“Ong day our radio-
logical manager told
me we had a prob-
lem: one of the filters
was showing abnor-
mally high alpha radi-
ation. Much to our
surprise, we found DU m:t.Thete could
only be one source: the N.L. plant”

had other filters checked both in Schenee—
tady and at other G.E. sites. The three that
were farthest away were in West Milton, 26
miles northwest, and upwind, of Colonie.
All the filters contained pure Colonie D.U.
“Effectively,” says Dietz, “the particles’
range is unlimited.”

Taxic Substances and Disease Registry

published a short report on Colonis,
On the one hand, it declared that the pol-
lution produced when the plant was oper-
ating could have increased the risks of
kidney disease and lung cancer. Because
the source of the danger had shut down,
however, there was now “no apparent pub-
lic health hazard.” Thus there was no need
1o conduct a full epidemiological study of
those who had lived near and worked at
the factorythe one way to produce hard
scientific data on whal the health conse-
quences of D.U

ln Angust 2003, the federal Agency for

38

Anne Rabe, 49, a campaigner against NL.
since the 1980s, she has sent ionnail

Police company. it followed the Penta-

to as many of the people who fived on the
streets close to the plant as possible. So far,
they have almost 400 replies.

Among those who responded were peo-
ple with rare cancers or cancers that ap-

WHEN ;
TANKS SHOT

UPBY D
MUNITIONS

WERE REMOVED;
WEYMAN SAYS, 1 SAW
NO PRECAUTIONS BEING
TAKENATALL 7

peared at an unusually young age, and
families whose children had birth defects.
There were 17 cases of kidney problems,
15 of lung cancer, and 1 of leukemia.
There were also five thyroid cancers and
16 examples of other thyroid problems—all
conditions associated with radiation. Oth.

tion actually are.

The people of Colonie have been trying
to coliect health data of their own. Sharon
Her, 45, tived near the plant for nine years,
She used to work 60 hours a week at two
Jjobs~as a clerk in the state government and
as & reabestate agent. Now she too is sick,
and suffers symptoms which sound like
a textbook case of Gulf War syndrome:
“Fourteen years ago, 1 lost my grip to the
point where { can’t tuen keys. T'm stiff, with
Dbad joint and muscle pain, which has got
progressively worse, 1 can't go upstairs with-
out gedting out of broath, 1 get fatigue so inv
teuse there are days I just can't do much,
And T fall down—1ll be out walking and
suddenly I fall” Together with her friend

U8 D VANITY FAIR

- &r people d

ibed similar to
Herr's. Altogether, 174 of those in'the sam-
ple had been diagnosed with one kind of
cancer or another. American women have
about a 33 percent chance of getting can-
cer in their fifetimes, mostly after the age
of 60. (For men, it's nearly 50 percent.)
Some of the Colonie cancer victims are two
decades younger. “We have what look like
possible suspicious clusters,” says Rabe. "A
health study here is u perfect opportunity
1o see how harmiul this stuff really is.”

n June 14, 2004, the army’s Physical
0 Evatuation Board, the body that de-
cides whether a soldier should get
sickness pay, convened to evaluate the case
of Raymond Ramos of the 442nd Military

gon's approach, not Dr. D ic’s. The
board examined his Walter Reed medical-
file summiary, which describes his symp-
toms in detail, suggests that they may have
been caused by serving in Irag, and ac-
cepts that “achieving a cure is not a realis-
tic freatment objective.” But the summary
mentions no physical reason for them at
all, let alone depleted uranium,

Like many veterans of the first Gulf War,
Ramos was told by the board that his dis-
ability had been caused primarily by post-
traumatic tress. It did not derive “from
injury or disease réceived in the line of duty
a5 'a direct vesult of armed conffict” In-
stead, his record says, he got “scared in the
midst-of & riot” and was “emotionally up-
set by reports of battle casu-~
- alties.” Although he was too
. sick to go back to work as &
narcotics cop, he would get
"2 disability benefit fixed at
© $1,197 a month, just 30 per-
. cent of his basic military pay.

On the day we meet, m
September 2004, his symp-
toms are hardly alleviated. “Trm in Iots of
pain in my joinis. I'm constantly fatiguied—
¥ can fall asleep at the drop of a dime. My
wife tells me things and T just forget. Ifs
not fir to my family”

For the time beinig, the case against
DU appears to remain unproved. But if
Asaf Durakovic, Doug Rokke, and their
many allics around the world are right,
and the Pentagon wrong, the costs--hu-
man, legal, and financial-will be incaleu~
lable. They may also be widespread. In
October, the regional health authority of
Sardinia, Italy, began hearings to investi-
gate ilinesses suffered by people who live
near a U.S. firing range thers that tests
DU weapons,

In 2002 the United Nations Sub-
Commission on the Promotion and Pro-
tection of Human Rights declared that de-
pleted uranium was a weapon of mass
destruction, and its use a breach of inter-
national law. But the difference between
D.U. and the WM.D. that formed the
rationale for the Iraqi invasion is that de-
pleted uranium may have a boomerang
effect, afflicting the soidiers of the army

 that fires it as well as the enemy victims

of “lethality overmatch”

The four members of the 442nd who
tested positive all say they have met soldisrs
from other units during their medical treat-
ment who complain of similar ailments.
and fear that they too may have been ex-
posed. “ii's bad enough being sent out
there knowing you could be kifled in com-
bat,” Raymond Ramos says. “But people
are at sk of bringing something back that
might kill them slowly, That's not right.”
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Mr. SHAYS. We have two panels today. Let me thank our Govern-
ment officials very much for appreciating the need to hear from our
first panel.

We are reversing the order, in other words. Government is going
second. In this case, we are listening to our second panel first and
that is: Mr. Brian Scott La Morte, a company sergeant major, B
Company, Third Battalion, 20th Special Forces Group, North Caro-
lina Army National Guard; Mr. Raymond Ramos, retired staff ser-
geant, 442nd Military Police Company, New York National Guard,;
Mr. David Chasteen, Operation Iraqi Freedom veteran, associate
director of Operation Truth; and Dr. Marcia Crosse, director,
Health Care, Government Accountability Office.

Our second panel will follow. At this time, gentlemen, will you
rise so I can swear you in? And lady.

Raise your right hands.

[Witnesses sworn.]

Mr. SHAYS. For the record, our witnesses have responded in the
affirmative, and now when the other two guests speak, we will
make sure our recorder has their names, and we can identify.
Thank you.

Sergeant Major La Morte, you're on. What we do is we do 5 min-
utes. We roll it over a little bit. But we like you to be as close to
the 5 minutes as you can be.

STATEMENTS OF BRIAN SCOTT LA MORTE, COMPANY SER-
GEANT MAJOR, B COMPANY, THIRD BATTALION, 20TH SPE-
CIAL FORCES GROUP (AIRBORNE), NORTH CAROLINA ARMY
NATIONAL GUARD; RAYMOND RAMOS, RETIRED STAFF SER-
GEANT, 442ND MILITARY POLICE COMPANY, NEW YORK NA-
TIONAL GUARD; DAVID CHASTEEN, OPERATION IRAQI FREE-
DOM VETERAN, ASSOCIATE DIRECTOR OF OPERATION
TRUTH; AND MARCIA CROSSE, Ph.D., DIRECTOR, HEALTH
CARE, GOVERNMENT ACCOUNTABILITY OFFICE

STATEMENT OF BRIAN SCOTT LA MORTE

Sergeant Major LA MORTE. I would like to thank the Honorable
Christopher Shays and the fellow members of the subcommittee.

It is an honor for me to testify on behalf of myself and the fellow
service members and the soldiers that I lead. I am Sergeant Major
Brian Scott La Morte, and I am the Company Sergeant Major in
the National Guard Special Forces Unit. I was deployed to
Kandahar Airfield in Afghanistan in April 2002 with the Advance
Party of the Second Battalion, Third Special Forces Group. The
first mission tasked to me was to secure, clean up and improve the
living conditions at the Combined Joint Special Operations Task
Force Afghanistan, CJSOTFA, I was working at the Advanced Op-
eration Base North located in Bagram Afghanistan.

During my initial pre-mission planning trip, I was able to ob-
serve living conditions of team safe houses located on the Pakistani
border as well as OAB North.

After that mission, I was living at Kandahar Airfield for most of
my duration in the theater. I witnessed the airfield from April 2002
through October 2002. While there was great improvement made
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during that time in the country, the base still had a long way to
go.
While I was not included in the first contact of the Afghanistan
Campaign, I know the nature of war, and death and destruction
are norms for the daily contact. The amount of vehicles that were
destroyed along with the human carnage was unheard of by so few
of our ground forces. Today’s military is capable of enormous
amounts of destruction with our advanced firepower that is on call
from the Navy and Air Force, from 2,000-pound laser-guided
bombs, 30-millimeter depleted uranium tank-busting rounds to con-
ventional explosives used to destroy tons of recovered Taliban and
Al Qaeda material munitions on a daily basis. The destruction of
cached material and explosives led to many fires that burned for
countless days unattended. As the Taliban moved out of their bases
as fast as they could, they left many tons of captured Soviet and
Afghani equipment hidden or scattered about.

One such example is enclosed in the picture of my report of some
of over 436 1,100-pound aerial drop-off bombs of different types
that the Taliban had tried to bury in the desert to hide from the
advancing Coalition Forces moving into the Kandahar region.

Here is a prime example of the mistakes that we have made in
the past two conflicts, Desert Storm and Operation Enduring Free-
dom. The next two pictures are from the same cache that showed
buried munitions that were never identified properly. Like the ex-
plosion in Desert Storm, the ammunition depot that contained
chemical weapons which were never identified until after the im-
proper destruction, we face a similar chance to do the same again.
I reminded the EOD officer in charge of the necessity of identifying
all the weapons before destroying the cache. He felt it more impor-
tant to destroy the cache in place as is rather than exposing his
troops to possible booby traps. Remember that EOD personnel had
been killed 6 months beforehand. I, again, protested to him that
there might be chemical or nuclear weapons, and they should be
ID’d first.

In the pictures, I have arrows identifying where the mounds
were buried, where the weapons were buried underneath. And the
picture on the right had no explosives placed on the cache, on that
strip of munitions.

If the mound had contained a chemical weapon, EOD felt it
would burn up in the fire ball following the blast. If it were nu-
clear, it would be ruined beyond use. My point to the colonel is, it
is a weapon of information for our side. It was a Soviet doctrine
to carry nuclear and chemical weapons to the battlefield front.

I found possible chemical weapons in the barren waste land, and
no one wanted to admit the possibility that chemical weapons were
in Afghanistan. It seemed to me, if they had been found, the
rounds would have caused more complications, and it was better to
be ignorant of the fact than to deal with them.

The conditions of the Kandahar Airfield in April 2002 was show-
ing signs of becoming organized. The Special Forces compound
which housed Forward Operating Base 32 under Lieutenant Colo-
nel Sherwood was located in the middle of the base. Directly be-
hind their motor pool was a trash dump that was pushed out of the
way to make room for more troops. The trash dump contained ev-
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erything from human bones to armored vehicles to airplanes and
helicopters out of use.

The entire time I was in the area, the dump was on fire. Smoke
from burning rubber, oil and wood drifted across the base. The
smell was incredible, putrid. I could not think of a better way to
describe it. I was conscious of the smoke and wore a rag over my
face when it was really bad. Was there anything that could be
done? Perhaps fighting the fire would have been a start, but it was
not raging out of control, just a smoldering smudge pot that was
more of a nuisance than anything else.

By the time I had left, the 733rd Facility Engineer Team was es-
tablishing a good working solution to the HAZMAT environment at
Kandahar. I have an attached article there from the Engineer mag-
azine.

My time at the Advanced Operation Base in Bagram, Afghani-
stan, May to July 2002, was spent cleaning up after the Taliban,
Fifth Special Forces Group and Third Battalion SFG. The building
we had occupied had been damaged at some point in the war. Pos-
sible mortar attacks had left large holes in the roof and no win-
dows in the building. Luckily, it never seemed to rain while I was
there. The dust had free reign and was in everything in the build-
ing. The dust was so fine that if you opened plastic wrapping on
a CD container, there was dirt inside the CD container already.

The roof was made of tile shingles, and they were made of mate-
rial containing asbestos. Tile from the roof was everywhere. We
had moved most of the tiles that were loosened to the ground be-
fore finding out we had asbestos in them. The facility improvement
officer came to our compound 1 day to announce that the roof
would be replaced by a local contractor. We had to supply the secu-
rity detail while they worked. The roof was dismantled and trucked
away to dump outside the front gate. Daily, the contractor dropped
tiles down into the living area and kitchen area of the AOB. We
tried our best to keep them from doing so, but they found ways to
avoid walking to the side of the roof where the truck was parked
if they didn’t have to.

Safe houses in the area ran far and wide, from neat and
efficient

Mr. SHAYS. Sergeant Major La Morte, I am going to ask you to
kind of summarize.

Sergeant Major LA MORTE. Well, you have my written statement.

In summary, sir, I would like to say that we never, as one of the
first Guard units in theater, when we returned we were never
properly tested for heavy metals or asbestos or nerve agents, which
we identified as being in the area thereof. Taranac Farms came up
hot for nerve agents and blood agents. But that report was classi-
fied secret, so I cannot put that in my medical records. Nor do I
have access to that report any longer.

There are 67 people deployed to that theater in my company that
were never tested for any of those. The DMOB station glanced over
records. I was injured. I broke my back and my leg, continued to
fight for 7 months. And when I came home, the doctor there just
glanced through my report and never mentioned that. I had to
bring it to his attention that I had been injured and exposed to
dust and the asbestos and nerve agents. I had a persistent cough
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when I came back. He said it was normal for the people in our
area, not to worry about it. That is easy for him to say. I still have
a persistent cough. And it needs to be identified.

I lost a soldier when we returned to self-inflicted wounds. We are
not sure if it is the drugs that we were on. I was in that group of
SF guys that came home to some violent homecomings.

I haven’t had too many more problems after that. I had a couple
people who are depressed. And I do believe it is due to the drug
mefloquine that we were taking.

[The prepared statement of Sergeant Major La Morte follows:]
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Congressional Testimony for the
Subcommittee on National Security, Emerging Threats, and International Relations

Hearing: “Occupational and Environmental Health Surveillance of Deployed Forces:
Tracking Toxic Casualties”
OUTLINE
1. Opening Statement and Introduction of: SGM Brian Scott La Morte
2. Nature of War and the HAZMAT Connection
a. Initial Contact
b. Establishing Base Camps/ Fircbases
c. Establishing Safe Houses

3. Post Deployment Testing

4. Treatment of the HAZMAT Effected Soldier and Closing Statement
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1. Opening Statement and Introduction

1 would like to thank the Honorable Christopher Shays and the fellow members of the
Subcommittee. 1t is an honor for me to testify on behalf of myself, my fellow service
members and the soldiers that I lead. 1am Sergeant Major Brian Scott La Morte; Iam a
company sergeant major in a National Guard Special Forces Group. 1was deployed to
Kandahar Airfield, Afghanistan in April 2002 with the Advance Party of 2" Battalion, 3
Special Forces Group (ABN). The first mission tasked to me was to secure, clean up, and
improve the living conditions at the Combined Joint Special Operations Task Force
Afghanistan’s (CJSOTFA), Advanced Operation Base, (AOB) North, located in Bagram,
Afghanistan. During my initial pre-mission planning trip, I was able to observe the living
conditions of team safe houses located on the Pakistani boarder as well as the AOB
North. After that mission, I was living at the Kandahar Airfield for most of my duration
in theater. 1 witnessed the airfield from April 2002 thru October 2002. While there was
great improvement made during that time with in the country, the base still had a long
way to go.

2. Nature of War and the HAZMAT Connection
a. Initial Contact

While I was not included in the first contact of the Afghanistan Campaign I know the
nature of war, Death and destruction are the norms for daily contact. The amount of
vehicles that were destroyed along with the human carage was unheard of by so few of
our forces on the ground. Today’s military is capable of enormous amounts of
destruction with our advanced fire power that is on call from the Air Force and Navy,
from 2,000 pound, laser guided bombs, 30mm Depleted Uranium tank busting rounds to
the conventional explosives used to destroy tons of recovered Taliban/ al Quida material
and munitions on a daily bases. Destruction of cached material and explosives, lead to
many fires that burned for countless days unattended. As the Taliban moved out of their
bases as fast as they could, they left many tons of captured Soviet/ Afghani equipment
hidden or scattered about. One such example is the enclosed picture of some of over
(436) 1,100 1b, aerial dropped bombs of different types that the Taliban had tried to bury
in the desert to hide from the advancing Coalition Forces moving into the Kandahar
region.

EOD Co. preparing to destroy Soviet aerial dropped weapons with C-4 plastic explosives in late Sep 02, five miles East of
Kandahar, Airfield.
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Here is a prime example of the mistakes that we have made in the past two conflicts,
Desert Storm and Operation Enduring Freedom. The next two pictures are from the
same cache which shows buried munitions that were never identified. Like the explosion
in Desert Storm of the Ammunition Depot that contained chemical weapons which were
never identified until after their improper destruction. We faced a similar chance to do
the same again. Ireminded the EOD Officer in Charge of the necessity to identify all of
the weapons before destroying the cache. He felt it more important to destroy the cache
in place as is, rather than exposing his troops to possible booby trapped bombs.
Remember that EOD personnel had been killed 6 months beforehand. I again protested
to him that they might be chemical or nuclear weapons and they should be ID’ed first.

Arrows indicate buried weapons that were never identified. Picture on the right was thirty meters away
and never had explosives placed on the mounds. EOD commander felt that they would explode
sympathetically when the other kilo ton of explosives were detonated.

If the mounds had contained a chemical weapon EQD felt it would burn up in the fire ball
following the blast. If nuclear it would be ruined beyond use. My point is thatitis a
weapon of information for our side. It was Soviet doctrine to carry nuclear and chemical
weapons to the battle field front. I found possible chemical weapons in the barren waste
land and no one wanted to admit to the possibility that chemical weapons were in
Afghanistan. It seemed to me if they would have been found the rounds would have
caused more complications and it was better to be ignorant of the facts than to deal with
them.

This round was found within a mile of
the mounds and 436 acrial dropped
weapons that were destroyed in late
Sep *02. The corroded body and the
burster charge, (see arrow), are
indicators of chemical weapons, Itisa
known fact that chemical warfare was
used by Soviets in the early 80’s in
Afghanistan,
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b. Establishing Base Camps/ Firebases

The condition of Kandahar Airfield in April "02 was showing signs of becoming
organized. The Special Forces Compound which housed Forward Operating Base 32,
(FOB32), 3" Battalion, 3" Special Forces Group (Abn), under LTC Sherwood, was
located in the middle of the base. Directly behind the 3/3 SF motor pool was the trash
dump that was pushed out of the way to make room for more troops. The trash dump
contained everything from human bones, armored vehicles to airplanes and helicopters.
The entire time I was in the area the dump was on fire. Smoke from burning rubber, oil
and wood was drifting across the base. The smell was incredible, putrid I can not think
of a better way to describe it. I was conscious of the smoke and wore a rag over my face
when it was really bad. Was there anything that could be done? Perhaps, fighting the
fire would have been a start, but it was not raging out of control just a smoldering smudge
pot that was more of a nuisance than anything else. By the time [ left, the 7 33 Facility
Engineer Team was establishing a good working solution to the HAZMAT environment
at Kandahar. (See attachment “One-Stop Waste Disposal”).

My time at the Advanced Operations Base (North), Bagram, Afghanistan, May to July
02, was spent cleaning up after the Taliban, 5" Special Forces Group, and 3" Battalion,
3" SFG. The building we occupied had been damaged at some point in the war. Possible
mortar attacks had left large holes in the roof and no windows in the building. Likely it
never seemed to rain while I was there. The dust had free rein and was in everything in
the building. The dust was so fine, that if you opened the plastic wrapping of a CD
package, there was already dust in it. The roof itself was made of tile shingles and they
were made of a material containing asbestos. The tile from the roof was everywhere. We
had moved most of the tiles that were lose on the ground before finding out that they had
asbestos in them. The facility improvement officer came to our compound one day to
announce that the roof would be replaced by a local contractor, (HAZMAT qualified
contractors?) and we had to supply the security detail while they worked. The roof was
dismantled and trucked away to the dump outside of the front gate. Daily, the contractors
dropped tiles down into the living and kitchen area in the AOB. We tried our best to
keep them from doing so, but they found ways to avoid walking to the side of the roof
where the truck was parked if they did not have to.

Picture of the AOB North’s damaged roof with asbestos
tiles. Note the water tank in the fore ground. This was
filed twice a week with water for showers and for
washing clothes. No one could guess what had been
stored in the tank before we got there.
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This is a picture of the AOB North’s roof after the
asbestos tiles were removed in June 02, A sheet
metal roof was installed by local contractors. No
HAZMAT techniques were used for the removal
of the roof or disposal of the tile. Tile was
dumped ontside of the main gate in the land fill.
This job was done while the building was
occupied by three SF Teams.

¢. Establishing Safe Houses

Safe houses ran far and wide, neat and efficient to dirty and disorganized. I was shocked
when I was at the safe houses in Gardez, AFG. There were two houses within two
hundred meters of each other, one the National Guard and one Active Duty SF team in
each. The National Guard house was neat, but far from clean. They had a camel and
dogs in the compound, defecating all over the court yard. Idid not go past the court yard
in that building. The active 3" Group SF house was busy and cramped, a SOF Coalition
Team, Radio Intercept Team, USAF Combat Control Team and one 3/3 SF Team lived in
a walled compound which had fruit trees inside the court yard. It was cluttered with
cargo parachutes sitting in the sun, (not good for the life of the chutes). Isaw discarded
food lying on the ground around the dish washing station, a sure vector for disease. The
out house is built into the corners of the compounds, with people living and working next
to the outhouse with only a mud wall between them.

Looking from the 3™ SF Group’s compound
towards the National Guard compound two hundred
meters away. The flag is flying from the top of
were the outhouse is located. Note the door to the
toilet located under the ladder. It is a two story drop
to the bottom of the latrine. This is the traditional
way the Afghani live and is considered to be very
high brow.

Seen here are parachutes rotting in the sun,
but home to a local dog. These parachutes
are recovered and reused. The deterioration
of the fabric can cause a total malfunction,
resulting in loss of equipment and possible
life on the ground.
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1 talked to the 2/3™ Group Commander about this problem and I am sure it was apathy on
the part of the leadership and the team medics that this kind of behavior could be
attributed to. Poor training on the Army’s part, perhaps, but the bottom line is the team
leadership should have done a better job of policing their staff’s daily living conditions.

3. Post Deployment Testing

Upon our return to Ft. Bragg, NC and the DMOB station, in October *02, the company
was taken to out process. The medical station included a haphazard check up. To my
dismay, my injuries were passed over as the Doctor reviewed my records. One sheet
filled out asked if I had any concerns after my return. Ihad stated that I had a persistent
cough, (I thought it might be from all the dust), I had an injury to my back and one to my
shoulder and reoccurring nightmares, (the anti-malaria drugs gave us vivid dreams and
night sweats), exposed to nerve agents while in Taranac Farms, (training area for the
Taliban and used by the coalition forces at Kandahar, AFG), and exposure to Depleted
Uranium rounds. I had lesions on my face that have never been sampled and the other
soldiers that have been tested have never been answered as to what it is., The Doctor
stated to me that I was fit to return to my civilian job. I asked him if he had actually read
my file. He assured me he had, where upon I told him that the first page stated that T had
been in an accident and injured my back, (latter it was determined that is had been
fractured as well as my left femur). 1 noted my coughing to him and he said that was
common with the men returning from the Afghanistan Theater. I demanded to stay on
active duty and to apply for active duty medical treatment. I stayed at Bragg for three
months, received test for nerve damage in my arm, chiropractor for my back pain and that
was all that I could get done before being denied an extension for medical care.

Where are the tests for Asbestos Exposure, Heavy Metal Exposure, Silica Exposure (Fine
Dust Particles) and infectious diseases? All HAZMAT related tests.

4. Treatment of the HAZMAT Effected Soldier and Closing Statement

To date, my company has had two soldiers medically retired due to injuries and illnesses.
I lost a soldier to a self inflicted wound, (never determined to be PSD or due to the anti
malaria drugs). We never were tested for Nerve Agents, heavy metal or intestinal
parasites. Those of us in Bagram need to be looked at for Asbestos exposure as well.
Even the article from the Army “Engineer” Professional Bulletin of Army Engineers,
Oct-Dec 2004, makes note of the exposure that we faced and that was just at Kandahar. I
and my fellow soldiers are willing to face combat and the dangers that it brings us, but
what I find disturbing is the looking the other way when its time to treat or even test the
members who are so willing to face bodily harm. The right thing needs to be done, step
up the monitoring and the treatment and documentation of the exposure. It may take
years for things to show up, look back historically at Viet Nam, WW1I and even WWL
The veteran has paid the ultimate price, their body for your freedoms. We owe it to each
and every one, the best in quality health care today and tomorrow. Thank you for your
time and the chance to be heard.



51

War is Hell,
You can tell,
Through the smoke we yell,
And the fires that swell.

To you, who we serve so well...
Remember, War is Hell
From those that fell,

And heard the lonely bell....

BS La Morte
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“One-Stop” Waste Disposal -

Enhancing Force Protection in Afghanistan

By Lieutenant Colonel Garth Anderson and Lieutenant Colonel Whitney Wolf

erations, principally hazardous and solid waste
management, are truly an area of force protection, Hor
much waste can a conti base camp ? Seemingl
more than it can handle. By Spring 2002, units at Kandahar
Airfield, Afghanistan, were faced with a growing human health
and environmental threat caused by huge amounts of waste
that required collecti nt, and disposal. This waste,
not just from US forces, included vast amounts of destroyed
quip trash, and b dous waste left behind by Taliban
forces that were routed away from the airfield.

Sound environmental practices in the theater of op-

Uncontrolled Waste Disposal

there were no easy disposal solutions. Most of the

w

Hazardous waste disposal at the old burn pit

1t

During the initial stages of base camp development,

land in and around the airfield was p ially laden
with mines and unexploded ordnance (UX0), which meant
waste collecti lidation, and disposal activities were
timited to cleared locations close to soldier living and work
areas within the camp. Off-site disposal was not an option
since the local population was still unfriendly, and local
disposal facilities did not exist. The first disposal area at the
airfield consisted of a shallow trash burn pit surrounded by a
targe junkyard of old Soviet barrels of | d
waste, discarded US materiel, trash, and small-caliber
ammunition. This disposal site was uncontrolled, and many

of their potential hazard or reuse value—
were thrown into or around the burn pit. The uncontrolied
nature of the disposal area created a number of unacceptable
conditions:

i
Hems: g

»  Soldiers entering the area to dispose of waste were at risk
for potential exposure to smoke from burning debris,
exploding aerosol cans and food containers, and unknown
hazardous waste.

= The bum pit’s proximity to the center of the camp allowed
smoke to drift over fiving and work areas, creating a
P ial risk to soldier health,

Abandoned Soviet military equipment near the old burn pit

QOctober-December 2004

® Hazardous waste (primarily petroleum, oil, and lubricant
[POL] products) was uncontained, allowing the possible
leaching of into the gr . Since the
airfield depended on a single well to supply all of its
nonpotable and most of its potable water, this threat was
unacceptable.

® Soldiers threw nonburnable debris into the bum pit, causing

itto fill up quickly and resulting in the need to dig a new

emergency pit.

Units discarded and destroyed large amounts of reusable

or recyclable material (such as lumber, vehicle parts,

equipment, metals, and concertina wire).

# The area was used for improper disposal of medical
waste.

Engineer 5
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In April 2002, Facility Engineer Team (FET) 18 of the US
Army Facility Engineer Group (USAFEG) arrived at Kandahar
Airfield and joined the staff of the Brigade Combat Team. The
FET was d by sev: gineering, envi 1, and
construction professionals and was d by aUS Army
Corps of Engineers liaison officer. After setting up public works
operations at the camp, the FET and the brigade staff began
preparing the base master plan. Akey component of this plan
was envi 1 pecially the coll and
disposat of hazardous and solid waste. Given the conditions
of the waste disposal area, commanders agreed that en-
vironmental management was a force protection issue and
gave it the appropriate priority.

Several challenges faced the FET as it gained control over
the waste management issues:

u Land for a new disposal area had to be cleared of mines
and UXO.

® An upcoming transfer of authority between Brigade
Combat Teams meant that departing units would be
2 enormous of waste as they cleaned
and loaded equipment.

®» Large of improperly disposed of hazardous waste
still needed to be collected and contained.

Controlled Waste Disposal

The environmental officers on the FET developed a
plan that effectively balanced simplicity with ef-
fectiveness. First, the new disposal area needed to be
as far away from the main part of the camp as possible to
minimize exposure to smoke, Second, sound waste disposal
needed to be easy. If it is too difficult and complex to comply
with the req then midnight dumping occurs, making
the problem even worse. The basic concept became “one-
stop shopping” for all disposal requi 1l forms of
waste disposal located in one spot. This allowed a logical and
controlled process that made it easy for units to comply. This
facility, with easy access from the road, consisted of a recycling
area, hazardous waste storage cells, a medical waste in-
cinerator, and a large burn pit with controlled access.

Usable Materials

The first stop at the facility was the recycling area where
units dropped off potentially usable materials, especially
tumber and scrap metal. This provided numerous benefits to
the camp—units could reuse these materials for building
furniture, packing for shipping, fabricating parts, and repairing
equipment, Lumber was scarce and expensive, and this was a
great cost saving and a8 relief on resupply channels. And
keeping the nonburnable material out of the burn pit greatly
extended the life of the pit.

Hazardous Waste

The next stop was the hazardous waste holding area. This
facility consisted of six bermed and lined cells, each 40 by 40
feet. Liners for the cells were unserviceable fuel bladders that

& Engineer

Soldiers dumping at the old burn pit were exposed to
hazards of burning trash.

were drained, cut open, dried, laid flat, and covered with gravel.
Soldiers then placed each type of waste (such as POL, batteries,
and solvents) into separate designated cells, to comply with

gregation require Labeling standards were minimal
to maintain simplicity and facilitate compliance with proper
storage. Waste ch ization, labeling, and preparation for
shipment would be a task for the future base support contractor.
Final disposal of hazardous waste would come later when a
theaterwide disposal contract was in place. But until that time,
the waste was effectively segregated, contained, and away
from troop living and work areas.

Standard Berm Construction to Receive Liner 59’ x §9°

. S
N

Hazardous waste holding cell design

October-December 2004
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Layout of the one-stop waste disposal area

Burn Pit

Once all reusable materials and hazardous waste were
dropped off, the unit vehicle could then proceed to the burn
pit. The FET incorporated several features into the design and
construction of the pit. Most importantly, it was controlied,
The pit was surrounded by a berm and barbed wire, and the
single point of entry was gated and manned by a guard, who
inspected loads to ensure that only appropriate waste was
placed in the pit. The entry also featured an ammunition
amnesty box, which kept hundreds of dangerous rounds from
being placed in the fire. The burn pit (250 by 250 feet in area
and 12 feet deep) was large enough to have a reasonable life
span of 2 to 3 years. The large size allowed safe standoff
between areas of the pit that were actively burning or
smoldering and designated spots where units would dump

Qetober-December 2004

their loads, minimizing the likelihood of an injury from
exploding debris. An entrance ramp allowed access by dozers
and compactors to perform routine maintenance, also extending
the life of the pit.

Medical Waste

Requir for disposal of medical waste are more
stringent than those for solid waste due to the potential bio~
hazard of medical waste. Th , a small inci for
medical waste was placed adjacent to the disposal area. The
base support contractor was responsible for the operation
and of the inci

Conclusion

ing the entire waste program togeth

required the vigilance of the unit chain of command

and the base operations staff. As a result of the ex-
perience gained in its peacetime mission of environmental
assessments at US Army Reserve Centers nationwide, the FET
was able to provide expert environmental staff work, The FET
also acted as the commander’s eyes and ears to ensure that
soldiers were complying with unit and Army environmental
standards.

Sound envir 1 in Yy op-
erations is an important facet of force protection. It is necessary
to minimize soldier exposure to potentially harmful con-
taminants and hazardous conditions at uncontrolled waste
disposal areas and burn pits. To facilitate good waste disposal
practices, the process needs to incorporate simplicity for the
soldier and the unit, design and construction of facilities that
provide access control and waste containment, and con-
tinuous enforcement by the chain of command. A properly
designed and built one-stop waste disposal facility is a key
compenent of 2 good environmental program that helps
soldiers remain healthy and able to accomplish their critical
mission outside the wire. f ™

Lieutenant Colonel Anderson is the Commander, 733d
Facility Engineer Detachment, Kansas City, Missouri. He
was the team leader of FET 18, USAFEG Kandahar,
Afghanistan, and has served as S3 of 2d Brigade, 383d
Training Support Baitalion, as well as civil and mechanical
engineer positions in the USAFEG. Lieutenant Colonel
4nde holds a bachelor s in civil engineering from the US
Military Academy and a master’s in environmental en-
gineering from the University of Hlinois.

Licutenant Colonel Wolf is the team leader of FET 16,
Omaha, Nebraska. He was the operations and environmental
aofficer, FET 18, USAFEG, Kandahar, Afghanistan. He has held
civil and mechanical engineer p in USAFEG andwas
an operations research/systems analyst at Fort Leonard
Wood, Missouri. Lieutenant Colonel Wolf holds a degree in
civil engineering from Missouri Western State College.

Engineer 7
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Mr. SHAYS. Thank you very much.

And by the way, your statement was very well organized and
very helpful to the subcommittee. So we have that as well.

Sergeant Major LA MORTE. Thank you.

Mr. SHAYS. Thank you.

Staff Sergeant Ramos.

Staff Sergeant RAMOS. Good morning.

Mr. SHAYS. Good morning, sir.

STATEMENT OF RAYMOND RAMOS

Staff Sergeant RAMOS. I would like to thank the members of the
Committee on Government Reform and Subcommittee on National
Security for the opportunity to speak on my health issues while de-
ployed in Iraq. I come as a voice of many soldiers who will not have
the opportunity to have their statements heard and are still seek-
ing answers, soldiers like Spc. Gerad Mathew, Spc. Anthony Phil-
lip, Sergeant Herbert Reed, Sergeant Agustin Matos, Sergeant
Jerry Ojeda, Sergeant Anthony Yonnone, Sergeant Hector Vega.
There are many more who have made the ultimate sacrifice for this
country and need answers to the questions of poor health after hav-
ing served in the war on global terrorism.

I served in Iraq from April 3, 2003, to September 6, 2003, with
the 442nd Military Police Company under the direct command
headquarters of the 716th Military Police Battalion. We arrived in
Kuwait and were immediately set out to link up with our battalion.
After a few days of getting acclimated to the weather conditions,
our unit was set to cross the border into Iraq. First of the soldiers
to go forth were myself, an operation sergeant, an admin sergeant
and a gunner who were picked up by two escort vehicles and off
we went.

We linked up with our battalion in Diwanyah. The camp was lo-
cated within an Iraqi University that had been occupied by the 1/
3 Marine Division who ran the camp. The area in which we were
given to live was in a science and computer section of the Univer-
sity. It was littered with debris, blown out windows, human waste,
books as well as piles of dust, dirt and sand.

We had our work cut out for us because this building had to be
cleaned up before the rest of the unit arrived in a few days. Oppo-
site this building was a lab which had been wired off because we
were told it was used to work on animal and human cadavers. On
the roof of our building, you could see the bones of a camel that
had been left outside. Our unit spent approximately the next 3
weeks there running enemy prisoner of war processing and trans-
port, security checkpoint, front gate duty, Iraqi civilian escort, sup-
ply missions and operations tracking.

The living areas were shared with ourselves and 716th. There
was no running water, just a water buffalo and one-man shower
that could only be used by the 716th.

Eventually, we built our own showers, got some water cans and
imagined being home. Latrines were as such, tent poles put into
the ground to urinate, two wooden stalls with large cans under-
neath to move your bowels. And every day, a detail was assigned
to burn the waste which was located outside the living area.
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The unit was then given the task of establishing training curricu-
lum for the new Iraqi police officers academy. Our unit consisted
of many law enforcement officers and this was a task that the bat-
talion wanted us to handle. Approximately 3 weeks passed, and our
unit was given an assignment. We were to be tasked out to the Ma-
rines to run in pre-operations, military police operations. So we set
out to link with the 1/7 Marine Division in An Najaf and began an
assignment given us. The living conditions here were a little better
than our last location. But we had to deal with the same set of san-
itary conditions, which was fine with us because our unit was very
honored and proud to be serving our country. Well, we spent about
a month there and were given movement orders to As Samawah.

So we set out to join the 2/5 Marine Division. This had to be one
of the hottest days since we had been in country. During the con-
voy drive, I became dehydrated, which caused me to become a heat
casualty. The medics had given me three IVs and were in fear that
I was having a heat stroke. A fourth was about to be administered,
but then my temperature started to improve, and I was given an
area to lie down. From that point on, my health just began to dete-
riorate. I became very weak. Headaches began. I was constantly fa-
tigued, no real appetite, and I just did not feel very well.

Then it seemed as though the whole unit began to get ill. My op-
erations sergeant went down and other soldiers started coming
down with high fevers, kidney stone problems, diarrhea, blood in
the urine, and this continued for weeks.

This train repair facility was horrible. It was inhabited by pi-
geons, rodents, dust, dirt, flies, fleas, oil, trains and daily sand
storms.

I just dealt with my condition trying to exercise, work and be a
productive soldier. These problems didn’t stop. They persisted and
got worse.

Time had passed, and we had been given orders to move. And
this is when the Dutch marines arrived. They had come to replace
us and the 2/5 who were finally going home. I remembered being
so impressed with the Dutch because it seemed as though they
brought all of home with them. They immediately began to not only
get their troops settled in, but began to check the environment and
living conditions. And I didn’t find out until I returned to the
United States that the Dutch found there were too high radiation
and asbestos levels which made living for their troops unsuitable
healthwise. So they moved their camp outside the training facility,
which brings me to this pressing issue.

Why does it seem as though other countries are concerned with
their troops’ health? The time I spent in Iraq, it seems as though
there were more pressing issues. I completed and viewed risk as-
sessments and didn’t see anything about chemical or biological
threats. I read reports on how all U.S. military forces need to be
on one page, have the reports forwarded in a timely manner, re-
ceive better training and even the proper way in which the report
is to be completed. But don’t you think that after the first Gulf war
and issues of health from that war, we should have gotten it right
for this one? Or did we already know and choose to ignore it?

Why did it have to take myself and other soldiers getting ill to
find out about the depleted uranium? Why does a soldier have to
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find out by getting his wife pregnant and having his daughter de-
formed for us to put hearings such as this together? Why did I
have to experience being looked at in a negative way by my imme-
diate chain of command and soldiers in my unit as well as doctors
and staff at Walter Reed when all I did was be concerned for sol-
diers?

Why, when the injured, when we inquired about DU in Fort Dix,
did they inform us that there was no known testing for DU? Why
did I have to seek outside help to be tested? And why did it take
myself to find out from the deputy director of Deployment Health
Support that soldiers’ illnesses are tracked, and if there are too
many of the same illnesses, an alarm is set off and commanders
are contacted to address the issues?

Why are commanders living as though they are God deciding
who goes for treatment? Why was I told that, when I reported my
findings to the staff at Walter Reed, I was questioned for hours and
told, out of all the troops from Iraq, what made me think I was ex-
posed, that they were the experts and that they know I was not
contaminated?

Why are methods of testing not sophisticated enough to detect
the levels of DU?

Why was Senator Hillary Clinton told at a Joint Arms Commit-
tee Meeting that all troops returning from war would be tested and
todaﬁr?still having to bring proof that they may have been contami-
nated?

I am here because, as a soldier, this has to be corrected by the
soldier. It is the soldier, not the reporter, who has given us freedom
of the press. It is the soldier, not the poet, who has given us free-
dom of speech. It is the soldier, not the lawyer, who gives us the
right to a fair trial. It is the soldier who serves, defends, who sa-
lutes and whose coffin is draped by the flag.

I and the others didn’t go to Iraq ill. And I need to know why
it happened. And with all the resources that this country has, we
geed to take responsibility for this and make it right with the sol-

ier.

[The prepared statement of Staff Sergeant Ramos follows:]
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Statement of
Raymond Ramos
Retired Staff Sergeant
442™ Military Police Company
New York National Guard
Before the Subcommittee on
National Security, Emerging Threats, and International Relations
Committee on Government Reform
U.S. House of Representatives

Hearing on “Occupational and Environmental Surveillance of Deployed
Forces: Tracking Toxic Casualties”

Sedededevederde

July 19, 2005
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STATEMENT OF OIF/OEF DEPLOYMENT

I would like to thank the members of the Committee On Government
Reform and Subcommittee On National Secwrity for the opportunity to speak on my
health issue’s while deployed in Irag. I come as the voice of wany soldiers who will not
have the opportunity to have their statemnents heard and are still secking answers.
Soldiers like Spe. Gerad Mathew, Spe. Authomy Phillip, Sgt. Herbert Reed, Sgt.
Agustin Matos, Sgt. Jerry Ojeda, Sgt. Anthony Yonnone, Sgt. Hector Vega and many
more who have made the ultimate sacrifice for this country and need answers to the
questions of poor health after having served in The War On Global Terrorism.

1 sexved in Traq from April 3, 2003 to September 6, 2003
with the 442™ Military Police Company under the direct command Headquarters of the
716™ Military Police Battalion. We arrived in Kuwait and were immediately set out to
link up with our Battalion, after a few days of getting acclimated to the weather
conditions our unit was set to cross the boarder into Jraq. The first soldiers to go forth
were myself, operation Sgt., admin Sgt., and a Gunner ;we were picked up by two escort
vehicles and off we went. We linked up with the Battalion in Diwanyah , the camp was
located within an Iragi University that had beem occupied by the 1/3 Marine Division
who ran the camp. The area in which we were given to live was in the science and
computer section of the university. It was littered with debris, blown out windows, human
waste, books, as well as piles of dust, dirt, and sand. We had our work cut out for us
because this building had to be cleaned up before the rest of the unit arrived in a few
days. Opposite this building was a lab which had been wired off becanse we were told it
was used to work on animal and human cadavers, On the roof of our building you could
see the bones of a carnel that had been left outside. Our unit spent approximately the next
three weeks there running EPW processing and transport, security chock point and front
gate duty, Iraqi civilian escort, supply mission, and operations tracking.

The living areas were shared with ourselves and 716" there was no
running water just a water buffalo and a one man shower that only the 716" was allowed
to use. Eventually we built our showers got some water cans and imagined being home.
Latrines were as such, tent poles put into the ground to urinate and two wooden stails
with large cans underneath to move your bowls. Everyday a detail was assigned to bum
the waste witch was located outside of the living area.

My unit was then given the task of establishing the training
curriculum of the new Iragi Police Officers Academy. Our unit consisted of many law
enforcement officers and this was a task the battalion wanted us to handle. Approximately
three weeks past and our unit was given an assignment, we were 1o be tasked out to the
Marines to run M.P. Operations. So we set out to link with the 1/7 Marine Division in An
Najaf and began the assignment given us. The living conditions here where a little better
than our last location but we had to deal with the same set of sanitary conditions, which
was fine with us because our unit was very honored and proud 1o be serving our country.
Well we spent about a month there and were given movement orders to As Samawah. So
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we set out 10 join the 2/5 Marine Division this had to be one of the hottest days since we
had been in country, During the convoy drive [ became dehydrated which caused me to
become a heat casualty, The Medic’s had to give me three IV's and where in fear that I
was having a heat stroke a fourth TV was about to be administered but then my
temperature started to improve and I was given an area to lay down. From that point on
my health just began to deteriorate I became very weak, headaches began , I was
constantly fatigued , no real appetite and I just did not feel very well. Then it scemed as
though the whole unit began to get ill, my operations sgt went down and other soldiers
started coming down with high fevers kidney stone problems , disxrhea ,blood in the
urine , and this continued for weeks.

This train repair facility was horrible
it was inhabited by pigeons ,rodents, dust/dirt flies/fleas, oil, trains and daily sand storms.
T just dealt with ty condition trying to exercise ;work and be a productive soldier. These
problems didn’t stop they persisted and got worse. Time had past and we had been given
orders to move and this when the Dutch Marines arrived they had come to replace us and
the 2/5 who were finally going home. I remember being so impressed with the Dutch
because it scomed a8 though they brought all of home with them .They immediately
begaa to not only get their troops settled in but began to check the environment and
living conditions and I dido’t find out until I returned to the states that the Dutch found
there to high radiation and asbestos levels which made living for their troops unsuitable
health wise so they moved there carnp outside of the train facility,

Which brings me to this pressing issue why dose it seem as though other
countries are concerned with their troops health. The time T spent in Iraq it seemed as
though there where more pressing issue's, T completed and viewed risk assessments and
didn’t see anything about chemical and bio-logical threats, I've read the reports on how
all the U.S. Military forces need to be on one page, have the reports forwarded ina
timely manner, receive better training and even the proper way in which the report be
completed, but don’t you think that after the first Gulf War and issue’s of health from that
war we should have gotten it right for this one or did we slready know and chose to
ignore it. Why did it have to take myself and other soldiers getting ill to find out about
Depleted Uranium, why did a soldier have to find out by getting his wife pregnant and
having his daughter deformed for us to put hearings such as this together. Why did I have
o experience being looked at in a negative way by my immediate chain of command and
soldiers in my unit, as well as doctors and staff at Walter Reed, when all ¥ did was be
concemed for soldiers. Why when we inquired about D.U. in Fort Dix did they inform us
that there was no know testing for D,U. Why did I have to seek outside help to be tested.
Why did it take myself to find out from the Deputy Director, of Deployment Health
Support that soldiers illnesses are tracked and that if there are too many of the same
illnesses an alarm js set off and commanders are contacted to address the issues.

Why are commsanders living as though they are God deciding who goes for
treatment. Why was I told that when I teported my findings to the staff at Walter Reed I
was questioned for hours and told out of all the troops in Irag what made me think I was
exposed that they were the experts and they know I was not contaminated. Why are our
methods of testing not sophisticated enough to detect the levels of D.U. Why was sepator



61

Hillary Clinton told at a joint arms committee meeting that all troops returning from war

would be tested , and today still have to bring proof that they may have been
contaminated.

I'm here because as a soldier this has to corrected by the soldier. * It is the soldier, not
the reporter who has given us freedom of the press. It is the soldier, not the poet,
who has given us freedom of speech. It Is the soldier, not the lawyer, who gives us
the right to fair trial. It is the soldier who serves, defends, who salutes and whose
coffin is draped by the Flag.”

I and the others didn’t go to Iraq ill and I need to know why it happened and with
all the resources that this country has we need to take responsibility for this and make it
right with The soldier.

Here is a list of what I've come back with and what I have been compensated for
by the Department Of Defense:

1. Sleep Apnes with Fatigue - 0%

2. Fibromyalgia- 0%

3. PTSD/ Headache with punctuste white matter Ischemic changes in parietal
Lobes- 30 %

4. Cervical Myalgia- 0%

5. History of single Leishmaniasis lesion on left Anterior chest, now with
Pigmented scar - 0%

6. Bilateral Ulner Nerve Compression Neuropathy- 0%

7. Depleted Uranium Exposure- Medically acceptable- 0%

8. Skin Rashes - 0%



62

e ibro Uranium Medical Research Center

incorporated

Dear Mr.Ramos,

We are pleased to provide this brief statement regarding the health effects of depleted
uranium contamination as you have tested positive.

The recent literature in recognized scientific journals reports adversé effects of DU on
human health. This'includes neurological deficits, cancer mductxon, mutagenicity,
genetic code - jon, renal damag and 1 ions of the system. More
work is needed to clearly evaluate the reali risk of DU ination. Recent studies

also confirm that the single most imp pathway of i ination is by the
inhalation of radioactive dust, such as was encountered in the Persian Gulf and the

Balkari wars and is currently being investigated in Afghanistan and Iraq

Our current data p d at i 1 jonal scientific ings alse
confirmed that the lung retention of DU at time zero in British, Canadian and US
veterans was significantly higher than the total amount of uramnm m the body of the

general population. Our most recent esti of DU ion dose of

inhaled Is of i dlox:dc Iculated by an i J-differential model and an
i and Gaussi analysxs firm higher internal dose in the lymph

nodes, lungs and whole body than previ ported in our exp ial decay analysis

model.

DU isotopes have also been proven to cross the biological barriers including pl

and are 1 in the feproductive system, embryomc and fetal tissues.

The evidence confirms DU isotope distribution in the p ymal organs includi

lung, liver, kidney, bone marrow and Jymphatic system.

'I‘hese senous conccms as evndenced in the scientific literature wan'ant continued
bi h for further evatuation of DU.

plinary
Prof. Asaf Dumkovxc MD,, Ph.D,, FACP March 24, 2003
Profe “of Medicine, Radiology and Nuclear Medicine . -
Director of the Ummum Medical Research Center.
WWW.ImIC.net

38 Steeplechase Av., Aurora, Ontario, L4G 8WS5, Canada
3430 Connecticut Avenue - 11854 Washington DC 20008 USA
E-mail; info@umrc.net Phone 416 ~ 465 — 1341 www.umrc.net
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Uranium Medical Research Center

incorporated

Quantitive evaluation of uranium isotopes in the urine of Ray Ramos

The purpose of Ray Ramos’s evaluation was to determine, by quantitative analysis,
in his urine. It is the Uranium Medical

the p and ¢ ions of ium isotop

h Centre’s tusion that Mr. Ramos is mtcmally contaminated by depleted
uranium (DU) as a result of exp hrough his iratory pathway; purported to have
occurred during military service in the Gulf War 1.
Method and Results
A 24-hour urine sample was obtined under iled ci in a sealed plastic
vial. ’Ihe isotopi position was d by a Finnigan thermal jonization mass

ter with a dary el multiplier d . The results were critically

evaluated with a uranium blank control, 2 sample of DU projectile (shrapnet) and uranium

standard.
The isotopes of wranium were determined with percentages of 238U and 235U

The ratio of 238U/235U is 146.9

Discussion and conciusion ’
The most important indicators for determining the presence of DU are the 238U/235U ratio

and the presence of U236. The U238/U235 ratio of 146. 9 indicates depleted uranium. The

test results d a ifi I of deph ium in the urine sample of
this patient, likely 2 consequence of catabolic p in the skeletal tissue as the ultimate
target organ of i inides. The clinical signifi of these findings have to be
critically evaluated in the light of chemical and radiation h ds of fum isotopes in the
internal environment of the body.

March 24, 2004

Dr Asaf Durakovic, MD, Ph.D.
Professor of Medicine, Radiology and Nuclear Medicine
Director of the Uranium Medical Research Center

38 Steeplechase Av., Aurora, Ontario, L4G 8W5, Canada
3430 Connecticut Avenue - 11854 Washington DC 20008 USA
E-mail: info@umrc.net Phone: 416-465-1341 www.umrc.net
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DEPARTMENT OF DEFENSE
ARMED PORCES INSTITUYE OF PATHOLOGY
WASHINGTON, DG 20306-6000

PATIENT IDENTIFICATION
AFTP ACCESSION NO. SEf
2923367 .
Ramos, Raymond
April 9, 2004
Col James Little
USA CHPFM
Bldg. B2100
5158 Blackhawk Rd
Aberdeen Proving Ground ~ Bdgewood Area
MD 21010-5422 ’

A¥IP REPORT: Ramos, Raymond

REQUEST NUMBER: Ramos, Raymond

SAMPLE LD.: Ramos, Raymond Gl

TYPE OF SPECIMEN: URINE

TOTAL VOLUME RECEIVED: 2590 mL (1 contsiner)

ANALYSIS CONDUCTED USING: Inductively Coupled Plasma-Mass Spectrometry

RESULTS: The abovs urine specimen was analyzed for total uranium and isotopic uramim
(U235 and U238) employing inductively coupled dynamic reaction cell plasia mass
speotraanetry (ICP-DRC-MS), The results are listed below:

1. Measured Total Uragium: 0.0046 £ 0,0001 moy/L
2. Urine ®*U/~*Y ratio: Nou-Detectable

This specimen has been included in the APIP Depleted Urantum Registry and it will be archived
as peart of the AFIP — Baltimore VA Medical Center Depleted Uranium Program Agreement,

Tl hoie i O

G. Mullick, M.D., Sc.D., FCAP, SES
Chairperson, Department of Environmental

and Toxicologic Pathology

CPT Code: 84999

Departinent of Envit ! and Yoxicclogic Pathology
5825 16¢h 8%, N.W., Bldg, 5¢, Room M098, Washington, DC 20306-69000
Telephone: 202.782-2830 Faxy 202-782-9215
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FOR OFFICIAL USE ONLY
Privacy Act Data
Health Insurance Portability and Accountability Act Data

SUBJECT: Interpretation of Depleted Uranium (DU) Bioassay Results, Operation Iraqi
Freedom, 442™ Military Police Company (Ramos, Raymond D. <O

Figure 1: Graphical Presentation of Results, Dietary and Occupational Safety Levels

Comparison of Uranium Specimen Results with Dietary and
Occupational Safety Levels for Ramos, Raymond
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5. Additional technical information for review and reference use by health care providers and
internal radiation dosimetrists is provided in the enclosure. This enclosure will be sent
separately from this correspondence.

6. This depleted uranium bioassay interpretation report will be archived at the U.S. Afmy
Ionizing Radiation Dosimetry Branch, U.S. Army Test, Measurement, and Diagnostic
Equipment Activity, Redstone Arsenal, Alabama (IAW AR 40-5), and at the DoD Deployment
Health Clinical Center, Walter Reed Army Medical Center, Washington, D.C. (IAW DoD Health

Affairs Policy 03-012).

3

FOR OFFICIAL USE ONLY
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FOR OFFICIAL USE ONLY

Privacy Act Data

Health Insurance Portability and Accountability Act Data

MCHB-TS-OHP

SUBJECT: Interpretation of Depleted Uranium (DU) Bioassay Results, Operation Iragi
Freedom, 442" Military Police Company (Ratmos, Raymond D ssSaminiimes)

3. Peacetime Occupational Safety Levels. Assuming an intake of U.S: DoD depleted uranium
occurred 1 year prior to collecting a urine specimen, and which would result in a radiological or
toxicological dose at an occupational safety standard or guideline value, the predicted uranium
concentration is in a range from 980 to 9700 nanograms uranium per liter of urine. This depends
on the solubility of the material and the particle size characteristics associated with the modeled
exposure. The lower end of the predicted range is plotted in Figure 1, along with the NHANES
95™ percentile for males, and the results from the three different laboratories for the urine

specimen from Ramos, Raymond.

4. Conclusion. The urine uranium specimen results for Ramos, Raymond are indicative of
naturally occurring dietary levels of uranium and indicate no current acute radiological or
toxicological health hazards from depleted uranivm exposure.

Table 1: Uranium Concentration Results
Laboratory ng uranium per liter | NHANES (50-75-
(Analysis Date) of urine +/- 1s 95%-tiles) for Males
USACHPPM
(15-Apr-04) 6.3 +/-0.76
AP 7-15-53
4.6 +/- 0.1 nanograms uranium
(9-Apr-04) X N
DC per liter of urine
(15-Apr-04) 6
2

FOR OFFICIAL USE ONLY

"‘3071"1.90:,;‘
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DEPARTMENT OF THE ARMY
U.S. ARMY CENTER FOR HEALTH PROMOTION AND PREVENTIVE MEDICINE
5158 BLACKHAWK ROAD
ABERDEEN PROVING GROUND, MARYLAND 21010-5403

REPLY TO

ATTENTION OF FOR OFFICIAL USE ONLY
Privacy Act Data
Health Insurance Portability and Accountability Act Data

MCHB-TS-OHP (Account Code ZZAM) 28 April 2004

Refer to Ramos, Raymond D. S&ls
Provide to Requesting Physician (COL Dallas Hack)

MEMORANDUM FOR Walter Reed A.xmy Medical Center (Preventive Medicine Scrv1ce),
6900 Georgia Ave NW, Washington, DC 20307-5001

SUBJECT: Interpretation of Depleted Uranium (DU) Bioassay Results, Operation Iraqi
Freedom, 442 Military Police Company

1. Interpretation of Laboratory Results. The uranium concentration results from three
independent laboratories are indicative of dietary levels of uranium in the urine specimen. The
uranium concentration results are presented in Table 1. The uranium ratio result from the
laboratory with the most sensitive technique for determining uranium ratios is indicative of
natural uranium. The uranium concentration in the specimen was too low to reliably determine
ratios by the other two laboratories’ techniques for uranium ratios. Therefore, the results are
indicative of natural dietary levels of uranium and indicate no current acute radiological or
toxicological heaith hazards from depleted uranium exposure for Ramos, Raymond D. SSN
060-56-7688.

2. Dietary Uraninm Levels. The Centers for Disease Control and Prevention, National Center
for Environmental Health, Second National Report on Human Exposure to Environmental
Chemicals, National Health and Nutrition Examination Surveys (NHANES), revised

March 2003, lists the urine uranium concentration naturally occurring in males of the U.S.
population (50‘h 75" and 95™ percentiles) as 7, 15, and 53 nanograms uranium per liter of urine,
respectively. These naturally occurring concentrations are associated with background
exposures that are not related to work or other occupational exposure to uranium. These
concentrations are the result of everyday exposures related to naturally occurring levels of
uranium during normal human activities. These uranium levels are not associated with any
known health risk. If the fluid intake and output for the above-listed individual are comparable
with the NHANES fluid 1make and output, the NHANES data can be used as a basxs for
comparison.
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WALTER REED ARMY MEDICAL CENTER
( DEPLOYMENT HEALTH CLINICAL CENTER
SPECIALIZED CARE PROGRAM

ldentifying Data & Chief Complaint: Raymond Ramos 3AdMsiealleR is a 41-year old single
male reservist member of the USA, an E-6 with 21 years time in military service. He is referred
for a history of persistent physical symptoms with onset of symptoms after service in Iraq during
Operation Iraqi Freedom from April 2003 until September 2003. The patient is concerned
about exposure to depleted uranium. These symptoms include headaches, neck pain, low back
pain, rash, disordered sleep, a history of blood in the urine, and anxiety.

Medical History: The patient has had persistent physicai symptoms with onset after participation
in Operation Iraqi Freedom. To Investigate the symptoms, patient completed a careful general
internal medicine evaluation and a series of comprehensive specialty assessments. The patient
was seen in health physicis laborartory and depleted uranium was not detected in substantial
amounts in_the urine. The patient was seen by Infectious Disease for a small skin lesion on left
anterior chest which on biopsy was suggestive of leischmanisis, but no organisms were
detected. No treatment was indicated. Physical medicine diagnosed ulnar nerve compression
neuropathy and began treatment with elbow and wrist splints. The patient was seen by sleep
clinic where a diagnosis of obstructive sleep apnea was made. The patient is currently being
treated with CPAP. The patient was seen by Neurology for his migraine headaches. An MRI
revealed punctuate hyperintensities in both parietal lobes suggestive of small vessel white
matter ischemic changes or old trauma. Hemoglobin electrophoresis revealed Hemoglobin C
Trait. The patient was seen in Behavioral Health where the diagnosis of PTSD was made.
Internal Medicine made the diagnosis of tinea corporis for a new onset of rash. Treatment was
k- ~un with ketoconazole shampoo and cream. it was felt that that the symptoms and their

{ ciated functional impairment were incompletely explained through usual medical
diagnostics and unlikely to definitively respond to basic medical therapies. it was decided,
therefore, to refer the patient to the Specialized Care Program (SCP) at Walter Reed Army
Medical Center.

Admission Diagnoses:

Sleep Apnea with Fatigue

Fibromyalgia

Post-Traumatic Stress Disorder

Migraine Headaches, with Punctuate White Matter Ischemic Changes in Parietal Lobes
Cervical Myalgia

Lumbago

Tinea Corporis

Folliculitis

. History of single Leishmaniasis fesion on Left Anterior Chest, now with Pigmentéd Scar
10. Bilateral Ulnar Nerve Compression Neuropathy )

11. Hemoglobin C Trait with History of Hematuria

CENOO AN

Admission Medications:
1. Rofecoxib (Vioxx) 25 mg, take one tablet by mouth nightly

—

wcialized Care Program Summary Page 1
Date of Entry: 21 JUN 04 Date of Exit: 09 JUL 04
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period, the patient developed right-sided jaw pain suggestive of temporomandibular joint
syndrome.

Consultations: Occupational Therapy, Physical Therapy, Social Work, Psychology, Internal
Medicine, Nutrition Services, Pool and Massage Therapy:

Procedures: None.

Prognosis: The patient has multiple persistent physical symptoms with onset after OIF service.
To varying degrees, the patients’ many physical symptoms and signs are of unknown eticlogy
after extensive and thorough medical evaluation, and we cannot exciude the possibility that one
or all of them may be caused by service in OIF. Collectively, these symptoms have been
associated with moderate functional impairment. Given the chronic nature of these symptoms, it
is expected that the patient will benefit from the SCP intervention, but that achieving a cure is
not a realistic treatment objective.

Discharge Diagnoses:

1. Multiple persistent physical symptoms related to Guif War service, etiology unspecified to
varying degrees after exhaustive medical evaluation. The following symptoms and/or
previously diagnosed symptom-based syndromes are included in this category: headaches,
neck pain, low back pain, rash, disordered sleep, a history of blood in the urine, and anxiety
Sleep Apnea with Fatigue

Fibromyalgia

Post-Traumatic Stress Disorder

Migraine Headaches, with Punctuate White Matter Ischemic Changes in Pariétal Lobes
Cervical Myalgia

Lumbago

Tinea Corporis

. Folliculitis

10. History of single Leishmaniasis lesion on Left Anterior Chest, now with Pigmented Scar
11. Bilateral Ulnar Nerve Compression Neuropathy

12. Hemoglobin C Trait with History of Hematuria

13. Temporomandibular Joint Syndrome

LoNand LN

Discharge Medications:

1. Rofecoxib (Vioxx) 25 mg, take one tablet by mouth nightly
2. Sertraline (Zoloft) 100 mg, take one tablet by mouth daily

Follow-Up Recommendations: ) -

1. Establish a strong patient-physician relationship in which only one primary care physician is
providing the majority of care. .

2. Provide brief, regularly scheduled visits so that the patient need not develop new symptoms
in order to see the physician.

3. Ateach visit: .
A. Take a history reviewing functioning and activities of daily living rather than symptoms

per se.

B. Perform a physical examination of the area of the body where symptoms arise.

Specialized Care Program Summary - ... Page3
Date of Entry: 21 JUN 04 Date of Exit: 09 JUL 04

el
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. Search for signs of disease instead of relying on symptoms.
. Think of physical symptoms as a communication rather than as a harbinger of new
disease.
. Avoid diagnostic tests and laboratory or surgical procedures unless clearly indicated by
signs of disease.
Avoid potentially disabling medications - e.g., narcotic analgesics, sedative-hypnotics, or
other CNS depressants such as muscle relaxants and Fiorinal.
G. Reassurance and psychosocial support and/or consultation as acceptable to the patient.
Diligent coordination of the following anticipated specialty care with the primary care
provider:

A. Neurology

B. Dermatology

C. Psychiatry/Psychology

D. Sieep Clinic

E. Urology
No further Deployment Health Clinic follow-up is necessary unless the patient requests it.
Specialized Care Program telephone follow-up will occur with the patient at two weeks, 4
weeks, 6 weeks, 8 weeks, and 12 weeks after program completion.
Permit the patient to return to the required performance standards gradually through an
individualized re-activation process based on his present capacities. He seems well
motivated to perform to the maximum extent possible consistent with appropriate self-care.
Further medical care and medical administrative issues should be managed through the
unit's routine medical channeis.

m m 0o

/ %kz/z’/;%% A //2 A Plype, ¥

ROY CLYMER, PHD Thomas Roesel, MD, PHD
Attending Psychologist Attending Internist

CHARLES C. ENGEL, JR., MID, MPH -
LTC, MC, USA
Chief, Gulf War Health Center

MEDICAL RECORDS SUPERVISOR INITIALS

-3
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DEPARYMENT OF THE ARMY
HEADQUARTERS, U. 8. ARMY MEDICAL COMMAND
WORTH ROAD

2080
FORT SAM HOUSTON, TEXAS 782348000

MRYTO
ATTENTION OF

MEMORANDUM FOR COMMANDERS, MEDCOM MAJOR SUBORDINATE
COMMANDS

SUBJECT: Medical Managemeant of Army Personnel Exposed to Depleted Uranium
(oY)

1. Relerence memorandum, OTSG/MEDCOM Policy Memo 03-007, 13 January 2004,
subject as above.

2. You are aware of the publicity surrounding the concems of the Sokdiers of the 442
Military Police Company at Fort Dix, NuJ. | want to take this opportunity to reiterate
certain aspecis of the curvent DU policy and direct you 1o convey this information to your
personnel. Some kay issues from the referenced policy memorandum are:

a. All personnel with actual or potential exposures to DU will be idenfified, assessed,
treated (if needed), and assigned a potential exposure level (1, I, or iif). The identified
personnel will then be monitored and tracked according to the responsibilities,
procedures, and guidance as indicated in the specific paragraphs of the enclosure to
reference 1, above:

(1) Paragraph 4a - DU bioassays will be administered to all personnei with
imbedded metal fragments that might include DU or who were in, on, or near (less than
50 meters) an armored vehicle at the time {or shortly after) it was struck with a DU
munition {Level 1 axposure category).

(2) Paragraph 4b - DU bioassays will be administered to ail personnel who
routinely enter damaged vehicles as part of their military occupation or who fight fires
involving DU munitions (Lavel 1l axposure category).

(3) Paragraph 4c - DU bloassays are not required for personnel with incidental
éxposure to DU, although a physician may choose o perform one based on medical
indications or on the request of the potentially exposed individual (Level Iil exposure
category).

b. 1am not advocating urinalysis for DU for every deployed Soidier, This decision
must be based on good Health Care Provider and patient interactions. ¥ a urine
bloassayisneededorthepa!maxpmsesavaudconeemaboutpotentiatexposureto
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MCPO-8A

SUBJECT: Medical Management of Army Personnel Exposed to Depleted Uranium
{ou)

DU and requests a urine bioassay, then one should be ordered. Our continued use of
open communications and adherence to standards of care as expressed in clinical
practice guidelines are key in supporting our Soldiers.

3. My point of contact Is COL Robert R. Eng, Proponency Office for Preventive
Medicine, San Antonio, DSN 471-6612, commercial (210) 221-8612 ik

Jebagiinnfansssenummnih
% el
JAMES B. PEAKE
Lisutenant General
Commanding
CF:

Commander, U.S. Army Training and Doctrine Command, ATTN: Surgeon, 7 Fenwick
Road, Fort Monroe, VA 236851-5000

Commander, U.S. Amy Forces Command, ATTN: Surgson, Fort McPherson, GA
30330-6000 '

Commander, U.S. Army Reserve Command, ATTN: Surgeon, 1401 Deshler Street,
SW, Fort McPherson, GA 30330-2000



74

. EE POST-DEPLOYMENT Heaith Ass%

K

DRaWN 22224 04
PL&CFE’D 52003

' 05 4 ; .
Aulhomy: 10 U.8.C. 136" Chapter 55 1074¢, 3013, 5013, 8013 and £. 0. 9397 p‘i‘mwﬂmqégfl

Piincipal Purpose: To assess your stete.of health after depioymaent outsitle the United' States in support of mifitary operatiorss
and to assist military heahhcaw providers in identifying and providing present and iuture madical caré to'you.

Routing Use: To other Fedaul and Stam gencies and civilian h P a5 1 Y. in order.to provide necessary
medical care and veatment. " . iR

Disclosure: {Military personnat end DoD civilisn Employ Only} Valuntary, if not provided, health WitL BE Sarnish , but

comprehensive care may not be possible, oy . (.

INSTRUCTIONS: Plesse read each i y anid Stully before king your selections. Provide ®
. for aach question. It you do nnt d a question, ask the inistrator. "
{ Demaprophics v v ' i }
Lpst Name ) TYoday's Date (dd/mmlyyyyl

PemeBT T I TIT I I b131/BleB 1A

ZEyrewn TITT] D). - sl ~—g

Nams of Your Unit or S?urmn this Deployment DOB {dd/mmiyyyy)

3 117 Jeraspebecs Y _(t7)  1/B/b 171/ V17813
Gendet Servica B h c . Date of arrival in theater {ddimm., 3
o A Ebb

Qu, Qe Quawmom [V ]/0]7]/

.Dnte of departure f h
Q Cosst Guard Q Reserves oparture rum theater (dd/mm,
O Marine Corps O Civillan Government Employss .a / / EEM

O Nevy . . Pny Grada

Q Other OE O oo Ow
Location of Operation . O E2 Qo002 . 'O w2z
O Europs : O Ausuastia O South America . i o O s . O ws
o N (e 37} O oos O wa |

SW Asta QO Afies - O North Ametics P 5 .
O st Asia Q Convrat America @ Otwer ‘ Z é ﬂg 2 €6 X 008 O we
O Asia (Gther) O Unknown ’ T . @5 O oos
- O g7 O ooz QO Other
T O e O oos

To what weas were you matnly deployed: Oeg O ooo
{mark all that apply - list where/date arived) O o010 .
O Kuwsit . ® sq
Q onwr O Turkey N -
O Atghanistan - O uzbskistan
O Bosnia O Kosove
O ons ship . O conus N
Naine of Operation: O other 2 -

lOlﬂfV[OViF( i i l l ‘ 1 I Administrator Use Only

Indicate the status of sach of the following:
duﬂng this d y ] Yos No NiA i

O O O Medicat threat debrisfing complated
O O O Madicol information shest distributed

i o] Post Dy "
Combat specialty: M A //772/ y )ﬂé // e 8] ©_Post Dsployment tarum sn-cm;::ohned
/
. DD FORM 2798, APR 2003 PREVIOUS EDITION 1S DBSOLETE. ASD{HA} APPROVED .
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. , _—
——— N R

Please answer all questions in relation to THIS deployment

vy, B . . ' .
1. Did your health changs during this deployment? 4. Did you receive any vaccinations just bofore
. " ‘ T or during this deployment?

4 v
O sidaith staved a.bou\ the same or got batter ) @ Smalipox llesvas & scar on the srm)
@ Health got worsa - b !

v o < @ Amvax L,
O Botutism
@ Typhold  + . '
f O Meningococeal . : \
2. How many times were you seen in - ZB . g ’ ,
sick call during this deployment? ® omer, i _T L0 ¢ MME ; PP,D
. of imek O Don't know
. Q None
3. Did you have to spend ona or mors nights in 2 5. pid you teke any of the follawing medications
hospital as a patient dusing this deployment? “ during this deploymbnt?
. {mprk ol that applv} .
On . . A 2P f
. o .. . v O FB (pyridostigmine bromide) nerve sgent pil .
@ Yes, reason/dates: i - 1 O Merk-1 antidots Kit X
@ Ant-maiatis pills .
O Fills 10 stay awaka, such as dexadrine
O Other, ploase st
O Don't know - l}

+ 8. Do you have any of these symptoms now or did you dsvelbp them anytime dusing this depl: b
Y £

No ‘Yes During  Yea Now ' © Ne Yop During  ¥es Now
.’ o QO Chronic cough - [s] > 4 Chess pain or prassure
o [ ] O Runny nose [e) [} '@ Dizzingss, fainting, ight hesdedners
o \ ® O Faver o » © Ditficuity bresthing
o YV = ® Weskness \ , o ™ @ Still tueling tired after sleeping
o " ‘@ Hendoches o [ @ Ditficulty romembaring
o [] £ Swollen, sttt or_peintul joints [e} ® Q Disrthes
o ® @ Beck pain Q O. @ Froquant indigestion
O, ) @ Muscls aches [s) [ @ Vomiing
[} [ ) - @ Numbness or tingling in hands ot fest [»] (o] o Ringing of the ears
O &, ® Skin diseasss or rashes B
e} [ @ Rednesa of syas with tesring
o] [ ] O Dimming of vision, ike the lights
were going cut
7. Did you sea anyons wounded, killed or dead during this 10. Are you Yy dtn iving help for a stress,
deployment? emotional, alcohol or family problem?
frark ail thet apply} R
ONo @ Yas

ONe @ Yul coalition O Yes - enemy O Yes - civitian .
11, Over the LAST 2 WEEKS, how often havs you
been bothersd by any of the following problems?
8. Were you engaged in direct. combat whers you discharged None Some Alot '
your weapon? - [}

QO tittts interast or pleasure in

®
daing things
®No OYes ( Otang O sea O air ) . ¢ e
] o [ ] Q' Fasling down, depressed, or
E hopelass !
9. During this deployment, did you ever feel that you wers in ® @) O Thoughts that you would be

great danger of being killed?

Ono @ Yes -
33348,

. OO FORM 2796, APR 2003 ) .

+ Dbatter off dead of hurting
. voursel! in some way



12, Hayo you ever had any expsrisnca that was so
trightening, horible, or upsetting thet, INHE
PAST MONTH, YOU e

Mo ' Yes . )
O T ® Huva had any nhhtmaru shout it or. thought
about it when you did not want 67
Q' 9 Tried hard not 10 think about it or went out of
s . your way 10 avold situatigns that remind you
ot it?

Were constantly on guard, watchiul, or sasily
stanied?

&)
L 2

o) @ Feoit numb or detsched trom others, acnvﬂlas.
or your smmurvdingd

13. Ara you hoving thoughts of concerns that ...

No  Yes \unsure

O ' O You may have serous conflicts
. ® with your spouss, family membars,
I oY ) or close friands? X
% You might hurt or lose control
" d O 0 © with somedne?

14. Whils you were deployad, were you exposed to;

Excussive vibration
industrial poliution
Sand/dust

Depletad Uranium {if yes, o

76

18, On how many days did you wear
your MOPP aver

16. How many times did you put on ,

your' gas musk bacause of slerts and
T b , of ises?

destroyed military vehicies?
& nNo QO ves'
s

A
. 17. Were you in or did you enter or closely inspect sny

18. Do you think you wars expesed to any chemical,
blological, or radiclogicsl wadnu agents during this

deployment? N

OnNe O oent kr‘ww

. Van, expjain with dste and focstion
JQ(Y Odanivm

DEET insect repeilent spplied to skin '

IMK alf that apply}
Sometimes  Dften
b - .
® o] Q
O o] [ ] Posticida-treated uniforms
& [s) o] Envirenmaental pasticides mke ares kagginq)
[ 4 o] o] Fiaa or tick collars
Q * o Pesticida strips
o] ] . @ Smoke from olt fire
o] o} [ Smoka from buring trash of faces
o] o} ® Vshicle or truck axhaust fumes
L J o] (o] Tont hoater syoke
o} (o] ®  PBor other fusls
[ o o] Fog oila (smoke screen}
Q o) L2 Solvents
[ 4 O Q Paints
L 4 e G - lonizing radiation
L 4 < [o N Radar/microwsves
o o o] Lasers
(o] (o) ® Loud noises
o O *
L o} (e
o] (o] L 4
o] o] ®
O o] 3]

Othar exposures

s
SEAVICE MEMBER'S SOCIAL SECURITY # ﬁj

- DD FORM 2796, APR 2003
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Health Care Provider Only

: W
SERVICE MEMBER'S SOCIAL secunﬁvﬁ} —-E — ﬂ
Y - )

[onstfnsploymem Vealth Care Provider Reviow, Interview, and A

Interview

1. Would you say your heaith in genaral is: R , o] 'éxc-)‘hm O Very and Q 6ood O Fair . Pocsr

2. Do vou have sny medical or dantal blem Yhat" y P duﬁt;o _thix oY t e ’ . @ Yes O

3. Ateyou curiently 6n » profils or light dutyi‘,‘ . s , * Y‘es o No

A 2»31;7;?«!: deploymant hsve you sought, o7 do you now intend to scok,‘ counseling orcare for your mental » \;“ O W
B! . . »

5. Do you have concerns sbout possible exposures or evants guting this depi’oymom that you feel may atisct ' P Yes O N

Health Assessment, . f

. Do'you o iy have pay

gl 456?‘&(@1( Uf&ﬁwm%é_ﬁ__“\ﬂa;ﬁlg ' ’

i

Pieass list concems:

Ator rivy interview/exam of the servide membar and review of this form, there is a need for further svaiuation as indicated below. (More
then ane may be noted for paﬂomn with mumph probiems, Further documentation of the problem svaluation to be placed in the service
member’'s medical tacord.)

REFERRAL !ND‘CATED FOR: st - EXPOSURE CONCERNS (During deployment):
Q none ’ Qe . s, .

O Cardiac [eX-1} . O Environmentsi

O CombatOperstionst Stress Reaction " OgewyN ) O Occupationat

O Dpental . O Mensast Hestth . O Combat or mission related

O permatologic . O Neurologie . | O Nong .

O ENT O orthopedic . _ A . i
O gye ) O prognancy

O Famiy Problems '

o]
o

&

Q Pumonsry
Fatigue, Malzise, Mullisystem complaint @ Other D@ﬂW Z{’/‘Qﬂp U&&.
Audiology '
il // /@

1 certify thst this review process hes been completsd,

Provider's signaxma and stam;r . This visit is coded by V705 .8

i Loz - BT /EITT‘H IoT7

{End of Tioaith Heview

»

» » 33348

- 0D FORM 2796, APR 2003 ASD(HA} APPROVED - @ -
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g4 old Ofmmjebulﬂo‘
HIV DRAWN__ 210> Qraneloorgh  wy

B EEJ POST-DEPLOKERTJ%&’E‘XRE?&M - u

Authority: 10 U.S.C. 136 Chapter 55. 1074, 3013, 5013, 8013 and £.0. 9387

Principal Purpose: To assess your slate of heslth after deployment outside the United States in support of military oBerations

and 1o assist military in ifying and present and futurc medical care 1o you.
Routine Usa: To other Fedarsi and State egencies and civilian P as Y. in order 1o provide necessary
medical care end reatment. : .
i § and DoD civilian Employess Only) Vi y. i not provided, ; WiLL BE but
comprehenswo cafe may not be possible,
!NSTRUCTIDNS Please read each i p y and v before mark your i Provide a
R for each i H you do not @ question;-ask-the administrator,
T - —

‘oday’s Date {dd/mmiyyyy

Aaae BPTTTITIITT] L.tz_l/u_‘zj/lzl.b_til
A e Wl TTT T [ ===y

Name of Your Unit or Ship

H4Zad 1P Co Jte th Kip_BA) !/BI/!om/Llﬂész
- Gan arvice Branc] onent . te arrival in theater {dd/mmlyyyy)
§M:: gA;Fo:: " go&“:p‘mmm Ioilgl/wf‘; ]/{2]"[; E I

O Femsle S gﬂ iono! Guard Dats of d from theater (dd/mm/yyyy)
oast Guas: leserves
O Merine Corps - O Civilisn ! fonl/|0!; l/l’llofobl
QO Navy Pay Grade
O Other O e O oot Ow
Louton o Opr | o2 om o
© Europe O Austratin O south America O &4 O o004 O wa
SW Asia O africa O North Americe Os O 005 O ws
O s Asia O Centrat America O Other o O 008
O Asia {Other) O unknown . . O €7 O 007 O Other
e e s —— . . [T, . -t e e e ._O Ea N 0 008
To what areas were you mainly deployed: [o} =] QO ovs
{muork alt that apply - list where/iste smived) O o0
Kuwait
Catar Okaav
O Arghanistan N O uzbekisten
gun . e ﬂfﬁaﬁﬁﬁy
o onaep T O conus )
Nmof

ngV_i/IOIerl f [ 11 f]’—“’“ Administrator Use Onty -

Indicate the status of escts of the following:

Yos No N/A

during this _
(MO$. NEC or AFSC) O O O Hediost threot deisfng composes
m O O Q Medicsi intormation sheet distributed

O O O Post Deployment serun specknen collacted

. DD FORM 2786, APR 2003 PREVIOUS EDITION IS OBSOLETE:  ASDIHA) APPROVED ﬁ .




12.

13

14,

L2 X YoY YodeT Y T YoXeY W4

0e0000SG

Have you ever had any experience that was 50
iy a o, or upsetting thet, W THE
PA! L YOU ...

No Yes 3 e

@ (5 Hiveihed any rigHniares sbovt it or thought
about it when you dig not want to?

'@ .. Yrisdhard not 1o think about it or want out of
. YOur way to avoid situstions that remind you

79

- 15. On how many days did you wear
w e —_yOUR MOPP over garments? |

18. How many times did you put on
. your gas mask becauss of slerts and -
NOT bacousa of exercisna?

e
\

== No. of times

Whils you wore deployed, were you exposed 10:
temark all thet apply}

%
i

Pesticidlewested uniforms
Flen or tick coltars

Postici .
Smoke trom ol tice

000000000080
0008099000000

|
i

3

i
[vXel 1 1 X JeJol
8

d

000Q0O0O0

Other

ofit? X
[ fo} Wanmmn{&mgum.mhhl,wady .
stortied? - .
— 17. Wers you in or did you enter or closely inspect any
- ¢y -~Feit-numb of detached from others, activitins, - ;
b o or your surrountings? destroyed miitary vehicies? .
e i @ Ne O Yes JE
_Ara you having thoughts or that ... o R
18. Do you think you wera exposed to any chesnical,
Mo Yer Unsure, . . biological, or ratiolagicel warfore agents during this
[} o O You may have seious confiicts 7
with your spouss, famhily members,
. or closa irlends? O Ne @ Don’t know
¢ © o mm“"‘ : © Yas, explain with date and location

VO SléEciec EueasTS

DEET ingect repeliont applied to xiin

Srnoke from buming trash or faces

Environmental pesticides (ke sres fogpng!

o

. ., ,
. DD FORM 2796, APR 2003
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1.

2. How many times wera you sesn in

Did your hesith change during this deploymam?

o] Hedm:mvsdmmmsmwgotbnnw
@ Heaith got worsa

o |3]

No. of times

sick call during this deployment?

3. Did you have to spend one or more nightsin a

hospitat as a patent during this deployment?
® N

O VYes, ressonidates: ~

4, mdmmdvomwmmthefom
or during this deployment?

@ Smslipox {leaves a scor on the srm} ~

@ Anthrax .
VST
“Hel8 42 HepAsz

O Botutism
@ Typhoid
O Meningococe:
O Orher, tist:
O Don‘t know
ONone

5. Did you take anv of the following medications
during this deployment?
{rark ail that apply}
O PB {pyridostigmine bromide} narve agent pilt
QO Mark-1 antidots kit
@ Anti-mataria pils
O Ppilis to stay awake, such as dexedrine
O Other, plaase fist
O Don't know

8. Do you have any of these symptoms now or did you develop them anytime during this deployment?

No Yes Dusing  Yes Now No Yes During  Yes Now
[o N 8] O Chronic cough O O @ Chest pzin or pressure
o} ® O Runny nose (o] [ J o tainting. tight
[o} [e) QO Fever ] O © Ditficuity breathing
(o] Q @ Weskness Q o] @ Stil fealing tired aftef sleeping
[e] le] 4 Headaches [a] [ ] O Difficulty remembering
e} o] @ Swollen, stiff or paintul joints o) ® O Diarrhea
(o] O @ Back pain . * [o] O Freguent indigestion
[e) ® Q) Muscie aches ® [e} O Vomiting
(o] (o] ® Numbnassormg!mgmhmsorfeu ® o] O Ringing of the ears
Q [ J O Skin diseases of rashes
L J o ©. Rednass of syes with tearing .

jo) 'O Dimming of vision, like the lights

B were golryg out o ——— [ .

7. Did you see snyone. wounded, killed or dead dusing this 10. Ara you jving halp for a streas,
daployment? omotionul. alcohol or tamily probhm? .
fmark ail thet spply)

O No @ Yes-cosiition O Yas - anamy O Yes - civilian ’ No O ves -
. i 11. Over the LAST 2 WEEKS, how often have you
been by any of the following problems?

8. Wuovwwg:godmdhctmhnwhmvwdadmged None A bot -
vour weapon? e @K 1 O O Little interast of peasure in

®Ne Oves (Otard O sea Oaie) e ‘o O Fouing down, depressed, or
L hopeless

9. Duwring this deployment, dldwonamfndﬂntymwmm o O Thoughts that you woukd be

great danger of being kilted? . batter off dead or hurting

No @ Yes

o}
- DD FORM 2796, APR 2003

yourself in some way

]



81

Health Care Provider Only

- RIS L SERVIEE MEMBER S SOCIAL SEE .
lm@ ymient Heaith Gare Provider Review, intarview, sl Asssssment
interview . )
1. Would vou sky your hreoith in generst is: O Excofent OVWGMG@
2. Do you have any medk w that developed during this Cjb

3. mwwym:wuﬁhor;mmr
4. m%dﬂmmmm«bmmwmmmmﬂmummwmmm
health? .

© 8. Do yuu hsve eoncermns -m-mwwmwmmwmm-qm

Plense list

&. Do you y have any or about your health?
Ploase st concemns: ./,

Health Asssssmant
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DEPARTMENT OF THE ARMY
442 MILITARY POLICE COMPANY
NEW YORK ARMY NATIONAL GUARD
84 OLD ORANGEBURG ROAD
ORANGEBURG, NEW YORK 10962

WPRSAA 11 MAR 04

MEMORANDUM FOR MEDICAL EVALUATION BOARD

SUBJECT: SGT RAMOS, RAYMOND et

1. SSG RAMOS IS A MEMBER OF THE TO THE 442ND MILITARY POLICE
COMPANY. AS SUCH, I HAVE ACCESS TO HIS RECORDS. | HAVE
SUPERVISED HIM FOR APPROXIMATELY TWO YEARS. MOST RECENTLY
HE WAS ASSIGNED AS A SQUAD LEADER IN THE OPERATIONS SECTION,
WHERE HE MET AND PERFORMED ALL DUTIES FAR ABOVE
STANDARDS. SSG RAMOS HAS THE UNLIMITED POTENTIAL FOR
PROMOTION. HE CONSTANTLY DEMONSTRATES LEADERSHIP
ATTRIBUTES OF THOSE FAR ABOVE HIS PAY GRADE. ANTICIPATED
FUTURE POSITIONS WITHIN THE UNIT INCLUDE, BUT ARE NOT LIMITED
TO PLATOON SERGEANT AND FIRST SERGEANT. HE HAS BEEN AN
ASSET TO THE 442ND AND TO THE MP CORPS.

2. 8SG RAMOS IS NOT UNDER CHARGES, IN CONFINEMENT, UNDER
INVESTIGATION, NOR IS HE BEING CONSIDERED FOR INVOLUNTARY
SEPERATION. -

3. POC FOR THIS MEMORANDUM IS 1LT ARIAS AT (845) 359-0626 EXT 20.

25—

DAVID S. ARIAS
1LT, MP L
REAR DET COMMAND
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Mr. SHAYS. Thank you. Let me stop you there, and then I will
ask you questions of what you had later so you will be able to cover
the rest of your testimony.

Mr. Chasteen.

STATEMENT OF DAVID CHASTEEN

Mr. CHASTEEN. First, I would like to thank Congressman Shays
and all the members of this subcommittee for organizing this hear-
ing.

I am here today on behalf of Operation Truth, the Nation’s first
and largest Iraq war veterans organization. We represent a num-
ber of veterans in all 50 States, Puerto Rico and Guam. Our mis-
sion is to amplify the voice of the troops. Along with my fellow vet-
erans, I would like to provide a soldier’s perspective on the issues
addressed in the GAO report.

As a chemical and biological officer stationed in Bagdad with the
Third Infantry Division, I was the guy who had to answer ques-
tions like, is this anthrax vaccine going to make me sick? It was
up to me to tell the troops that the things we were doing to them
were keeping them safe and that we were shielding them from as
much risk as possible. But war is a messy, imperfect business and
nothing should be taken for granted.

Were the vaccines and other prophylaxis appropriate? Absolutely.
Did they make some people sick? Yes. Will we know the long-term
health effects of the various exposures if we don’t step up efforts
now to monitor the situation? No.

That is the crux of this issue. An ounce of prevention now will
far outweigh the pound of cure needed if in the future we are left
to guess at the conditions our troops faced.

The bottom line is that, when soldiers come back from war, they
are often sick. Very rarely do we have the opportunity to collect
good data on why that’s the case. Now is the time to rigorously en-
force the collection reporting of data on occupational and environ-
mental hazards for our troops in Iraq.

This is an opportunity to do the right thing. It will save money
in the long run, provide better information to our doctors and re-
searchers, and, most importantly, go a long way toward providing
better health care for our soldiers.

Today, many of our troops are not convinced that their health
and well being is a priority for the government, and who can blame
them? There is currently no plan in place for evaluating the long-
term health care needs for veterans of the wars in Iraq and Af-
ghanistan, even though organizations like Operation Truth have
been calling on Congress and Department of Defense to come up
with a strategy for over a year now.

And what’s more, the continuing controversy of the funding
shortfalls in the Department of Veterans Affairs demonstrates an
inexcusable level of disregard for the pending health needs of the
more than 1 million uniformed men and women who have served
tours of duty in Iraq and Afghanistan.

There are plenty of great folks working hard at the VA, including
my mother who helps run a VA community-based outreach center
back home in Indiana. These people need to be given the resources
required to do their job, and our troops need to know that, when
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they come back from war, they will return to the best health care
we can offer them.

In today’s edition of the Washington Post, Operation Truth has
placed an ad calling on President Bush and Congress in no uncer-
tain terms to clean up the VA funding mess immediately and to
provide the leadership needed to ensure that our troops and veter-
ans don’t get short changed.

The problems revealed in the GAO report should be addressed
with the same level of urgency. We have had troops on the ground
in Iraq for over 2 years now. And we cannot wait any longer to
make their health needs a top priority. The guidelines for health
hazard surveillance exists, as noted in the report, the results of
previous congressional hearings similar to this one today.

Our Congress must demand that the Department of Defense cor-
rect the problems that our commanders in the field face when they
try to follow these guidelines and the hurdles our doctors, nurses
and researchers run up against when they try to put that field re-
search to good use. Reporting must be standardized between the
branches of service, and classification policies must be re-evaluated
to ensure that they don’t needlessly jeopardize the health of our
troops. The Department of Defense must work more closely with
the VA to better anticipate the health needs of our returning
troops.

On behalf of your constituents, you should not tolerate continued
foot dragging when it comes to the well being of our men and
women in uniform. They must know that the full resources of Con-
gress are being brought to bear on their behalf, that they won’t
have to fight a second war for adequate health care when they re-
turn home.

Our troops should know that not just our country but also their
government is committed to their well-being. Thank you.

[The prepared statement of Mr. Chasteen follows:]
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David Chasteen
Board of Advisors
Operation Truth
Testintony to the Subcommittee on National Security,
Emerging Threats and International Relations
July 19, 2005

First I’d like to thank Congressman Shays and all the members of the subcommittee for
organizing this hearing.

I am here today on behalf of Operation Truth, the nation’s first and largest Iraq War
veterans organization. We represent member veterans in all 50 states, Puerto Rico and
Guam. Our mission is to amplify the voice of the Troops.

Along with my fellow veterans, I hope to provide a Soldier’s perspective on the issues
addressed in the GAO report.

As a chemical and biological officer stationed in Baghdad, I was the guy who had to
answer questions like, “Is this anthrax vaccine going to make me sick?”

1t was up to me to tell the Troops that the things we were doing to them were keeping
them safe — that we were shielding them from as much risk as possible. But waris a
messy, imperfect business, and nothing should be taken for granted.

Was the anthrax vaccine necessary? Absolutely. Did it make some people sick? Yes. Will
we know the long-term health effects of the vaccine if we don’t step up efforts now to
monitor the situation? No.

That is the crux of this issue: an ounce of prevention now will far outweigh the pound of
cure needed if, in the future, we are left to guess at the conditions our Troops faced.

The bottom line is that when Soldiers come back from war, they’re often sick. Very
rarely do we have the opportunity to collect good data on why that’s the case. Now is the
time to rigorously enforce the collection and reporting of data on occupational and
environmental hazards for our Troops in Traq.

This is an opportunity to do the right thing. It will save money in the long run, provide
better information to our doctors and researchers, and most importantly, go a long way

towards providing better health care for our Troops.

Today, many of our Troops are not convinced that their health and well-being is a priority
for the government. And who can blame them?

There is currently no plan in place for evaluating the long-term health care needs for
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Veterans of the wars in Iraq and Afghanistan, even though organizations like Operation
Truth have been calling on Congress and the Department of Defense to come up with a
strategy for over a year now.

And what’s more, the continuing controversy over funding shortfalls at the Department
of Veteran’s Affairs demonstrates an inexcusable level of disregard for the impending
health needs of the more than one-million uniformed men and women who have served
tours of duty in Iraq and Afghanistan.

There are plenty of great folks working hard at the V.A,, including my mother, who helps
run 2 VA CBOC back home in Indiana. These people need to be given the resources
required to do their job, and our Troops need to know that when they come back from
war, they will return to the best health care we can offer.

In today’s edition of the Washington Post, Operation Truth has placed an ad calling on
President Bush and Congress, in no uncertain terms, to clean up the V.A. funding mess
immediately, and to provide the leadership needed to ensure that our Troops and Veterans
don’t get shortchanged.

The problems revealed in the GAO report should be addressed with the same level of
urgency. We’ve had Troops on the ground in Iraq for well over two years now, and we
cannot wait any longer to make their health needs a top priority.

The guidelines for health-hazard surveillance exist, as noted in the report — the result of
previous Congressional hearings similar to this one today. Now Congress must demand
that the Department of Defense correct the problems that our commanders in the field
face when they try to follow those guidelines, and the hurdles our doctors, nurses and
researchers run up against when they try to put that field research to good use.

Reporting must be standardized between the branches of service, and classification
policies must be reevaluated to ensure that they don’t needlessly jeopardize the health of
our Troops. The Department of Defense must work more closely with the V. A. to better
anticipate the health needs of our returning Troops.

On behalf of your constituents, you should not tolerate continued foot-dragging when it
comes to the well-being of our men and women in uniform. They must know that the full
resources of Congress are being brought to bear on their behalf — that they won’t have to
fight a second war for adequate health care when they return home.

Our Troops should know that not just their country, but also their government, is
committed to their well-being.



89

Mr. SHAYS. Thank you very much.
Dr. Crosse.

STATEMENT OF MARCIA CROSSE, Ph.D.

Dr. CROSSE. Mr. Chairman, members of the subcommittee, I am
pleased to be here today as you consider DOD’s efforts to collect
and report health surveillance data to address health issues of de-
ployed service members.

These issues have been of particular interest since the end of
1991 Persian Gulf war when many service members subsequently
reported suffering from unexplained illnesses.

Research and investigations into these illnesses were hampered
by a lack of health and deployment data including inadequate occu-
pational and environmental exposure data. In response, DOD de-
veloped military-wide occupational and environmental health sur-
veillance policies for use during deployments. These policies call for
the submission of health surveillance reports to a centralized ar-
chive within specified timeframes. The military services are respon-
sible for implementing these policies.

My remarks will summarize our findings on how the deployed
military services have implemented these policies for Operation
Iraqi Freedom [OIF], and the efforts underway to use health sur-
veillance reports to address both the immediate and long-term
health issues of the deployed service members.

In reviewing the implementation of these policies, we found that,
although health surveillance data generally have been collected
and reported for OIF, the deployed military services have used
varying data collection standards to conduct their health surveil-
lance. As a result, they have not been collecting comparable infor-
mation.

In addition, the deployed military services have not submitted all
health surveillance reports for OIF as required by DOD policy for
archiving the information. However, officials don’t know if reports
are not being completed or if they are just not being submitted to
the archive because they do not have information about how many
health surveillance reports have been completed during OIF.

DOD has made progress using health surveillance reports to ad-
dress immediate in-theater health risks during OIF. OIF is the
first major deployment in which health surveillance reports have
been used routinely as part of operational risk-management activi-
ties. These activities have included health risk assessments of the
potential hazards at a site, including soil and water samples; risk
mitigation activities to reduce potential exposure, such as relocat-
ing trash burning pits downwind of housing; and risk communica-
tion efforts to make service members aware of the possible health
risks, such as reminders to use insect repellent to reduce the likeli-
hood of insect-borne diseases. While these efforts may help to re-
duce immediate health risks, DOD has not evaluated their effec-
tiveness in OIF.

DOD’s ability to address potential long-term health effects is lim-
ited by several factors related to the use of its centralized archive
of health surveillance reports for OIF. These include limited access
to most reports because of security classification, incomplete data
on service members’ deployment locations and the lack of a com-
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prehensive Federal research plan incorporating the use of archived
health surveillance reports. Overall, although DOD has made
progress with health surveillance data collection and reporting, the
usefulness of such reports is hampered by DOD’s limited ability to
link reported information to individual service members.

DOD officials have said they are revising an existing policy to
add more specific health surveillance requirements, but unless the
military services take measures to implement this policy, efforts to
collect and report health surveillance data may not improve.

Consequently, we recommended that the Secretary of Defense en-
sure that cross-service guidance is created to implement DOD’s pol-
icy once it has been revised in order to improve both the collection
and reporting of health surveillance data during deployments and
the linking of this information to service members.

While DOD’s risk management efforts during OIF represent a
positive step, the lack of systematic monitoring prevents full knowl-
edge of their effectiveness. Therefore, we recommend that the mili-
tary services jointly establish and implement procedures to evalu-
ate the effectiveness of risk-management efforts.

Furthermore, although health surveillance reports alone are not
sufficient to identify the causes of potential long-term health ef-
fects, they are an important part of research on the long-term
health of deployed service members. To better address potential
health effects of deployment in support of OIF, we recommend that
DOD and VA work together to develop a Federal research plan that
would include the use of archived health surveillance reports.

Mr. Chairman, this completes my prepared statement. I would be
happy to respond to any questions you or other members of the
subcommittee may have at this time. Thank you.

[NOTE.—The GAO report entitled, “Defense Health Care, Im-
provements Needed in Occupational and Environmental Health
Surveillance During Deployments to Address Immediate and Long-
}elrm Health Issues, GAO-05-632,” may be found in subcommittee

iles.]

[The prepared statement of Dr. Crosse follows:]
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DEFENSE HEALTH CARE

Occupational and Environmental Health
Surveillance Conducted during
Deployments Needs Improvement

What GAO Found

Although OEHS data generally have been collected and reported for OIF, as
required by DOD policy, the deployed military services have used different
data collection methods and have not submitted all of the OEHS reports that
have been completed. Data collection methods for air and soil surveillance
have varied across the services, for example, although they have been using
the same monitoring standard for water surveillance. For some OEHS
activities, a cross-service working group has been developing standards and
practices to increase uniformity of data collection among the services. In
addition, while the deployed military services have been conducting OEHS
activities, they have not submitted all of the OEHS reports that have been
cormpleted during OIF. Moreover, DOD officials could not identify the
reports they had not received to determine the extent of noncompliance.

DOD has made progress in using OEHS reports to address immediate health
risks during OIF, but limitations remain in employing these reports to
address both immediate and long-term health issues. OEHS reports have
been used consistently during OIF as part of operational risk managerment
activities intended to identify and address immediate health risks and to
make servicemermbers aware of the risks of potential exposures. While
these efforts may help in reducing health risks, DOD has not systematically
evaluated their implementation during OIF. DOD’s centralized archive of
OEHS reports for OIF has several limitations for addressing potential long-
term health effects related to occupational and environmental exposures.
First, access to the centralized archive has been limited due to the security
classification of most OEHS reports. Second, it will be difficult to link most
OEHS reports to individual servicemembers’ records because not all data on
servicemembers’ deployment locations have been submitied to DOD’s
centralized tracking database. To address problems with linking OEHS
reports to individual servicemembers, the deployed military services have
tried to include OEHS monitoring summaries in the medical records of some
servicemembers for either specific incidents of potential exposure or for
specific Jocations within OIF. Additionally, according to DOD and Veterans
Affairs (VA) officials, no federal research plan has been developed to
evaluate the long-term health of servicemembers deployed in support of OIF,
including the effects of potential exposures to occupational or
environmental hazards.

GAO'’s report made several recommendations, including that the Secretary of
Defense improve deployment OEHS data collection and reporting and
evaluate OEHS risk management activities and that the Secretaries of
Defense and Veterans Affairs jointly develop a federal research plan to
address long-term health effects of OIF deployment. DOD plans to take
steps to meet the intent of our first recommendation and partially concurred
with the other recommendations. VA concurred with our recommendation
for a joint federal research plan.

United States Government Accountability Office
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Mr. Chairman and Members of the Subcommittee:

1 am pleased to be here today as you consider the efforts by the deployed
military services to implement policies for collecting and reporting
occupational and environmental health surveillance data for Operation
Iraqi Freedom (OIF) and the work under way o use these data to address
both the immediate and long-term health issues of servicemembers
deployed in support of OIF. The health effects from service in military
operations have been of increasing interest since the end of the 1991
Persian Gulf War—an interest that was renewed when servicemembers
were deployed in early 2003 to the Persian Gulf in support of OIF.
Following the 1991 Gulf War, many servicemembers reported suffering
from unexplained ilinesses that they attributed to their service in the
Persian Gulf and expressed concerns about possible exposures to
chemical or biological warfare agents or environmental contaminants.
Subsequent research and investigations into the nature and causes of these
illnesses by the Department of Defense (DOD), the Department of
Veterans Affairs (VA), the Departrnent of Health and Human Services
(HHS), the Institute of Medicine, and a Presidential Advisory Comunittee
were hampered by a lack of servicemember health and deployment data,
including inadequate occupational and environmental exposure data.

To address continuing concerns about the health of servicemembers
during and after deployments and to improve health data collection on
potential exposures, DOD developed a militarywide health surveillance
framework for use during deployments beginning in 1997. A key
component of this framework is occupational and environmental health
surveillance (OEHS), an activity that includes the regular collection and
reporting of occupational and environmental health hazard data by the
military services during a deployment that can be used to monitor the
health of servicemembers and to prevent, treat, or control disease or
injury. DOD has created policies for OEHS data collection during a
deployment and for the submittal of OEHS reports to a centralized archive
within specified time frames. The military services are responsible for
implementing these policies in preparation for deployments. During a
deployment, the military services are unified under a deployment
command structure and are responsible for conducting OEHS activities in
accordance with DOD policy. Throughout this testimony, we identify the
military services operating in a deployment as “deployed military
services.”

Page 1 GAO-05-903T
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My remarks will suramarize our findings on (1) how the deployed military
services have implemented DODY's policies for collecting and reporting
OEHS data for OIF and (2) the efforts under way to use OEHS reports to
address both the immediate and long-term health issues of
servicemembers deployed in support of OIF. My statement is based on our
report, entitled Defense Health Care: Improvements Needed in
Occupational and Environmental Health Surveillance during Deployments
to Address Immediate and Long-term Health Issues {(GAO-05-632), which is
being released today. ‘

To do this work, we reviewed pertinent policies, gunidance, and reports
related to collecting and reporting OEHS data obtained from officials at
the Deployment Health Support Directorate (DHSD), the military services,
and the Joint Staff, which supports the Chairman of the Joint Chiefs of
Staff.! We also conducted site visits to the Army, Navy, and Air Force
health surveillance centers that develop standards and guidance for
conducting OEHS.? We interviewed DOD officials and reviewed reports
and documents identifying occupational and environmental health risks
and outlining recommendations for addressing risks at deployment sites.
We interviewed officials at the U.8. Army's Center for Health Promotion
and Preventive Medicine (CHPPM), which archives OEHS reports, both
classified and unclassified, for ail the military services. We also
interviewed officials and military service representatives at DOD's
Deployment Manpower Data Center on the status of a centralized
deployment tracking database to identify deployed servicemembers and
record their locations within the theater of operations. Additionally, we
interviewed VA officials on their experience in obtaining and using OEHS
reports from OIF to address the health care needs of veterans. Finally, we
interviewed DOD and VA officials to examine whether the agencies have
planned or initiated health research to evaluate the long-term health of
servicemermnbers deployed in support of OIF using OEHS reporis. We
conducted our work from September 2004 through June 2006 in
accordance with generally accepted government auditing standards.

In summary, although OEHS data generally have been collected and
reported for OIF, as required by DOD policy, the deployed military
services have used different data collection methods and have not

'The Chairman of the Joint Chiefs of Staff is the principal military adviser to the President,
the National Security Council, and the Secretary of Defense.

®The Navy supports OEHS activities for the Marine Corps.

Page 2 GAO-05-903T
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submitted all of the OEHS reports that have been completed. Data
collection methods for air and soil surveiilance have varied across the
services, for exarnple, although they have been using the same monitoring
standard for water surveillance. Compounding these differences among
the services were varying levels of training and expertise among the
deployed military service personnel who were responsible for conducting
OEHS activities, resulting in differing practices for implementing data
collection standards. For some OEHS activities, a cross-service working
group, called the Joint Environuuental Surveillance Working Group, has
been developing standards and practices to increase uniformity of data
collection among the services. In addition, the deployed military services
have not submitted to CHPPM all OEHS reports that have been completed
during OIF, as reguired by DOD policy. While 239 of the 277 OIF bases had
at least one OEHS report submitted to CHPPM's centralized archive as of
December 2004, CHPPM could not measure the magnitude of
noncompliance because not all of the required consolidated lists that
identify all OEHS reports completed during each quarter in OIF had been
submitted. Therefore, CHPPM could not compare the reports that it had
received against the list of reports that had been completed. According to
CHPPM officials, obstacles to the services’ reporting compliance may have
included a lack of understanding by some within the deployed military
services about the type of OEHS reports that should have been submitted.
In addition, OEHS report submission may be given a lower priority
compared to other deployment mission activities. Also, while CHPPM is
responsible for OEHS archiving, it has no authority to enforce report
submission requirements. To improve OEHS reporting compliance, DOD
officials said they were revising an existing policy to add additional and
more specific OEHS requirements.

DOD has made progress using OEHS reports to address irmmediate health
risks during OIF, but limitations remain in employing these reports to
address both immediate and long-term health issues. OIF is the first major
deployment in which OEHS reports have been used consistently as part of
operational risk management activities intended to identify and address
immediate health risks. These activities included health risk assessments
that described and measured the potential hazards at a site, risk mitigation
activities intended to reduce potential exposure, and risk coramunication
efforts undertaken to make servicemembers aware of the possible health
risks of potential exposures. While these efforts may help reduce health
risks, there is no assurance that they have been effective because DOD has
not systematically evaluated the implementation of OEHS risk
management activities in OIF. Despite progress in the use of OEHS
information to identify and address immediate health risks, CHPPM's

Page 3 GAD-05-903T
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centralized archive of OEHS reports for OIF has limitations for addressing
potential long-term health effects related to occupational and
environmental exposures for several reasons. First, access to CHPPM's
OEHS archive has been limited because most OEHS reports are
classified—which restricts their use by VA, medical professionals, and
interested researchers. Second, it will be difficult to link most OEHS
reports to individual servicemembers because not all data on
servicemembers’ deployment locations have been submitted to DOD’s
centralized tracking database. For example, none of the military services
submitted location data for the first several months of OIF. To address
problems with linking OEHS reports to individual servicernembers, the
deployed miilitary services have made efforts to include OEHS summaries
in the medical records of some servicemembers for either specific
incidents of potential exposure or for specific locations within OIF, such
as air bases. Additionally, according to DOD and VA officials, no
comprehensive federal research plan incorporating the use of the archived
OEHS reports has been developed to address the long-term health
consequences of service in OIF.

In the report we are issuing today, we recommend that the Secretary of
Defense ensure that cross-service guidance is developed to implement
DOD’s revised policy for OEHS during deployments and ensure that the
military services jointly establish and implement procedures to evaluate
the effectiveness of risk management strategies during deployments. We
also recornmend that the Secretary of Defense and the Secretary of
Veterans Affairs work together to develop a federal research plan to follow
the health of OIF servicemembers over time that would include the use of
QEHS reports. In commenting on a draft of this report, DOD stated that
cross-service guidance meeting the intent of our recommendation would
be developed by the Joint Staff instead of the military services. DOD
partially concurred with our other recommendations. VA concurred with
our recoramendation to work with DOD to jointly develop a federal
research plan to follow the long-term health of OIF servicemembers.

Background

As of the end of February 2005, an estimated 827,277 servicemembers had
been deployed in support of OIF. Deployed servicemembers, such as those
in OIF, are potentially subject to occupational and environmental hazards
that can include exposure to harmful levels of environmental
contaminants such as industrial toxic chemicals, chemical and biological
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warfare agents, and radiological and nuclear contaminants. Harmful levels
include high-level exposures that result in immediate health effects.”
Health hazards may also include low-level exposures that could result in
delayed or long-term health effects. Occupational and environmental
health hazards may include such things as contamination from the past
use of a site, from baitle damage, from stored stockpiles, from military use
of hazardous materials, or from other sources.

Federal OEHS Policy

As aresult of numerous investigations that found inadequate data on
deployment occupational and environmental exposure to identify the
potential causes of unexplained illnesses among veterans who served in
the 1991 Persian Gulf War, the federal government increased efforts to
identify potential occupational and environmental hazards during
deployments. In 1997, a Presidential Review Directive called for a report
by the National Science and Technology Council to establish an
interagency plan to improve the federal response to the health needs of
veterans and their families related to the adverse effects of deployment.*
The Council published a report that set a goal for the federal government
to develop the capability to collect and assess data associated with
anticipated exposure during deployments. Additionally, the report called
for the maintenance of the capability to identify and link exposure and
health data by Social Security number and unit identification code. Also in
1997, Public Law 105-85 included a provision recommending that DOD
ensure the deployment of specialized units to theaters of operations to
detect and monitor chemical, biological, and similar hazards.” The
Presidential Review Directive and the public law led to a number of DOD
instructions, directives, and memoranda that have guided the collection
and reporting of deployment OEHS data.

°Harmful levels of environmental contaminants are determined by the concentration of the
substance and the duration of exposure.

“Presidential Review Directive/National Science and Technology Council - 5 (April 21,
1997). The National Science and Technology Council is a cabinet-level council that helps
coordinate federal science, space, and technology research and development for the
president.

$National Defense Authorization Act for Fiscal Year 1998. Pub. L. No. 105-85, §768, 111 Stat.
1629, 1828 (1997) (“Sense of Congress™).
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DOD Entities Involved
with Setting and
Implementing OEHS
Policy

DHSD makes recommendations for DOD-wide policies on OEHS data
collection and reporting during deployments to the Office of the Assistant
Secretary of Defense for Health Affairs. DHSD is assisted by the Joint
Environmental Surveillance Working Group, established in 1997, which
serves as a coordinating body to develop and make recomumendations for
DOD-wide OEHS policy.® The working group includes representatives
from the Army, Navy, and Air Force OEHS health surveillance centers, the
Joint Staff, other DOD entities, and VA.

Each service has a health surveillance center—the CHPPM, the Navy
Environmental Health Center, and the Air Force Institute for Operational
Health—that provides training, technical guidance and assistance,
analytical support, and support for preventive medicine units’ in the
theater in order to carry out deployment OEHS activities in accordance
with DOD policy. In addition, these centers have developed and adapted
military exposure guidelines for deployment using existing national
standards for human health exposure limits and technical monitoring
procedures (e.g., standards developed by the U.S. Environmental
Protection Agency and the National Institute for Occupational Safety and
Health) and have worked with other agencies to develop new guidelines
when none existed. (See fig. 1.)

*The working group makes recommendations for deployment OEHS policy to the Deputy
Assistant Secretary of Defense for Force Health Protection and Readiness, who serves as
the director of DHSD.

"Each military service has preventive medicine units, though they may be named

differently. Throughout this report, we use the term preventive medieine unit to apply to
the units fielded by all military services.
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Figure 1: Entities Invoived in Setting or impl ing Occupational and El Heaith Surveillance (OEHS) Policy
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Deployment OEHS
Reports

DOD policies and military service guidelines require that the preventive
medicine units of each military service be responsible for collecting and
reporting deployment OEHS data.® Deployment OEHS data are generally
categorized into three types of reports: baseline, routine, or incident-
driven.

Baseline reports generally include site surveys and assessments of
oceupational and environmental hazards prior to deployment of
servicemembers and initial environmental health site assessments once
servicemembers are deployed.’

Routine reports record the results of regular monitoring of air, water, and
soil, and of monitoring for known or possible hazards identified in the
baseline assessment.

Incident-driven reports document exposure or outbreak investigations.”

There are no DOD-wide requirements on the specific number or type of
OEHS reports that must be created for each deployment location because
reports generated for each location reflect the specific occupational and
environmertal circumstances unigue to that location. CHPPM officials
said that reports generally reflect deployment OEHS activities that are
limited to established sites such as base caraps or forward operating
bases;" an exception is an investigation during an incident outside these
locations. Constraints to conducting OEHS outside of bases include risks
to servicemembers encountered in corabat and limits on the portability of
OEHS equipment. In addition, DHSD officials said that preventive
medicine units might not be aware of every potential health hazard and
therefore might be unable to conduct appropriate QEHS activities.

"While in the depl location, p i dicine units create and store reporis both
electronically and on paper,

*Some bases can have more than one baseline report. -

°DOD officials said the analysis of servicemembers’ responses 10 a post-deployment health
assessment questionnaire is another means to identify potential exposures that should be
investigated. These designed to identify health issues or concerns that may
require medical attention, use a questionnaire that is to be completed in theater and asks
servicemernbers if they believe they have been exposed to a hazardous agent.

"Throughout the testimony we refer to both base camps and forward operating bases
collectively as bases. A forward operating base is usually smaller than a base camp in troop
strength and infrastructure and is normally constructed for short-duration occupation.
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QEHS Reporting and
Archiving Activities during
Deployment

According to DOD policy, various entities must submit their completed
OEHS reports to CHPPM during a deployment. The deployed military
services have preventive medicine units that submit OEHS reports to their
command surgeons,” who review all reports and ensure that they are sent
to a centralized archive that is maintained by CHPPM." Alternatively,
preventive medicine units can be authorized to submit OEHS reports
directly to CHPPM for archiving. (See fig. 2.)

“The coramand surgeons of deployed preventive medicine units are either Joint Task
Force command surgeons or military service coraponent command surgeons. In OIF, there
are two Joint Task Forces, each with a command surgeon. In addition, the Army, Navy, Air
Force, and Marine Corps have their own subordi component ¢ dsina
deployment, each with a command surgeon,

“DOD has designated CHPPM as the entity responsible for archiving all OEHS reports from
deployments.
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o —————
Figure 2: ittal of Deployr pational and i i Heaith
Surveitlance (OEHS) Reports to the Centralized Archive
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According to DOD policy, baseline and routine reports should be
submitted within 30 days of report completion.* Initial incident-driven
reports should be submitted within 7 days of an incident or outbreak.
Interim and final reports for an incident should be submitted within 7 days
of report completion. In addition, the preventive medicine uniis are
required to provide quarterly lists of all completed deployment OEHS
reports to the command surgeons. The command surgeons review these
lists, merge therm, and send CHPPM a quarterly consolidated list of all the
deployment OEHS reports it should have received.

To assess the completeness of #s centralized OEHS archive, CHPPM
develops 2 quarterly sununary report that identifies the number of
baseline, routine, and incident-driven reports that have been submitted for
all bases in a corumand. This report also summarizes the status of OBHS
report” submissions by comparing the reports CHPPM receives with the
quarterly consclidated lists from the command surgeons that list each of
the OEHS reports that have been completed. For OIF, CHPPM is required
to provide a guarterly sumamary report to the commander of U.S. Central
Command® on the deployed military services’ compliance with
deployment OEHS reporting requirements.

Uses of Deployment OEHS
Reports

During deployments, military commanders can use deployment OEHS
reports completed and maintained by preventive medicine units to identify
oecupational and environmental health hazards” and to help guide their
risk management decision making. Commanders use an operational risk
management process to estimate health risks based on both the severity of
the risks to servicemembers and the likelihood of encountering the
specific hazard. Commanders balance the risk to servicemembers of
encountering occupational and environmental health hazards while
deployed, even following mitigation efforts, against the need to

“DOD policy does not prescribe a time frame for how long preventive medicine units have
to complete a report.

SCHPPM also receives sorte deployment OEHS data that have not been incorporated into a
report, such as tables of water sampling measurements,

The U8, Central Command is the combatant corumand responsible for all OIF operations.

Y along with deployment ORHS reports, commanders also examine medical intelligence,
operational data, and medical surveillance (such as reports of servicemembers seen by
medical units for injury or illness) to identify o ional and envt health
hazards.
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accomplish specific mission requirements. The operational risk
management process, which varies slightly across the services, includes

risk assessment, including hazard identification, to describe and measure
the potential hazards at a location;

risk control and mitigation activities intended to reduce potential
exposures; and

risk communication efforts to make servicemembers aware of possible
exposures, any risks to health that they may pose, the countermeasures to
be employed to mitigate exposure or disease outcome, and any necessary
medical measures or follow-up required during or after the deployment.

Along with health encounter® and servicemember location data, archived
deployment OEHS reports are needed by researchers to conduct
epidemiologic studies on the long-term health issues of deployed
servicemembers. These data are needed, for exaraple, by VA, which in
2002 expanded the scope of its health research to include research on the
potential long-term health effects on servicemerbers in hazardous
military deployments. In a letter to the Secretary of Defense in 2003, VA
said it was important for DOD to collect adequate health and exposure
data from deployed servicemembers to ensure VA’s ability to provide
veterans’ health care and disability compensation. VA noted in the letter
that much of the controversy over the health problems of veterans who
fought in the 1991 Persian Gulf War could have been avoided had more
extensive surveillance data been collected. VA asked in the letter that it be
allowed access to any unclassified data collected during deployments on
the possible exposure of servicemembers to environmental hazards of all
kinds.

leExa.mples of health encounter data are medical records of in-patient and out-patient care,
health e by servi before and after a deployment, and
blood serum samples.
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Deployed Military
Services Use Varying
Approaches to Collect
OEHS Data and Have
Not Submitted All
OEHS Reports for OIF

The deployed miilitary services generally have collected and reported
OEHS data for OIF, as required by DOD policy. However, the deployed
military services have used different OEHS data collection standards and
practices, because each service has its own authority to implement broad
DOD policies. To increase data collection uniformity, the Joint
Environmental Surveillance Working Group has made some progress in
devising cross-service standards and practices for some OEHS activities.
In addition, the deployed military services have not submitted all of the
OEHS reports they have completed for OIF to CHPPM’s centralized
archive, as required by DOD policy. However, CHPPM officials said that
they could not measure the magnitude of noncompliance because they
have not received all of the required quarterly consolidated lists of OEHS
reports that have been completed. To improve OEHS reporting
compliance, DOD officials said they were revising an existing policy to add
additional and more specific OEHS requirements.

Data Collection Standards
and Practices Vary by
Service, Although
Preliminary Efforts Are
Under Way to Increase
Uniformity

OEHS data collection standards™ and practices have varied among the
military services because each service has its own authority to implement
broad DOD policies, and the services have taken somewhat different
approaches. For exarple, although one water monitoring standard has
been adopted by all military services, the services have different standards
for both air and soil monitoring. As a result, for similar OEHS events,
preventive medicine units may collect and report different types of data.
Each military service’s OEHS practices for implementing data collection
standards also have differed because of varying levels of training and
expertise among the service's preventive medicine units. For example,
CHPPM officials said that Air Force and Navy preventive medicine units
had more specialized personnel with a narrower focus on specific OEHS
activities than Army preventive medicine units, which included more
generalist personnel who conducted a broader range of OEHS activities.
Air Force preventive medicine units generally have included a flight
surgeon, a public health officer, and bioenvironmental engineers. Navy
preventive medicine units generally have included a preventive medicine
physician, an industrial hygienist, a microbiologist, and an entomologist. In
contrast, Army preventive medicine unit personnel generally have
consisted of environmental science officers and technicians.

POEHS standards generally set out technical requirements for monitoring, including the
type of equipment needed and the appropriate frequency of monitoring.
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DOD officials also said other issues could contribute to differences in data
collected during OIF. DHSD officials said that variation in OEHS data

" collection practices could occur as a result of resource limitations during a

deployment. For example, some preventive medicine units may not be
fully staffed at some bases. A Navy official also said that OEHS data
collection can vary as different commanders set guidelines for
implementing OEHS activities in the deployment theater.

To increase the uniformity of OEHS standards and practices for
deployments, the military services have made some progress—particularly
in the last 2 years—through their collaboration as members of the Joint
Environmental Sarveillance Working Group. For example, the working
group has developed a uniform standard, which has been adopted by all
the military services, for conducting environmental health site
assessments, which are a type of baseline OEHS report.” These
assessments have been used in OIF to evaluate potential environmental
exposures that could have an impact on the health of deployed
servicemembers and determine the types of routine ORHS monitoring that
should be conducted. Also, within the working group, three subgroups—
1aboratory, field water, and equipment—have been formed to foster the
exchange of information among the military services in developing
uniform joint OEHS standards and practices for deployments. For
exaraple, DHSD officials said the equipment subgroup has been working
collaboratively to determine the best QEHS instruments to use fora
particular type of location in a deployment.

Deployed Military Services
Have Not Submitted All
Required OEHS Reports
for OIF, and the Magnitude
of Noncompliance Is
Unknown

The deployed military services have not submitted all the OEHS reports
that the preventive medicine units completed during OIF to CHPPM for
archiving, according to CHPPM officials. Since January 2004, CHPPM has
compiled four summary reports that included data on the number of OEHS
reports submitted to CHPPM's archive for OIF. However, these summary
reports have not provided information on the magnitude of noncompliance
with report submission requirements because CHPPM has not received ali
consolidated lists of completed OEHS reports that should be submitted
quarterly. These consolidated lists were intended to provide a key
inventory of all OEHS reports that had been completed during OIF,
Because there are no requirements on the specific number or type of
OEHS reports that must be created for each base, the quarterly

*This standard was approved in October 2003,
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consolidated lists are CHPPM's only means of assessing compliance with
OEHS report submission requirements. Our analysis of data supporting the
four summary reports® found that, overall, 239 of the 277 bases”® had at
least one OEHS baseline (139) or routine (211) report submitted to
CHPPM'’s centralized archive through December 2004.%

DOD officials suggested several obstacles that may have hindered OEHS
reporting compliance during OIF. For example, CHPPM officials said there
are other, higher priority operational demands that commanders must
address during a deployment. In addition, CHPPM officials said that some
of the deployed military services’ preventive medicine units might not
understand the types of OEHS reports to be submitted or might view them
as an additional paperwork burden. CHPPM and other DOD officials
added that some preventive medicine units might have limited access to
communication equipment to send reports to CHPPM for archiving.
CHPPM officials also said that while they had the sole archiving
responsibility, CHPPM did not have the authority to enforce OEHS
reporting compliance for OIF—this authority rests with the Joint Staff and
the commander in charge of the deployment.

DOD has several efforts under way to imaprove OEHS reporting
compliance. CHPPM officials said they have increased communication
with deployed preventive medicine units and have facilitated coordination
among each service’s preventive medicine units prior to deployment.
CHPPM has also conducted additional OEHS training for some preventive
medicine units prior to deployment, including both refresher courses and
information about potential hazards specific to the locations where the
units were being deployed. In addition, DHSD officials said they were
revising an existing policy to add additional and more specific OEHS
requirements. However, at the time of our review, a draft of the revision

“Incident-driven reports reflect OBHS investigation of d incid and would not
be submitted to CHPPM's archive according to any identified pattemn. Therefore, we did not
comment on the services’ submission of incident-driven reports.

*The U.S. Central Command has established and closed bases throughout the OIF
deployment; therefore, the number of bases for each summary report varied.

*A base may have had both baseline and routine reports submitted to the OEHS archive.

*DOD officials said that during a d dicine units share the
military's classified communication system thh all other deployed units and transmission
of OEHS reports might be a lower priority than other mission communications traffic. Also,
preventive medicine units rright not deploy with communications equipment.
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had not been released, and therefore specific details about the revision
were not available.

Progress Made in
Using OEHS Reports
to Address Immediate
Health Risks, Though
Limitations Remain
for Addressing Both
Immediate and Long-
term Health Issues

DOD has made progress in using OEHS reports to address immediate
health risks during OIF, but limitations remain in employing these reports
to address both immediate and long-term health issues. During OIF, OEHS
reports have been used as part of operational risk management activities
intended to assess, mitigate, and communicate to servicemembers any
potential hazards at a location. There have been no systematic efforts by
DOD or the military services to establish a system to monitor the
implementation of OEHS risk management activities, although DHSD
officials said they considered the relatively low rates of disease and
nonbattle injury in OIF an indication of OEHS effectiveness. In addition,
DOD's centralized archive of OEHS reports for OIF is limited in its ability
to provide information on the potential long-term health effects related to
occupational and environmental exposures for several reasons, including
limited access to most OEHS reports because of their security
classification, incomplete data on servicemembers’ deployment locations,
and the lack of a comprehensive federal research plan incorporating the
use of archived OEHS reports.

DOD Has Made Progress in
Using Deployment OEHS
Data and Reports in Risk
Management but Does Not
Monitor Implementation of
These Efforts

To identify and reduce the risk of immediate health hazards in OIF, all of
the military services have used preventive medicine units’ OEHS data and
reports in an operational risk management process. A DOD official said
that while DOD had begun to implement risk management to address
occupational and environmental hazards in other recent deployments, OIF
was the first major deployment to apply this process throughout the
deployed military services’ day-to-day activities, beginning at the start of
the operation.” The operational risk management process includes risk
assessments of deployment locations, risk mitigation activities to limit
potential exposures, and risk communication to servicemembers and
commanders about potential hazards.

POEHS risk management activities began to be employed during previous deployments,
such as Operation Joint Guardian in Xosovo and Operation Enduring Freedom in Central
Asia, but it was not formally adopted as a tool to assess deployment health hazards until
2002. See Office of the Chairman, The Joint Chiefs of Staff, Memorandum MCM-0006-02,
“Updated Procedures for Deployment Health Surveillance and Readiness,” Feb. 1, 2002,
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Risk Assessments. Preventive medicine units from each of the services
have generally used OEHS information and reports to develop risk
assessments that characterized known or potential hazards when new
bases were opened in OIF. CHPPM's formal risk assessments have also
been summarized or updated to include the findings of baseline and
routine OEHS monitoring conducted while bases are occupied by
servicemembers, CHPPM officials said. During deployments, commanders
have used risk assessments to balance the identified risk of occupational
and environmental heaith hazards, and other operational risks, with
mission requirements. Generally, OEHS risk assessments for OIF have
involved analysis of the resulis of air, water, or soil monitoring.® CHPPM
officials said that most risk assessments that they have received
characterized locations in OIF as having a low risk of posing health
hazards toservicemenbers.”

Risk Control and Mitigation. Using risk assessment findings, preventive
medicine units have recommended risk control and mitigation activities to
commanders that were intended to reduce potential exposures at specific
locations. For OIF, risk control and mitigation recommendations at bases
have included such actions as modifying work schedules, requiring
individuals to wear protective equipment, and increasing sampling to
assess any chariges and improve confidence in the accuracy of the risk
estimate.

Risk Communication. Risk assessment findings have also been used in risk
communication efforts, such as providing access to information on a Web
site or conducting health briefings to make servicemerabers aware of
occupational and environmental health risks during a deployment and the
recoramended efforts to control or mitigate those risks, including the need
for medical follow-up. Many of the risk assessments for OIF we reviewed
recommended that health risks be communicated to servicemembers.

While risk management activities have become more widespread in OIF
compared with previous deployments, DOD officials have not conducted
systematic monitoring of deployed military services' efforts to conduct

*An Army operational risk management field manual describes the steps in determining
tisk level, including identifying the hazard, assessing the severity of the hazard, and
determining the probability that the hazard will occur. DOD has also developed technical
guides that detail toxicity thresholds and associated potential health effects from exposure
to hazards.

"Risk can desi identified c ional or envirc 1 health risks as

posing a low, moderate, high, or extremely high risk to servicemembers.
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OEHS risk management activities. As of March 2005, neither DOD nor the
military services had established a system to examine whether required
risk assessments had been conducted, or to record and track resulting
recommendations for risk raitigation or risk comamunication activities. In
the absence of a systematic monitoring process, CHPPM officials said they
conducted ad hoc reviews of implementation of risk management
recommendations for sites where continued, widespread OEHS
monitoring has occurred, such as at Port Shuaiba, Kuwait, a deepwater
port where a large number of servicemembers have been stationed, or
other locations with elevated risks. DHSD officials said they have initiated
planning for a cormprehensive guality assurance program for deployment
health that would address OEHS risk management, but the program was
still under development.

DHSD and military service officials said that developing a raonitoring
system for risk management activities would face several challenges. In
response to recommendations for risk mitigation and risk communication
activities, commanders may have issued written orders and guidance that
were not always stored in a centralized, permanent database that could be
used to track risk management activities. Additionally, DHSD officials told
us that risk management decisions have sometimes been recorded in
commanders’ personal journals or diaries, rather than issued as orders
that could be stored in a centralized, permanent database,

In leu of 2 monitoring system, DHSD officials said that DOD considers the
rates of disease and nonbattle injury in OIF as a general measure or
indicator of OEHS effectiveness. As of January 2005, OIF had a 4 percent
total disease and nonbattle injury rate—in other words, an average of

4 percent of servicemembers deployed in support of OIF had been seen by
medical units for an injury or illness in any given week. This rate is the
lowest DOD has ever documented for a major deployment, according to
DHSD officials. For example, the total disease and nonbattle injury rate for
the 1991 Gulf War was about 6.5 percent, and the total rate for Operation
Enduring Freedom in Central Asia has been about 5 percent. However,
while this indicator provides general information on servicemembers’
health status, it is not directly linked to specific OEHS activities and
therefore is not a clear measure of their effectiveness.
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Access to Most Archived
OEHS Reports Is Limited
by Security Classification

Access to archived OEHS reports by VA, medical professionals, and
interested researchers has been limited by the security classification of
most OEHS reports.® Typically, OEHS reports are classified if the specific
location where monitoring activities occur is identified. VA officials said
they would like to have access to OEHS reports in order to ensure
appropriate postwar health care and disability compensation for veterans,
and to assist-in future research studies. However, VA officials said that,
because of these sécurity concerns, they did not expect access to OEHS
reports to improve until OIF has ended.

Although access to OEHS reports has been restricted, VA officials said
they have tried to anticipate likely occupational and environmental health
concerns for OIF based on experience from the 1991 Persian Gulf War and
on CHPPM's research on the medical or environmental health conditions
that exist or might develop in the region. Using this information, VA has
developed study guides for physicians on such topics as health effects
from radiation and traumatic brain injury and also has written letters for
OIF veterans about these issues.

DOD has begun reviewing classification policies for OEHS reports, as
required by the Ronald W, Reagan National Defense Authorization Act for
Fiscal Year 2005 A DHSD official said that DOIY's newly created Joint
Medical Readiness Oversight Committee is expected to review ways to
reduce or limit the classification of data, including data that are potentially
useful for monitoring and assessing the health of servicemembers who
have been exposed to occupational or environmental hazards during
deployments.

*Individuals desiring to review classified documents must have the appropriate level of
security clearance and a need fo access the information. VA officials have been able to
access some OEHS data on a case-by-case basis.

*Pub. L. No. 108-375, §735, 118 Stat. 1811, 1999 (2004).
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Difficulties Exist in
Linking Archived OEHS
Reports to Individual
Servicemembers, but Some
Efforts Are Under Way to
Include Information in
Medical Records

Linking OEHS reports from the archive to individual servicemembers will
be difficult because DOD's centralized tracking database for recording
servicemembers’ deployment locations currently does not contain
complete or comparable data. In May 1997, we reported that the ability to
track the movement of individual servicemembers within the theater is
important for accurately identifying exposures of servicemembers to
health hazards.™ However, the Defense Manpower Data Center’s
centralized database has continued to experience problems in obtaining
complete, comparable data from the services on the location of
servicemembers during deployrents, as required by DOD policies.” Data
center officials said the military services had not reported location data for
all servicemembers for OIF. As of October 2004, the Army, Air Force, and
Marine Corps each had submitted location data for approximately

80 percent of their deployed servicemembers, and the Navy had submitted
location data for about 60 percent of its deployed servicemembers.®
Additionally, the specificity of location data has varied by service. For
example, the Marine Corps has provided location of servicemembers only
by country, whereas each of the other military services has provided more
detailed location information for some of their servicemembers, such as
base camp name or grid coordinate locations. Furthermore, the military
services did not begin providing detailed location data until OIF had been
ongoing for several months.

DHSD officials said they have been revising an existing policy® to provide
additional requirements for location data that are collected by the military

®GAQ, Defense Health Care: Medical Surveiliance Improved Since Gulf War, but Mixed
Results in Bosnia, GAO/NSIAD-97-136 (Washington D.C.: May 13, 1997).

“pop policy requires the Defense Manpower Data Center to maintain a system that
collects information on deployed forces, including daily-deployed h, in total and by
unit; grid coordinate locations for each unit (company size and larger); and inclusive dates
of individual servicemembers’ deployment, See DOD Instruction 6490.3, “Implementation
and Application of Joint Medical Surveillance for Deployment,” Aug. 7, 1997. In addition, a
2002 DOD policy requires combatant coramands to provide the Defense Manpower Data
Center with rosters of all deployed personnel, their unit assignments, and the unit’s
geographic locations while deployed. See Office of the Chatrman, The Joint Chiefs of Staff,
Memorandum MCM-0008-02, “Updated Procedures for Deployment Health Surveillance and
Readiness,” February 1, 2002.

*he military services submitted location data for both OIF and Operation Enduring
Freedom in Central Asia; Defense Manpower Data Center officials said they were unable to
separate the data from the two operations.

“DOD Instruction 6490.3, “Implementation and Application of Joint Medical Surveillance
for Deployment,” Aug. 7, 1997,
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services, such as a daily location record with grid coordinates or latitude
and longitude coordinates for all servicemembers. Though the revised
policy has not been published, as of May 2005 the Army and the Marine
Corps had implemented a new joint location database in support of OIF
that addresses these revisions.

During OIF, some efforts have been made to include information about
specific incidents of potential and actual exposure to occupational or
environmental health hazards in the medical records of servicemembers
who may have been affected. According to DOD officials, preventive
medicine units have been investigating incidents involving potential
exposure during the deployment. For a given incident, a narrative
summary of events and the results of any medical procedures generally
were included in affected servicemembers’ medical records. Additionally,
rosters were generally developed of servicemerbers directly affected and
of servicemembers who did not have any acute symptoms but were in the
vicinity of the incident. For example, in investigating an incident involving
a chemical agent used in an improvised explosive device, CHPPM officials
said that two soldiers who were directly involved were treated at a
medical clinic, and their treatment and the exposure were recorded in
their medical records. Although 31 servicemembers who were providing
security in the area were asymptomatic, doctors were documenting this
potential exposure in their medical records.

In addition, the military services have taken some steps to include
summaries of potential exposures to occupational and environmental
heaith hazards in the medical records of servicemembers deployed to
specific locations. The Air Force has created surmmaries of these hazards
at deployed air bases and has required that these be placed in the medical
records of all Air Force servicemembers stationed at these bases. (See
app. I for an example.) However, Air Force officials said no follow-up
activities have been conducted specifically to determine whether all Air
Force servicemembers have had the sumamaries placed in their medical
records. Similarly, the Army and Navy jointly created a sumamary of
potential exposure for the medical records of servicemembers stationed at
Port Shuaiba, the deepwater port used for bringing in heavy equipment in
support of OIF where a large number of servicemembers have been
permanently or temporarily stationed. Since December 2004, port officials
have made efforts to make the summary available to servicemembers
stationed at Port Shuaiba so that these servicemembers can include the
surmary in their medical records. However, there has been no effort to
retroactively include the summary in the medical records of
servicemembers stationed at the port prior to that time.
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No Federal Research Plan
Exists for Using OEHS
Reports to Follow the
Health of OIF
Servicemembers over Time

According to DOD and VA officials, no federal research plan that includes
the use of archived OEHS reports has been developed to evaluate the long-
term health of servicemembers deployed in support of OiF, including the
effects of potential exposure to occupational or environmental hazards. In
February 1998 we noted that the federal government lacked a proactive
strategy to conduct research into Gulf War veterans’ health problems and
suggested that delays in planning complicated researchers’ tasks by
limiting opportunities to collect critical data. However, the Deployment
Health Working Group, a federal interagency body responsible for
coordinating research on all hazardous deployments, recently began
discussions on the first steps needed to develop a research plan for OIF.™
At its January 2005 meeting, the working group tasked its research
subcommittee to develop a complete list of research projects currently
under way that may be related to OIF.* VA officials noted that because
OIF is ongoing, the working group would have to determine how to
address a study population that changes as the number of servicemembers
deployed in support of OIF changes.”

Although no coordinated federal research plan has been developed, other
separate federal research studies are underway that may follow the health
of OIF servicemembers. For example, in 2000 VA and DOD collaborated to
develop the Millennium Cohort study, a 21-year longitudinal study
evaluating the health of both deployed and nondeployed military
personnel throughout their military careers and after leaving military
service. According to the principal investigator, the Millennium Cohort
study was designed to examine the health effects of specific deployments
if enough servicemembers in that deployment enrolled in the study.
However, the principal investigator said that as of February 2005
researchers had not identified how many servicemembers deployed in
support of OIF had enrolled in the study. In another effort, a VA researcher
has received funding to study mortality rates among OIF servicemembers,
According to the researcher, if occupational and environmental data are

¥GAO, Gulf War Hlinesses: Federal Research Strategy Needs Reexamination,
GAO/T-NSIAD-98-104 (Washington D.C.: Feb. 24, 1998).

*The Deployment Health Working Group includes representatives from DOD, VA, and
HHS.
*This effort also includes identifying research for Operation Enduring Freedom.

“Epideniologic studies generally have a fixed study population that does not vary over
time, according to VA officials.
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available, the study will include the evaluation of mortality outcomes in
relation to potential exposure for OIF servicemembers.

Concluding
Observations

As we stated in our report, DOD’s efforts to collect and report OEHS data
could be strengthened. Currently, OEHS data that the deployed military
services have collected during OIF may not always be comparable because
of variations among the services’ data collection standards and practices.
Additionally, the deployed military services’ uncertain compliance with
OEHS report submission requirements casts doubt on the corpleteness of
CHPPM'’s OEHS archive. These data shortcomings, combined with
incomplete data in DOD's centralized tracking database of
servicemembers’ deployment locations, limit CHPPM's ability to respond
to requests for OEHS information about possible exposure to occupational
and environmental health hazards of those who are serving or have served
in OIF. DOD officials have said they are revising an existing policy on
OEHS data collection and reporting to add additional and more specific
OEHS requirements. However, unless the military services take measures
to direct those responsible for OEHS activities to proactively implement
the new requirements, the services’ efforts to collect and report OEHS
data may not improve. Consequently, we recommended that the Secretary
of Defense ensure that cross-service guidance is created to implement
DOD’s policy, once that policy has been revised, to improve the collection
and reporting of OEHS data during deployments and the linking of OEHS
reports to servicemembers. DOD responded that cross-service
implementation guidance for the revised policy on deployment OEHS
would be developed by the Joint Staff.

While DOD’s risk management efforts during OIF represent a positive step
in helping to mitigate potential environmental and occupational risks of
deployment, the lack of systematic monitoring of the deployed military
services’ implementation activities prevents full knowledge of their
effectiveness. Therefore, we recommended that the military services
Jointly establish and implement procedures to evaluate the effectiveness of
risk management efforts. DOD partially concurred with our
recommendation and stated that it has procedures in place to evaluate
OEHS risk management through a jointly established and implemented
lessons learned process. However, in further discussions, DOD officials
told us that they were not aware of any lessons learned reports related to
OEHS risk management for OIF.
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Furthermore, although OEHS reports alone are not sufficient to identify
the causes of potential long-term health effects in deployed
servicemembers, they are an integral component of research to evaluate
the long-term health of deployed servicemembers. However, efforts by a
Jjoint DOD and VA working group to develop a federal research plan for
OIF that would include examining the effects of potential exposure to
occupational and environmental health hazards have just begun, despite
similarities in deployment location to the 1991 Persian Gulf War. As a
result, we recommended that DOD and VA work together to develop a
federal research plan to follow the health of servicemembers deployed in
support of OIF that would include the use of archived OEHS reports. DOD
partially concurred with our recommendation, and VA concurred. The
difference in VA and DOD’s responses to this recomumendation illustrates a
disconnect between each agency’s understanding of whether and how
such a federal research plan should be established. Therefore, continued
collaboration between the agencies to formulate a mutually agreeable
process for proactively creating a federal research plan would be
beneficial in facilitating both agencies’ ability to anticipate and understand
the potential long-term health effects related to OIF deployment versus
taking a more reactive stance in waiting to see what types of health
problems may surface.

Mr. Chairman, this completes my prepared statement. I would be happy to
respond to any gquestion you or other Members of the Subcommittee may
have at this time. :

GAO Contact and
Staff
Acknowledgments

For further information about this testimony, please contact Marcia
Crosse at (202) 512-7119 or crossem@gao.gov. Contact points for our
Offices of Congressional Relations and Public Affairs may be found on the
last page of this testimony. In addition to the contacts named above,
Bonnie Anderson, Assistant Director, Karen Doran, Beth Morrison, John
Oh, Danielle Organek, and Roseanne Price also made key contributions to
this testimony.
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Appendix I: Example of an Occupational and
Environmental Health Surveillance Summary
Created by the Air Force

rmeon opoum s AUTHORZED POR LOCAL REPRODUCTION
MEIRCAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE
BATE RIS, DGO, TREATHERT, TREAT I CRGANE ATION (s esch w7
L HEALTH WORKPLACE EXPOSURE DATA
D ATR IRAQ for e tiee period 15 DEC 8310 30 AYR 2004,

Purpese: To comply with the deployment health surveillance requirements of Presidential Review Dicective 5 and JCSM 000602,
pdsted Procedures for Deployment Health Surveillance and Readiness. CENTAF/SG officially sanctions use of this form and
: recomupends it be maintzined in the individual’s permanent medical record with the DB Form 2796, Post Deployment Health
Assessment, corering the same time pesiod,

Camps Sather nd Griffin, the primary AF Jocations on Baghdad Tntermational Airpors (BIAP), wece part of the frat Military Training
portion of BIAP. However, this spesific area was not heavily used. The smalt Iragi tenminat on site was for milivary guesis and
distinguished visitars. Base housing and waining was o0 the other sile of the sain road cutsid Camp Sather, White there is farming
atound BIAP, we are ook awarc of any specific farming activities within Camp Sather: howsver, there is evidence of Roodsd fields
infercund Camp Geiffin. We are also ot aware of any major spils within the BIAP A cantonment, “BDAB” refers t both Casmps
Sather and Griffin.

i Exposure Data sod Risk

1. Alrbarne Dust: The level of sitbome particulate mavter is high throughou the Middie East doe 1o wind blown dust and sand.
Expectest healih effects associaied with cxposwres 10 airtorne panticulates inciude eye, nose, and throat iritation., sueeing, coughing,
sinus congestion, sinus drainage, and aggravarion of asthma conditions. Based on #ir sampling performed in and around BIAP, the
averalf healh risk to personel from expesure 10 airborne dust is assessed s fow. PMay and mangancse air sumples taken in fate May
2003 indicated conomisations nearly double their fespective mifitary exposuce guidelines. Howaver, no long-termn keatth affects are
l avion per
2. Airborne Emissions From Pesrolevm Production/Other Nearhy Industriat/Dispesal Activities: There are muitiple induserish
activities near BIAP. Chemical siorage and processing plants are kocated within 5-10 miles of BIAP, primarily 1 the east and south.
Howeves, opsrations o€ these faciities are severely lirited i the aftermath of sombat activities in/around BIAP. Multple industrisl
activities, to inclade manufacturing, construction, and pelroleurn sefining ate fosated in the greater Baghdad metropolizan area. With
the prevailing winds from the northwest, BFAP is located downwind from only 2 fow indwirial activities. primarily light to medim
afactariog ficitides. Rowtne exposure of BIAP persannci 10 airborne emissions from off-base industsiat sources s assessed a5
minimal 1o aonexistent, with 0o increased risk (o health sesoftiag from sauting exposure. Asmy niks infaround BIAP no longer ‘burn
out” human 2nd ather waste producis, and o units BIAP bum trashigasbage. There is no health risk cxposted from these intermitient
exposires.
3. Endemic Diseases: Leishmaniasis (both cotancous and visceraf) oocurs in Trag at 2 sporadic fevel, On-base vector surveifiance,
during transmission season, yéclded many sand fies from unbated traps, some of which fested positive for leishmanissis, Risk 1o BDAB
persounel is assessed as low, 5o long 2« the sand fly burden is kept under conirol. Cases may mof present with symploms Antil 4n8
months post-redeployment, Malaris is present in I5aq, but %o date has ot been 2 significant issuc in the Baghdad area. Anopheles
mosquitoes are present on BIAP and 93% of endemic malaria s Plasmodiam vivar. CENTCOM reporting instructions sequire
personnel to treat aniforms with pevmethrio snd apply DEET to exposed skin s nevessary (o prevent bites. Sanitation vasies withia the
country, but typically is well below 1. swndards. Consuming focat food o water poses a sigificant risk to personnel for bosterial
diarches. i s only fosd, water, and ice from approved sources. Tuberculosis (TB) discase fisk
assessment for Iraq 3s Jow. Unless individuals had exposure 10 anyone kaown o suspected of having sctive TB, worked clasely with
vofugess o privanecs, or had prolonged contact with the local populace. a post-deptoyment tberculim siin test is not required. Plagoe is
resteicted to focal arcas; enzootic food bistoricatly have existed along the Tigris-Euphrates River--exianding to Kuwais. Plague rick
sssesoment is low.
& Drickiog Water: Botted watcr is the source of 100% of the drinking water wsed o0 BDAB. All owied water cames from
approved sourczs and is tesied by 447 EMEDS o casure water quality meets alt applisable stundards. BDAR has a water distibution
system that is supplied via ruck by US Asruy reverse ostosis purification anits located at North Pajace. sing water o a lake fed by
the Tigris River,  Tap water is consi bi for cleaning and
$. Huzacdous Apimals and Iects: Severai species of venomous snakes, scorpions and spiders bave been identified on hase,

447 EMEDS, Baghdad Air Base Irng [ w‘ i
BT R ! s

T S T oy
it exbvy

CHADNOLOGICAL RECORD OF WEDICAL CARE

STANDARD FORM 800 (REV, 397}
Frareoed by GG
R sS40
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(290480)

DATE SYMPTOWS, DIAGHGSIS, THEATMERT, TRERT I ORGANZATION (Sign coeh eniyl
X HEALTH WORKPLA CE EXPOSURE DATA (continued)

wodical record, individual reported o adverse contact {i.c. bites). Feral cats and dogs have also been noted in the area. Rats and mive
have been 2 nuisance; one rat bite was reposted in the surnaner of 2003,

& Waste Ses'Wasle Disposal: Hazardoos waste storage on BDAB js Jimited to used and off-spee POL produets, and smail spiil
cleanup residus. Carrently, proper handling, storage, and disposal of industial waste genecated 05 buse {maialy oif, fuef and hydrantic
fluid) are strictly enforced. Airbome cxposure 1 base personniel fiom stored waste is assessed & inimal 10 nonexistent. No sbvious
g ofsgnificant pastsils ok leskage were cted when seaiin s occupied BIAP, athoigh POL pertoncel 60 dain and
remove severss extaut tanks. Trash and garbags . Latcines ate pumped out by
tracks and waste is disposed off- BIAP.

™. Nuclear, Bislogical or Chemica (NBC) Weapon Exposure: There has been no cvidesice of any se, Sorage, relcase, o exposure
of NBC agents to personnel at this site.

8. Agrivultural Emisstons: Surrounding land i3 mederately ageicultoral. Many farms are within 1- mites of the pesimeter fonce,
with numcrous porentiully fiooded fields for rice cultivation.  Actial photos previous T May 2003 revealed that much of BIAP,
including parts of the AF canionment, were vice cllivation atcas. While we haven't winessed any significant application,

herbicidelpesticide use probably routinely cours just utside the base. However, aitborne cxpasure fo hase personael is asoess
mintmat to nonexistent,
9. Depleied eraft transiont on/through BDAB. There is o evidence of

DU muniions baving boen expended at BIAP. Therefore, e poteatiaf airborme exposuse to DU, Exposure is classified s far
beiow permissible sxposure levels,
10, Hazardows Matertals: Thete are only 3 fow pormanent structares on BDAB. Both lead-based paint and potentiat ssbestos-
containing material have been tentatively idennified in various locations o BIAP: Wowever, personnel are not performing activities that
involve voutine exposure, thereby minimizing health cisk. There were multiple sites wheve Iragi hazardous mateeials caches were
tocated; b 1 inimizedelisni ing or Huitin i

ol Exposure Dty and Risk A g
1, Noise: Afrerath, sireraft o
hazardous roise are those workiag @@ of neat (he n-gm fine oo in seected dstrial shops. Tose workers have mﬂwnnh\: noise
exposure at home Station and are on the hearing conservation prograrn. For alf individuals, appropriste hearing protestion is provided
fox provtion again hagardous tse. Addtionsiy, the whee o ‘Camp Sather is within 300 yards of an extremety active Righthine.
2. Heat Stress: Daily temporsture ranges Mat - Oct from 75°F 10 125°F: Nov ~ Feb from SS°F 1o 95°F. Personnel are continotly
educated on heat siress dangess, water intake and workleest cycles, Usless separsiely documented, individwal bad 7o heat retated
injury.
3. Airborme Bxposure fo Chemical Hazards: Unless specified in 2 duty-specific supploment, individual exposure to chemlcal
inhalsGon s considsred simitar to dutics perfoemecd st home station. O base indusirial activities include routine aircrafi,
204 insiallation mainienance. Genoratty, majority of the chemicals used on BDAB sre ofls, greases, lubricants, hydraulic fluids o
fuel. Lirke 1 50 coproson control scivitesare pesformod and 7o slvent anks exit o0 m No indusesal activity is performed that
generates, of has been exposted to tevels or medicat aczion levels.
4. Chemical Contact and Eye Profection: Unless spcified kn & job-specific suppl:nmk individuat exposure 1 shemica) contast is
considered sl Lo dotiss performed a1 bt st Workes ars provided appeoprist proseive equipment e mtctabter
gloves, t face shickds)
5 mmm Tonizing radiation is emitad from medicalidentat x-ray and OST opesations, and Jow-Jevel radiosctive mateials prescrt
in equiptoent such a3 chemica? agent monitors and alarms, No worket has boen idernified as exceoading 10% of the 5 REMyenr OSHA
permissible exposure level. Radic frequeacy (RF) radiation is emitted from multiple sadar systems and communication equipment.
Systems are marked with warming siges and communication workets feccive apgropiate rainiug, Unless otherwise documented, 50
‘worker has been identified as exceeding RF-radistion pesenissible exposure biruits. Significant UV radistion from the sus is cxpeces on
expased unprotected skin. BDAB personnel have boen advised o sminimize 5un exposure through the use of sunscreen and wear of
steeves down, Addmomliy, BDAB is a high Fight level environment, Many cases ivity dermatitis were observed. Some
were no doubt exacerbated by the use of doyeyeline for mataria prophylaxis. Unicss otherwise stated in medicat resord, individual
veperted ro udxanon!ligm celated injuries.
$ Ergonomics: Individual exposure to ergonomis swress from job relared daty Is substaotially similar to duties performed st bome.
station, with potential moderate increase in Hifting involved with unique deployment requirements such as erection of temts and shehers.
Uniess otherwise staeed in yoedical record, individust eported no ergonomic stress refated injuries.
7. Bicadborne Pathogens: Individuat cxpasure to boodvarme pathogens from job related duty is considered simitar <o duties
pestormed & o st Apglicable woskers are provided agpropriae ot cpipinent and e b placed o i boodbome
pathogen progeam. Ul
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Mr. SHAYS. Thank you. At this time, the chair would recognize
Mr. Kucinich. I know he is putting his statement in the record. But
I welcome him to make a statement, and he could start out with
questions if likes.

Mr. KuciNiIcH. I thank the chairman.

And T would like, with the Chair’s indulgence, to have my state-
ment be included in the record and, also with the Chair’s indul-
gence, to be able to ask a few questions at this time.

[The prepared statement of Hon. Dennis J. Kucinich follows:]
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Statement of Rep. Dennis J. Kucinich
Ranking Minority Member
House Subcommittee on National Security, Emerging
Threats and International Relations
Committee on Government Reform
U.S. House of Representatives

Hearing on “Occupational and Environmental Health
Surveillance of Deployed Forces: Tracking Toxic
Casualties”

July 19, 2005

Good morning, Mr. Chairman, and good morning to our
witnesses. [ want to recognize and thank Sergeant Major LaMorte,
Staff Sergeant Ramos, and Captain Chasteen in particular for their
dedicated service to our country.

I am pleased they are with us today to illustrate that the
serious and debilitating illnesses that soldiers are increasingly
suffering from deployment overseas are not figments of their
imagination, and are not caused by stress or psychological trauma.
They are real, and we need to do everything within our power to

give them the medical help they deserve.
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Ensuring the highest quality of care for our nation’s soldiers,
whether they are still deployed overseas or whether they have
returned home, is one of my highest priorities in Congress. So it is
disturbing that once again, Congress has learned that there are
serious gaps by the Pentagon in monitoring the occupational and
environmental hazards encountered daily by our soldiers in
Afghanistan and Iraq. |

As Yogi Berra stated, “It’é like déja vu all over again.”
Fourteen years after the 1990-91 Gulf War, between 26 and 32
percent of our service members who were deployed in that conflict
continue to suffer from serious and persistent health problems.
These wide-ranging symptoms, often multiple and simultaneous in
nature, include chronic fatigue, severe headaches, memory
problems, muscle and joint pain, severe gastrointestinal problems,
respiratory problems, and skin disorders. More and more scientific
evidence seems to also indicate a connection between the exposure
of soldiers to neurological toxins and the incredible rise in ALS or

Lou Gherig’s disease among these veterans.

2
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And now our military is back in the Middle East and Central
Asia. Our troops are supposed to be actively searching for
Saddam’s stockpiles and laboratories of WMDs, and just as they
were 14 years ago, are potentially exposing themselves to
chemical, biological, radiological, and nuclear toxins, oil-well fire
smoke and chemicals, pesticides, and numerous other things which
may have long-term debilitating health effects.

Are we accurately tracking the health of every soldier
deployed in this region? Do we know if there will be long-term
health problems one-year, five-years, or ten-years from now? Are
we working with and providing adequate funds to the scientific

Acommunity to develop treatments and countermeasures? These are
the same questions that members of Congress have posed since
1991, and we are still not getting the answers we need.

I want to commend the Chairman for holding this hearing.

He, and this Subcommittee in particular, have been extremely

active in pursuing the issue of Gulf War IInesses.
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Yet the budget presented to Congress earlier this year
eliminated all funding dedicated to the illnesses in either the
Department of Defense or the Department of Health and Human
Services, for the 2006 fiscal year. Last month, the Department of
Veterans Affairs announced a billion dollar shortfall in veterans
health care. This is a travesty, and an insult to every service
member in our nation’s military.

As aresult, I, along with Chairman Shays and our fellow
committee member Rep. Bernie Sanders, made sure the House
successfully approved an additional $10 million in funding for
Gulf War illnesses research was added to the Department of
Defense Authorization Act of 2006. We also seek to provide more
enduring appropriations funds beginning next year at NIH.

So let’s learn from our past mistakes and get things right this
time. The Administration and the Congress can’t leave veterans to
fend for themselves. We can’t have any more shortfalls, and we
can’t just sit and wait until new illnesses are identified. More than

50,000 veterans (including some 13,000 and rising wounded in
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Iraq) await health care appointments, clinical positions across the
VA system are knot being filled, VA hospitals are deferring critical
equipment purchases, and there are shortages of medical supplies
in some locations. Let’s not let history repeat itself — the health
and safety of our nation’s brave soldiers is too important to risk.

Thank you, Mr. Chairman.
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Mr. SHAYS. Yes. You have the floor.

Mr. KuciNICH. I want to thank the chair. I want to start with
all the witnesses and say thank you for attending and for your con-
cern about protecting the health of those who serve this country.

I would like to begin by asking Staff Sergeant Ramos, uranium
toxicity is not an every day occurrence. And we do not know of all
the effects or how to test for this highly dangerous illness. Could
you tell us a little bit more about your unit’s experience with de-
pleted uranium radiation?

Staff Sergeant RAMOS. I didn’t know anything about DU.

I started getting these symptoms, and as I mentioned in my
statement, when I inquired, our medic had to come back, and he
had mentioned to us that the Dutch had found some radiation lev-
els. I inquired about it at Fort Dix, about depleted uranium. We
met with a lieutenant there. We sat down, and he told us that we
had nothing to worry about. And we said, well, how can we get
tested to make sure? And we were told that there was no known
testing for depleted uranium. I had gone outside of the military to
inquire as to how I could be tested.

Mr. KucCINICH. And when you went outside the military, what in-
gormation were you able to get on your own that you weren’t given

y_

Staff Sergeant RAMOS. I was put in contact with a Dr. Durakovic,
Asaf Durakovic. And he took the urine samples of myself and some
other soldiers. And the samples were sent out to three different
countries, Germany, Japan and Spain. And then I received a report
from him, which I have a copy of it here on March 24, 2003.

And which it explained the ratio of 238 and 235 is 146.9.

Mr. KucINICH. Mr. Chairman, is that already in the record?

Mr. SHAYS. No. So without objection, we will put it in the record.

Mr. KUCINICH. So when you received that report, what went on
in your mind about this experience.

Staff Sergeant RAM0OS. When I received the report, I was con-
fused. I didn’t know what was going on. And I said, I need to get
answers to this. I had already started my medical board process at
Walter Reed. So when I informed them that I had this document,
I was told to get a copy of it and submit it for review.

When I had it faxed to me—I turned this in at the medical board.
And then I was directed to meet with a Colonel Hack and Lieuten-
ant Colonel Mercer at Walter Reed.

Mr. KuciINICH. In looking over your testimony, I just would like
to go back over something. How did you come into contact with de-
pleted uranium?

Staff Sergeant RAMOS. Sir, I don’t know how I came into contact
with it. I don’t know in whatever part of the country in Iraq I was
in; I was not aware of what was in my surroundings. When I was
at the train station is where I became the most ill.

Mr. KucINICH. Let me ask you this if I may.

Were you firing any munitions yourself.

Staff Sergeant RAMOsS. No. I did not fire any munitions.

Mr. KucINICH. But you were in places, say, after the fact?

Staff Sergeant RAMOS. Correct.

Mr. KucCINICH. You were in places where it is your belief that you
were exposed?



127

Staff Sergeant RAMOS. Yes.

Mr. KuciNicH. To depleted uranium?

Staff Sergeant RAMOS. Yes.

Mr. KucINICH. Were you exposed on skin, or did you breathe it
in? Do you know? Could that really be ascertained?

Staff Sergeant RAMOS. Sir, the only thing that I can think of is
inhaling. There was a lot of dust blown around the area. And that
is the only way I think I could have gotten it.

Mr. KucINICH. How are you feeling now?

Staff Sergeant RAMOS. I have daily headaches. I have numbness.
My hands go numb. I have joint pains and fatigue.

Mr. KuciNIicH. How old are you?

Staff Sergeant RAMOS. I just turned 43.

Mr. KuciNICH. And other than this encounter with depleted ura-
nium, were you in pretty good health?

Staff Sergeant RAMOS. Prior to me going to Iraq, yes.

Mr. KucINICH. Have you been in touch with others in your unit
who went there?

Staff Sergeant RAMOS. Yes.

Mr. KucINICH. And they have experienced some of the same con-
cerns, physical problems?

Staff Sergeant RAMO0S. The soldiers that I know of that were test-
ed, yes. Other soldiers in my unit, they haven't expressed any-
thing—any ill effects to me. Just the soldiers that were in my unit.

Mr. KUCINICH. In your testimony, you alluded to one of your as-
sociates whose wife gave birth and the baby was deformed.

Staff Sergeant RAMOS. Yes.

Mr. KUCINICH. Are you in touch with that family still?

Staff Sergeant RAMOS. Yes.

Mr. KuciNicH. Have they had any tests done that would link the
birth deformity to the exposure of your associate?

Staff Sergeant RAMOS. He has not had a test that has linked the
exposure to his child. He has tested himself and has tested posi-
tive.

Mr. KuciNicH. Positive for what?

Staff Sergeant RAmM0S. Depleted uranium.

Mr. KuciNicH. I would like to ask just one question, if I may, of
Mr. Chasteen. What conclusions have you made about the medical
health system currently in place for soldiers relating to this issue
about depleted uranium?

Mr. CHASTEEN. Actually, it is interesting that you bring that up.
A Gulf war resource center had a conference in Florida a couple
months ago which was a really good opportunity to get soldiers and
VSOs together along with the VHA people who are working on
these issues. I had a long conversation, made a friend with Dr.
Drew Helmer, who is a neurologist working at the War-Related Il1-
ness and Injury Study Center at the Department of Veterans’ Af-
fairs in New Jersey. The VA actually has specific resources set up,
kind of cutting edge stuff where they have researchers and practi-
tioners both working for people, such as Sergeant Ramos, who have
illnesses that probably are linked to their service but have been un-
able to conclusively make a connection to the satisfaction of the
VA.
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The problem that I have found is that the VA centers in general
are unaware of the resources that are available elsewhere in the
VA for these kinds of research and finding these kinds of things
out. So on the one hand, VA is doing real good, cutting-edge work
in trying to connect people with an answer. But the VA system at
large isn’t aware sometimes of even the resources available inter-
nally, and also, these are very small centers that have very little
funding. I don’t know if that answers your question.

Mr. KuciNnicH. OK, Mr. Chairman, I just want to put this on the
record. You know, my staff had contacted the Department of De-
fense, maybe it was a couple of years ago when the first discussions
came up about depleted uranium munitions. And maybe there is
some confusion about it. But some of the information we were get-
ting out of the Feds was that there were some people who were ac-
tually denying that such munitions were even being used.

I just wanted to mention that to you because I don’t know that
we have had any subsequent hearings where it has truly been es-
tablished that depleted uranium munitions were used and the level
at which they were used and the attendant health risks to our sol-
diers or to the civilian population.

Mr. SHAYS. In response to the gentleman’s question, we haven’t
had any hearings specifically about depleted uranium, and frankly,
the case is really still out whether this represents a problem or not.

The tests that is on you is a question of reliability, and everybody
has some radiation in their bodies. So the issue is, is this just ab-
normal because you were there or would we find that same issue
in people in the United States? So it probably is an area that some
time we should focus on. We just, you know, pick our hearings and
have many to chose from.

Mr. KuciNicH. I want to thank the Chair for having this hearing.
And as always, you are very concerned in general what is happen-
ing with the people who serve this country. So I thank you.

Mr. SHAYS. I thank the gentleman.

I love my staff. We get in a dispute whether it is Ramos or
Ramos. You need to tell me how to say your name.

Staff Sergeant RAMOS. Ramos.

Mr. SHAYS. We will chalk one up to the understaff and not to the
counsel here.

Staff Sergeant Ramos, I would like you to, because I cut you
short here, would you just tell me the illnesses you had? You said,
here is a list of what I came back with.

Staff Sergeant RAMOS. Sleep apnea with fatigue, Fibromyalgia.

Mr. SHAYS. What does the percent mean? I don’t understand the
percent. It says zero percent.

Staff Sergeant RAMOS. These are, prior to me being deactivated
from military service, these are percentages I received from De-
partment of Defense. It is not what I have received from the VA.
This is from the Department of Defense.

Mr. SHAYS. So it is a disability rating? It is not the percent of
sleep fatigue?

Staff Sergeant Ramos. It is a disability rating.

Mr. SHAYS. It is not the percentage of sleep——

Staff Sergeant RAMOS. No. Fibromyalgia was zero percent. The
PSTD, headaches with Punctuate White Matter, Ischemic Changes
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in Parietal Lobes, 30 percent. Cervical myalgia, zero percent. His-
tory of single Leishmaniasis lesion on Left Anterior Chest, now
with pigmented scar, zero percent. Bilateral Ulnar Nerve Compres-
sion Neuropathy, zero percent. Depleted uranium exposure medi-
cally acceptable, zero percent. Skin rashes, zero percent.

Mr. SHAYS. I am going to, at this time, have our counsel ask
some questions to the witnesses.

Mr. HALLORAN. Let me start with Dr. Crosse. Could you describe
for us the impact or the differences you saw in this military service
branch’s approach to these issues and the impact those differences
had on the effectiveness of the surveillance program?

Dr. CROSSE. Yes. Let me see if this microphone will work this
time. The services have teams of preventive medicine units that go
out to do this range of activities that they engage in. The teams
are composed of different types of individuals with different sorts
of expertise. Each service has comprised their teams of different
kinds of specialists. And so, to begin with, you have people with
d}ilfferent sorts of training, levels of expertise going out and doing
this.

It’s not necessary that an Army unit would necessarily have an
Army preventive medicine team coming in there. So you can’t just
assume that the data that are collected for Army bases are com-
parable. Because some of the data for an Army installation might
be collected by an Army unit, some of it might be collected by a
Navy unit coming in. They have different types of expertise.

They also collect somewhat different information. For example,
the water sampling is done the same across all the services, but
the soil sampling is different. The Army teams collect samples for
20 types of hazards, the Navy teams collect samples for 15 types
of hazards, so it’s highly dependent upon who has done the data
collection at a particular installation at a particular time as to
what kind of information would have been gathered to even be
available for archiving.

Mr. HALLORAN. What explains the consistency of water testing?
Is that a happy accident or did

Dr. CrRoOsSE. Well, each service has been allowed to develop their
own guidance to implement these broader policies. DOD is now in
the process of trying to modify some of this—the policies to try to
get more comparable kinds of requirements across the services, but
that’s not yet in place.

Mr. HALLORAN. So they all just have to do about same water
standard, is that——

Dr. CROSSE. Perhaps. There is a joint working group that is try-
ing to come together to develop standards. And it may be that
water sampling is more straightforward. I'm not a technical expert
to say why that may be the case. But they've implemented them
in different ways with different types of individuals, different levels
of training.

Mr. HALLORAN. DOD points to a low rate of non-battle disease
injuries in this theater in particular, in Iraq, as admittedly indirect
evidence of the effectiveness of these preventative medicine pro-
grams. Can you evaluate that claim for us?

Dr. CrossSE. I think it does give some reassurance for the kind
of immediate health effects that you would see in theater. They
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have, as we said, made progress I think in going out and trying to
examine the risks on a base, to try to locate trash burning away
from housing, to try to do other kinds of things that would reduce
some of the immediate risk the troops might face. I think it’s way
too soon to know what it has done for longer-term health effects.

Mr. HALLORAN. Sergeant Major La Morte, let me segue to you on
that subject. In your testimony you describe various moves your
unit made to different locations. At each of those locations, could
you describe for the subcommittee the kinds of environmental in-
formation you were given before, during, after your stay there in
terms of what hazards might be there, what to avoid, what mitiga-
tion steps you might take?

Sergeant Major LA MORTE. The only report we had when I was
at the Forward Operating Base 32 was that the Taranac Farms
trading area that we used as a range came up hot for blood agent
and nerve gas agents; and we assumed, having not taken it with
us, that it was left from the Soviets since they travelled with those
chemical weapons as part of their SOP.

Mr. HALLORAN. And that area is just marked off as hot and you
didn’t go there, or what was done about it?

Sergeant Major LA MORTE. The last report I had, that area has
been bulldozed over and is no longer used.

Mr. HALLORAN. And did you make note of that incident in your
other:

Sergeant Major LA MORTE. I made notes—when I came home, I
put it in my medical records that I had been in the area of con-
tamination, but I have nothing—because that report was secret—
that I can put in my medical records.

Mr. HALLORAN. Staff Sergeant Ramos, could you address the
same question in terms of the locations? If so, what kind of envi-
ronmental occupational hazards were you told were there? What
information were you told about what to do about them?

Staff Sergeant RaMoOs. Right. The information that I was given
afterwards is that there were tanks, vehicles that had been struck
by rounds that were outside the encampment. I worked in an oper-
ations cell, so I was pretty much enclosed in the building 24 hours
a day. I wasn’t aware of what was outside the encampment. It
wasn’t until, as I said in my statement, when I got back that I was
told that when the Dutch came in they were taking samples, and
they found it unsuitable for their soldiers to stay in the training
facility, so they built a holding encampment outside of the training
facility in Samawabh.

Mr. HALLORAN. Mr. Chasteen, does your organization have any
kind of information or visibility on the pre- and post-deployment
health assessments and their use and effectiveness?

Mr. CHASTEEN. We do actually have some reports on that. I don’t
have it handy. I can have my staff get it to you.

I will say, though, that I agree. I think it’s been a marked im-
provement from the first Gulf war in terms of actually having those
assessments and doing those assessments. I know that me and my
soldiers got the pre- and post-deployment assessments. I know that
was a little more regular for Active Duty soldiers than it was for
National Guard and Reserve soldiers, which is I think not surpris-
ing just in terms of kind of central locations for both where the sol-
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diers lived and where they were going to return to after they de-
ployed and came back.

Again, with any of these things, you've got conflicting motiva-
tions. The soldiers, they want to go home. They’re not real inter-
ested in a post-deployment examination. They want to get back to
their families. And if those families are off base, it can be harder
for National Guard and Reserve soldiers to have to stick around an
additional week to get those done, as opposed to Active Duty sol-
diers who can go home tonight, come back in a couple of work days
and get that done.

So those are some of the issues that are at play there.

Mr. HALLORAN. Staff Sergeant Ramos, I think you said you have
sought VA care since you separated from the service; is that right?

Staff Sergeant RaAMOS. Yes. When I separated from the service,
I went to the VA to file my paperwork for my health issues, and
since then I've received 80 percent from the VA for my health
issues.

Mr. HALLORAN. So you found both the VA disability, the process
and the health care process had access to information they needed
from your military medical records?

Staff Sergeant RAMOS. Well, I had made copies of my military
medical records. I had to make copies. We had a lot of issues in
Fort Dix where things were taken out of your medical records, so
I made copies of everything.

So when I came back I had everything chronologically filed, and
I submitted for each one of my issues documentation, medications
that I was taking, so it made it very easy. Because the VA’s com-
puter system is not on the same with DOD’s, so they don’t have
access to doctors’ notes or addendums.

Mr. HALLORAN. So you did that yourself.

Staff Sergeant RAmoOs. I did that myself.

Mr. HALLORAN. And, Dr. Crosse, what kind of information did
GAO find getting into individual medical records?

Dr. Crosse. Well, there is not a lot of getting individual medical
records generally. For the air bases, the Air Force has created a
summary that can be placed into each service member’s medical
record that explains the sorts of hazards that exist at that air base.
It will talk about exposure to fumes from the fuels and other kinds
of things that would exist in that area, the sorts of insects and dis-
eases that are known, the dust or other kinds of problems that may
exist in that location; and that’s placed into every service member’s
record who is at the air base. That is not done regularly for service
members in other locations, however.

For Port Shuaiba, the Army and the Navy have created a similar
kind of exposure summary document, but it’s up to individual serv-
ice members to place that into their own medical record if they
want it to be placed there. It’s not routinely done for them.

The other kind of exposure documents that would be placed into
a service member’s record is if there is an incident that is actually
investigated. If, for example, a tank blows up and a lot of people
become ill from the fumes and they go in and try to determine
what kind of chemical was there and who was exposed, then there
could be a report made for all of the service members who were ex-
posed in that specific incident. But, otherwise, there are not routine
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reports being placed into service members’ records for each location
where they’re housed as they’re moved around in Iraq.

Mr. HALLORAN. Sergeant Major La Morte and Staff Sergeant
Ramos and even Mr. Chasteen, were you told—let me try to ad-
dress Congressman Kucinich’s question. Were you told there were
DU rounds in the vicinity at any time? Were you told about the
hazards of DU before, during or after your deployment?

Sergeant Major LA MORTE. Yes, sir. I'm aware of DU hazards.
It’s in our training for MDC training. There were no reports that
I'm aware of in the military that have indications where those
rounds were used. If there was an overlay for that area, it would
be helpful. Any time that the Air Force is working with an Asian
aircraft, it has depleted uranium rounds. I would assume that
you’re in a depleted uranium area.

Mr. HALLORAN. And, Staff Sergeant Ramos, I think you said
there were some bombed vehicles, or just

Staff Sergeant RAMOS. Yes, there were vehicles. Especially there
was one outside of the operations area. There was a vehicle that
was left there. But——

Mr. HALLORAN. Was it said or known that it was a DU round,
or just suspected?

Staff Sergeant RaMos. No. I just saw a vehicle that was blown
or shot up that was left there in front of the building that we ran
our operations out of.

But, as far as training, we didn’t get anything on DU. Most of
our training was on MP operations, patrols, and how to properly
mark unexploded ordinances.

Mr. HALLORAN. And has DOD communicated with you since
you've returned, saying you were part of a cohort or a group that
mig%lt have been exposed to certain hazards at the training loca-
tion?

Staff Sergeant RAM0s. No, I have not.

Mr. HALLORAN. VA neither?

Staff Sergeant RAMOS. No.

Mr. CHASTEEN. I was actually the radiation safety officer for my
DIVARTY, and so depleted uranium was my purview as part of my
responsibilities. We did do depleted uranium training for soldiers
who were going to be coming into contact with those kinds of
rounds.

Obviously, the most common use of depleted uranium in the
Army is for cab guys, guys who are operating the M—1A and M-
1A-2 battle tank. Those units do depleted uranium training on a
regular basis because there is an immediate hazard to soldiers who
handle DU rounds and then would eat afterwards without having
washed their hands. Because, obviously, the main risk of DU is
through ingestion, and that can be a serious problem because it is
toxic.

The soldiers who were going to be working with—we have some
artillery soldiers who are Reservists who were attached to the cab
who did actually get depleted uranium training to make sure that
they understood that if they were handling those rounds or near
those rounds, whatever, that they needed to take part in pre-
cautions, which mostly involved washing their hands before they
ate.
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Mr. KucinicH. If I may, Mr. Chairman, to Mr. Chasteen, how
many soldiers received depleted uranium training, to your knowl-
edge?

Mr. CHASTEEN. I would have to say, as part of—there are annual
NBC requirements and there are annual radiation safety require-
ments. So my specialists, my 54 Bravas, NBC NCOs who were at-
tached to each company or battery and DIVARTY, those guys
would get it as part of their annualized training.

Mr. KuciNIcH. Can you extrapolate as to how many that might
be?

Mr. CHASTEEN. Well, I would say it would be approximately 32,
but those would be the specialists who were assigned to each bat-
tery. So the specialists who were responsible for knowing those
things got the training on a regular basis, but in terms of then dis-
seminating that information out to the rest of the soldiers, I can’t
say.

Mr. SHAYS. Let me tell you, Dr. Crosse, I have one question that
I want you to think of the answer, so I will just have a conversa-
tion with the others for a second. You might want to consult with
your colleagues.

I want you to rank the four branches as to which is further along
in this effort. The bottom line to your report is we’re making
progress on optional safety issues in the environment in the work-
place, but which is doing the best at keeping proper records and
trying to keep track of our soldiers in this case and which is doing
the worst? And then I want you to explain to me why.

Staff Sergeant Ramos, your testimony, I thought—what I was
struck most by—and obviously all of your testimony is very help-
ful—but you said, when you’re talking about the Dutch, they imme-
diately began to not only get their troops settled in but began to
check the environment and living conditions; and I didn’t find out
until I returned to the United States that the Dutch found there
were too high radiation asbestos levels, which made living for their
troops unsuitable healthwise, so they moved their camp outside the
training facility.

I think that speaks volumes. Our folks lived there, and the
troops that replaced them decided to live somewhere else because
they bothered to check.

And I would say to you, Sergeant Major La Morte, I found this
interesting. I and my fellow soldiers were willing to face combat
and the dangers that it brings, but what I find disturbing is the
looking the other way when it’s time to treat or even test the mem-
bers who are so willing to face bodily harm. The right things need
to be done. Step up the monitoring and the treatment and docu-
mentation of the exposure.

What I take from your testimony is you all know that sometimes
you're going to be in bad workplaces. Now sometimes you don’t
have to live in one place, you can move, but when you’re fighting,
you're going to have—OSHA inspectors aren’t going to be able to
tell everybody exactly how to conduct themselves. Sometimes they
simply can’t. So you'’re going to be exposed to bad things.

I think your point is, when we are, we need to make sure that
we’'re aware of it, are tracking it, and following that throughout the
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rest of that individual’s life. That is the obligation that I think ex-
ists.

Dr. Crosse, I'm trying to filibuster here. Do you have enough——

Dr. CROssE. I have an answer.

First, I would say that the archives aren’t tracking which serv-
ices are submitting reports. As I mentioned before, sometimes the
Navy unit is submitting a report for an Army base. However, we
believe in general that the Army and the Air Force are doing a bet-
ter job than the Navy and the Marines. The Army has the lead re-
sponsibility and the longest history because of CHPPM, their Cen-
ter for Health Protection—I'm forgetting what it stands for there—
Health Promotion, and they have had the lead in general on these
issues.

The Air Force has an advantage of having fewer fixed facilities,
and they have taken the lead on creating these exposure sum-
maries that they place into the records of every service member.

The Navy and the Marines have lagged both in terms of doing
the pre- and post-deployment health assessments. GAO put out a
report a few months ago on the pre- and post-deployment health
assessments, and the Air Force and the Army were doing a much
better job than the Navy and Marines—particularly than the Ma-
rines in doing those kinds of health assessments and getting them
into the individual service member’s records.

Also, the Marines are supported by the Navy, but the Marines
are moving around to many different locations in Iraq, and their
location identification has been a particular problem, we believe.

So, in general, that’s the order in which we would place the serv-
ices. But, again, we don’t have across-the-board data to measure
different components for each service.

Mr. SHAYS. What type of cooperation did you think you were re-
ceiving from the branches when you were doing your study?

Dr. CrROSSE. I believe we had good cooperation from them. I think
that the problem is that some of the kinds of information we want-
ed to obtain just weren’t available.

Mr. SHAYS. Because they were classified or they just weren’t
available?

Dr. CrossE. Well, some of both. But we have security clearances
so that we would be able to access the information, so it was really
more of an issue of some of the kinds of information just aren’t
available.

Mr. SHAYS. Before the troops were sent—we had the military
here. They said they would be checked out before they went, and
they would be checked out when they got back.

What I'm troubled with is, first, 'm not quite sure what “checked
out” means now. Second, though, when a soldier is requesting—and
others can speak to this as well—requesting that they verify for
certain exposures and it’s not being done, I particularly find that
unsettling. In other words, if a soldier says I think I was exposed.

But, tell me, what is your sense of how many troops, if you have
a sense, where their health was verified at the beginning and how
many when you came back do you think they went through a de-
cent health check?

Dr. CROSSE. In terms of the pre- and post-deployment health as-
sessments, which is a fairly short assessment that’s done, the Army
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and the Air Force were in excess of 90 percent, the Marines were
somewhere around 70 percent, and the Navy was a little above
that, maybe 80 percent. I don’t have the programs, I could provide
them to your staff.

[The information referred to follows:]
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Submission for the Record from Dr. Marcia Crosse
July 19, 2005
National Security Subcommittee Hearing on
Health Surveillance of Deployed Forces

Defense Health Care: Force Health Protection and Surveillance Policy Compliance Was
Mixed, but Appears Better for Recent Deployments, GAO-05-120, November 2004
(www.gao.gov/cgi-bin/getrpt? GAO-05-120)

In the samples reviewed for this GAQO report, pre-deployment health assessments were
performed for over 90 percent of servicemembers at the Army and Air Force
installations, just under half the servicemembers at Marine installations, and about 75
percent of servicemembers at Navy installations we examined. Post-deployment health
assessments were petformed for over 95 percent of servicemembers at the Army, Air
Force, and Navy installations included in our review, and for over 85 percent of
servicemembers at the Marine installations. Additional details are available in the report.
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Mr. SHAYS. When you asked officials there why, frankly, not 100
percent but certainly why just 70 percent, what kind of response
would you have received?

Dr. CROSSE. Well, that wasn’t part of this review. We do have an
entirely separate report on that.

But some of the issues were, just as Mr. Chasteen mentioned,
some of the service members wanted to quickly be demobilized and
get back to their families. It was not necessarily being done within
the first day or two of their arrival back stateside, and so that be-
came a problem, getting people back in or being sure that all of the
steps that were necessary were completed. So it was apparently
more routine and given a higher priority by the Army and the Air
Force.

We also noted in that report that we had previously looked at the
Army and the Air Force for their compliance rates, and they had
improved considerably. We had not previously looked at the Navy
and Marine compliance with those requirements, and they were
still quite low.

Mr. SHAYS. Some of this is like a bad memory for me because
we've had so many hearings on this, and there has been a lot of
resistance, not now, on the part of DOD and the VA. But what we
learned from VA was they hardly had anyone, any doctor, who had
any background in occupational hazards. It was as if they could
name only two people out of thousands; and so, you know, the ex-
pertise they had just wasn’t in this area.

But literally sitting at that table or one like it, on either side of
Mr. Donnelly was his wife and his father. When we asked him
would he still have gone in the military and served if he knew that
he would get ALS, I thought he would say, what are you, crazy?
But his word was said so softly because he couldn’t speak very
loudly, but he said it quickly, it wasn’t a hesitation.

So I just think it’s important to just put on the record that when
we have military people who come down and complain about their
bad health, I think they have, one, a right to be unhappy if they
were exposed needlessly, but I think they also know that they're
sometimes going to be exposed. But I think they have a real right
to be angry if they believe that they have been exposed and aren’t
getting the kind of care they need. And that care means that we
need to have the records, we need to know how they went in, we
need to know how they left.

Then there are, frankly, some folks who may not feel well today
but have no sense that it may be connected to their military service
because there may have been a bit of delay. It is unsettling to
think that someone gives birth to a child—and, I mean, there are
children who are born deformed from parents who were not serving
in the military, so you're not always sure, but the fact that some-
one could wonder. If I were in the service and I knew that my child
was deformed and I thought it might be because of something I did
or received, it would be something I would be living with the rest
of my life, even though I couldn’t be blamed for it. But it’s just—
so there are just lots of different levels of the need to continue to
make further progress.

What do you think would be the most helpful thing we could be
suggesting to our next panel from the VA and DOD?
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Dr. CrROSSE. Well, we believe that

Mr. SHAYS. And I open that to all the panelists as my last ques-
tion.

Dr. CROSSE. We believe that they need to be sure that the poli-
cies they’re putting in place are implemented consistently, which
would include the collection of this kind of information and the
archiving of that information, including the location data that their
policies already call for but that are not consistently being complied
with.

We also believe that they need to put in place some more specific
plans for evaluating and researching what is going on and the ef-
fects on the service members.

Mr. CHASTEEN. I would say that, as with many things in the
military, it’s extremely important that you make sure that the re-
sponsibility for making sure the policies get implemented falls with
the person who has the power to make sure that those orders are
actually enforced.

What’s going to be important is, if we’re going to make this a pri-
ority, it has to be something that the command is aware of and the
command is going to be evaluated on. If the commanders have on
their OER, you know, did or did not complete with guidance on pre
and post, this, that and the other, the problem is you have a com-
mander deciding whether or not the soldiers can go home early
who doesn’t necessarily have to have the responsibility for whether
or not the surveys get done and get sent up to highers. Does that
make sense?

Mr. SHAYS. Yes.

Mr. CHASTEEN. So you have to make sure that the commanders
are going to be evaluated on whether or not they comply with this,
and that’s the only way it’s going to get done.

Mr. SHAYS. Now, speaking to our two sergeants here, did you feel
that it was the responsibility—why don’t you answer the question
I just asked, and then I'll ask this last question.

Staff Sergeant RAMOS. Well, I agree with Mr. Chasteen that the
responsibility has to fall on the commanders. The commanders are
given a great deal of responsibility, and one of the responsibilities,
most important, is the welfare of their soldiers.

I also believe that when soldiers DMOB, that DMOB stations do
not offer soldiers a speedy exit: If you sign this waiver you can get
home right away. But then the soldier doesn’t understand that,
once they sign that waiver, if something should happen to them
later on, they can’t come back to the mobilization station and say,
you know, my thumb was hurting me. Uh, uh, uh, you signed this
waiver, so medically you're cleared.

I think that’s where a lot of problems are happening, especially
with my unit. They returned, and they were immediately given bot-
tles to submit samples for DU. They stood on long lines; and they
were told, oh, it’s going to take a long time. A lot of them just did
not test.

Mr. SHAYS. OK.

Sergeant Major LA MORTE. One of the problems we have is ev-
erything is documented as secret, especially in the special oper-
ations community.
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Mr. SHAYS. Not everything is documented as secret. Let’s not get
carried away. What do you mean by everything?

Sergeant Major LA MORTE. Where I've been, what I've done in
country is classified secret. There is no correlation when I have
gone on patrol, where I've gone, whether I've been exposed to
agents or not. If we have to hastily take over a house, nothing has
been checked.

Mr. SHAYS. Right. But that’s going to happen, you're going to
take over a house, and it’s not going to be checked, right?

Sergeant Major LA MORTE. I understand that, sir, but if where
I have been is kept secret and later on it is identified as a hot spot,
how am I going to be correlated into that area?

Mr. SHAYS. Good point.

Sergeant Major LA MORTE. A lot of the historical documentation
has been wiped off computers in order to bring it back in the coun-
try or left in country. It is as easy to keep the documents there
than it is to transport them. There is a lot of electronic media than
we don’t have access to bring home.

Mr. CHASTEEN. The Sergeant Major and I were discussing this
before this hearing conferred. A lot of times the VA is asking for
information regarding where soldiers were located when they were
serving to try to make correlations between agent exposures and
things like that, and something that you actually run into is there
is a real disincentive to actually even bring that information back
from the deployment.

You know, every battle captain like myself keeps logs of what
takes place during combat operations. Those logs are classified. At
the end mobilization there is this big return home, and almost ev-
erything that you have worked with during deployment, all this
staff work and all these other things, they’re classified because it
happened during war. Then when it’s time to go home you have a
safe about this big to take everything home in, and naturally the
intelligence officer is going to say, OK, obviously we’re not going to
take back every scrap of paper. So what happens is a lot of these
records that would show where people were and what happened,
etc., they are, a lot of times, on electronic media, on hard drives
and things like that, and a lot of times it’s easier to just wipe the
hard drive and say that way I can pack it in my suitcase and take
my unclassified stuff with me and not have to put it in the safe,
rather than take back all that classified data.

Soldiers and officers, the lieutenant guy, is going to take the
path of least resistance. If it is easier to wipe a hard drive rather
than take back data that he is not going to be accountable for
maintaining over the long run, he’s going to do it.

Sergeant Major LA MORTE. I think certain reports need to be
made and kept unclassified, and those reports being——

Mr. SHAYS. They may need to be declassified?

Sergeant Major LA MORTE. Yes. And the other thing——

Mr. SHAYS. When you come right down to it, the only people
hurting by having it classified are people who served.

Sergeant Major LA MORTE. Correct.

The other thing we need to look at, especially in Afghanistan, is
we are fighting in a warfront that has been fought as a chemical
war and nothing historically was researched before going in there.
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We don’t know where the hot spots the Soviets had that we’re trip-
ping over. It hasn’t rained in 17 years in some of those locations,
so that environment is still there, and we’re kicking it up every
time we drive through it. Everybody would get sick after they do
a vehicle patrol. So it’s there.

Mr. SHAYS. You all have been very good here, very helpful to us.
Is there any last point you want to put on the record? Anybody?

Dr. Crosse, you all set? I appreciate the work of you and your
colleagues. As always, it is very helpful.

Anyone else?

Thank you. Your testimony was quite helpful to us, and we
thank you for participating.

We go to our second panel: Dr. Michael Kilpatrick, Deputy Direc-
tor of the Deployment Health Support Directorate, Department of
Defense, accompanied by Colonel John Ciesla, Chief of Staff, U.S.
Army Center for Health Promotion and Preventive Medicine. And
from the VA, Dr. Susan Mather, Veterans Health Administration
Department of the VA, accompanied by Dr. Mark Brown, Director
of Environmental Agents Service, Department of Veteran Affairs.

If you would all stand, please. Thank you.

[Witnesses sworn.]

Mr. SHAYS. Note for our record that the witnesses have re-
sponded in the affirmative.

Again, I thank you for being here to listen to the first panel. You
certainly have a privilege to go first, and thank you for waiving
that privilege. It will make our testimony all the more helpful to
us, so I thank you for that.

I think we will hear from two, correct, Dr. Kilpatrick and Dr.
Mather. I'm sorry. We have the name tags. Colonel, I was giving
you a doctor; and, Doctor, I was giving you a colonel here.

Thank you, Dr. Kilpatrick.

STATEMENTS OF DR. MICHAEL KILPATRICK, DEPUTY DIREC-
TOR OF THE DEPLOYMENT HEALTH SUPPORT DIREC-
TORATE, DEPARTMENT OF DEFENSE, ACCOMPANIED BY
COLONEL JOHN CIESLA, CHIEF OF STAFF, U.S. ARMY CEN-
TER FOR HEALTH PROMOTION AND PREVENTIVE MEDICINE
(CHPPM); AND DR. SUSAN MATHER, CHIEF OFFICER, PUBLIC
HEALTH AND ENVIRONMENTAL HAZARDS, VETERANS
HEALTH ADMINISTRATION, DEPARTMENT OF VETERANS AF-
FAIRS, ACCOMPANIED BY DR. MARK BROWN, DIRECTOR, EN-
VIRONMENTAL AGENTS SERVICE, DEPARTMENT OF VETER-
ANS AFFAIRS

STATEMENT OF DR. MICHAEL KILPATRICK

Dr. KiLPATRICK. Mr. Chairman, members of the subcommittee,
thank you for the opportunity to appear before you today to discuss
the Department of Defense’s deployment occupational and environ-
mental hazard health surveillance program, a key component of
our force health protection.

My written testimony you have accepted for the record, and I
thank you for that.

I certainly appreciate the opportunity to hear the testimony of
the first panel, particularly the members who have served and
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been in combat. As a former Department of Defense medical officer
and currently working for the Department of Defense in medicine,
we have not done our job well if people still have concerns and
questions about their health. We should be able to answer those
questions, we should be able to give them the right information,
and I have learned some things today I need to go back and work
on how we can fix.

We are, in the Department of Defense, firmly committed to safe-
guarding the health of our Active and Reserve component service
members before, during and after deployment. Occupational and
environmental health surveillance is a key in both Operation Iraqi
Freedom and Enduring Freedom. We recognize the importance of
sharing these data with the Department of Veteran Affairs, and
we're working to make that information more available to them.

The Services, the Joint Staff and the Combatant Commands have
made substantial progress in addressing deployment health-related
issues with occupational and environmental exposures; and then
we heard from the panel before, commanders bear this responsibil-
ity and commanders do what leaders check.

Medical intelligence provided by the Armed Forces Medical Intel-
ligence Center and other sources is used to anticipate environ-
mental health hazards; and we have well-trained Army, Navy and
Air Force medical personnel conducting ongoing in theater environ-
mental surveillance, closely monitoring air, water, soil, food and
disease vectors for health threats. They collect baseline data on air,
water, soil when base camps are established, routine data, follow-
ing up with air, soil and water in those base camps to detect any
changes. Then they look at incident-related data when we antici-
pate or expect that perhaps there has happened a chemical spill,
industrial accidents or any illness outbreaks or chemical/biological
agent exposures. That data is certainly systematically identified,
documented and archived.

As you've heard before, the U.S. Army’s Center for Health Pro-
motion and Preventive Medicine is our main archive center; and
they have just recently completed a summary report of OIF/OEF
environmental surveillance monitoring data from January 2003, to
April 25. They analyzed nearly 3,900 air, water, soil samples taken
in 274 locations in Iraq, 28 locations in Afghanistan, and several
locations in Kuwait and neighboring countries. We also have over
1,000 environmental reports that were collected in theater and
have been sent to the CHPPM for that archiving. Again, these en-
vironmental health assessments give us a very good understanding
of what our troops are being exposed to while they are deployed.

Incident-related data, as you heard from the GAO, is collected
when we believe there is potential contamination with a hazardous
substance; and when we do that, we identify the individuals at
risk, testing is accomplished if indicated, information is entered
into their medical record, and medical debriefings are provided.

One example of this activity is a possible radiation exposure
threat when the Al-Tuwaitha Nuclear Research Center in Iraq was
looted during the early days of OIF. DOD performed extensive en-
vironmental assessments and checked personnel radiation levels.
We joined with the International Atomic Agency, Iraq’s Ministry of
Health and Iraq’s Atomic Energy Commission to perform health
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evaluations of some 4,000 people living in five villages surrounding
Al-Tuwaitha. The assessments found no abnormalities related to
radiation.

We also developed fact sheets for the United States and coalition
personnel and briefed our service members in town hall type meet-
ings. Personnel radiation measurements demonstrated that radi-
ation doses to our personnel were within acceptable limits, and so
we would expect no short- or long-term health effects.

During OIF/OEF, we have done extensive environmental and
medical surveillance for possible depleted uranium exposure. The
DOD biomonitoring policy, which was redrafted in 2004, specifies
procedures for identifying personnel possibly exposed to DU, as-
sessing their degree of exposure, and following up with urine bio-
assays to document exposure level. We also include in that testing
of individuals we express a concern about exposure or possible ex-
posure to depleted uranium.

As of last month, we have completed 1,970 samples from person-
nel, 24-hour urine samples. Only six of those have been found to
be positive for depleted uranium, and all individuals were involved
in fragment exposure to depleted uranium.

The staff has also looked at some 450,000 post-deployment
health assessment forms where our service members are reporting
their concerns about environmental exposures. The most commonly
reported concerns were sand or dust, vehicle exhaust and loud
noise. The least commonly reported concerns were depleted ura-
nium and the exposure to radiation. DOD is using these results,
along with our health risk communication capability, to make sure
that there is sufficient information available to service members,
their families, military leaders and health care providers to allevi-
ate concerns and anxieties that may be produced because of these
exposures.

The Government Accountability Office has identified a concern
that access to archived environmental surveillance reports is lim-
ited by their security classification. Please be assured that the clas-
sification of this data does not hinder the Department’s ability to
ensure the appropriate care of our services members for health
issues resulting from deployed occupational and environmental ex-
posures. We remain committed to improving the continuum of care
through our force health protection program and to educating our
military members about environmental factors that could affect
their health and about our preventive measures to safeguard their
health.

Mr. Chairman, I thank you for inviting me here today. I am
pleased to accept your questions.

Mr. SHAYS. Thank you.

[The prepared statement of Dr. Kilpatrick follows:]
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Mr. Chairman and distinguished members of the Subcommittee, thank you for the
opportunity to discuss the Department of Defense’s deployment occupational and
environmental health surveillance program which is a key component of our force health

protection program.

Your invitation to this hearing stated the purpose is to “examine how the military
services have implemented DoD policies for collecting and reporting occupational and
environmental health surveillance (OEHS) data for deployed forces and how OEHS

reports will be used to address health issues of servicemembers.”

The Department of Defense (DoD) is firmly committed to protecting the health of
our active and reserve component members before deployment, while they are deployed,
and after their return. Occupational and environmental health surveillance is a key
component of the preventive medicine activities that take place during deployments,
including Operation Iragi Freedom (OIF) and Operation Enduring Freedom (OEF). The
Department recognizesk the need to monitor the deployed environment for potentially
hazardous materials and to document and archive the results so that they can be used as
an aid in the diagnosis and medical care of exposed personnel and, when indicated, for
epidemiologic research studies. The Department also recognizes the importance o‘f
sharing the monitoring information with the Department of Veterans Affairs and is

working to make this information more available to them.



145

Today, I will provide an overview of the Department’s deployment occupational
and environmental health surveillance program, and I will also address the draft

Government Accountability Office report.

Overview of DoD Deployment Occupational and Environmental Health Surveillance
In the early 1990s, DoD recognized that it needed to improve its monitoring and
documentation of potentially hazardous occupational and environmental agents during
conflicts. Since that time, DoD has implemented a number of directives, instructions,
and policies to improve occupational and environmental health (OEH) surveillance
during deployments. As a result, the Services, the Joint Staff, and the Combatant
Commands have made substantial progress in better addressing the immediate and long-
term health issues associated with deployment occupational and environmental

exposures.

One major milestone was DoD Instruction 6490.3, “Implementation and
Application of Joint Medical Surveillance for Deployments,” which was issued in August
1997. A major revision of this Instruction will be published soon, which will further
require the application of this Instruction to deployments falling outside of “joint
deployments lasting for 30 or more days to locations with non-fixed medical treatment
facilities,” as required by the current Joint Staff policy. As another example, in 2004 the
Under Secretary of Defense for Personnel and Readiness, Dr. David S.C. Chu, and the
Assistant Secretary for Health Affairé, Dr. William Winkenwerder, issued new policy
guidance that strengthened requirements for deployment OEH surveillance, inchuding

comprehensive OEH data reporting and archiving, deployment health risk
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communications, and biomonitoring for personnel with potential exposure to lead or

depleted uranium.

DoD’s deployment OEH program includes a number of key preventive measures that
help to ensure servicemembers are protected from potentially hazardous exposures.
Some of these preventive measures include:

Comprehensive pre-deployment health threats and countermeasures briefings.
Completion of a pre-deployment health assessment, including providing a serum
sample before deployment.

¢ Completion of all necessary immunizations and the dispensing of preventive
medications and personal protective equipment before deployment.

e Performance of baseline, routine, and incident-related occupational and
environmental monitoring, and documentation in the medical records of any
hazardous exposures encountered during the deployment.

e Completion of a post-deployment health assessment, including questions about
health concerns and OEH exposures, and providing a serum sample within 30
days of returning home.

¢ Completion of a newly implemented post-deployment health reassessment three
to six months after returning from deployment, including questions about general
health and OEH concemns.

» Referral to a health care provider, as appropriate, for follow-up and evaluation of
health concerns reported on the post-deployment health assessment or
reassessment.

The Environmental Readiness and Safety office, directed by Mr. Curtis Bowling,
located in the Office of th¢ Deputy Under Secretary of Defense for Installations and
Environment, and my office, the Deployment Health Support Directorate, work tdgelher
closely to ensure that our in-garrison occupational and environmental health programs
and our deployment health programs are well-integrated. Mr. Bowling’s office has
policy responsibility for in-garrison, peacetime, occupational and environmental health
programs and also for deployment occupational health programs. My office, on the other
hand, has responsibility for deployment environmental health programs. Note, however,

that it is the same well-trained team of preventive medicine professionals who perform all
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of these functions. As a result, there is continuity of effort to insure that the same
approaches are used in the identification and characterization of occupational and

environmental health threats.

Pre-deployment hazard assessments for deployments are routinely conﬁucted
based on medical intelli gbence provided by the Armed Force Medical Intelligence Center
and other sources. This intelligence greatly aids in the identification of indigenous
diseases, disease vectors, and environmental threats that are likely to be encountered
during the deployment. Well-trained and equipped Army, Navy, and Air Force medical
personnel conduct on-going, in-theater OEH surveillance, and closely monitor air, water,
soil, food, and disease vectors for health threats.

Three types of OEH data are collected and reported:

* “Baseline data,” which are collected on air, water, and soil samples at the time
base camps are established;

* ‘“Routine (or periodic) data,” such as follow-up air, soil, and water monitoring
data used to detect any changes in concentrations of potential contaminants over
time; and

¢ “Incident-related data,” which includes data acquired during investigations of
chemical spills, industrial accidents, food or waterborne illness outbreaks, and
chemical/biological agent exposures or attacks,

All OEH monitoring data is identified, documented, and archived in a systematic manner,
as follows:

e All environmental samples are identified with a date, time, and location that can
be potentially linked with individual personnel who were at a particular location
at a specified date and time.

¢ Possible hazardous exposure incidents are thoroughly investigated, extensive
environmental monitoring accomplished, appropriate medical tests ordered, and
rosters of exposed personnel assembled. Medical records entries are made to
document any exposures.

* Area and date-specific environmental monitoring summaries are being developed
by the Services to document environmental conditions potentially affecting health
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and also to serve as means to inform health care providers of those environmental
conditions and possible health risks associated with the conditions.

Upon request from the theater, the Services” Health Surveillance Centers - the U.S.
Army Center for Health Promotion and Preventive Medicine, the Navy Environmental
Health Center, and the Air Force Institute for Operational Health — provide additional
technical and consultative assistance to deployed medical teams, laboratory analysis and
interpretation of samples, pre-deployment OEH hazard assessments, and OEH risk

characterization reports for deployed forces.

All deployment occupational and environmental health data and reports are required
to be archived centrally at the U.S. Army Center for Health Promotion and Preventive
Medicine (USACHPPM). The Army is the lead Service for joint occupational and

environmental health surveillance data archiving.
Summary of Results of OEH Surveillance during OIF and OEF

T'wish to assure the Subcommittee that the Services, including our commanders
on the ground, have leamed their lessons well pertaining to the need to fully characterize
deployed environmental settings for possible exposures to hazardous materials and to
ensure that that data is archived for future use. The Services have extensive numbers of
deployed preventive medicine personnel who are well trained in OEH surveillance. Asa
matter of priority most of the air and soil sampling occurs in areas where the largest
concentrations of servicemembers are assigned ~ in and around our base camps. In

addition, all drinking water, whether it is procured bottled water or water purified by our
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reverse osmosis purification units, is tested for bacterial contamination as well as other

organic and inorganic parameters.

The U.S. Army Center for Health Promotion and Preventive Medicine recently
completed a summary report of OIF and OEF occupational and environmental
monitoring that has been performed by their laboratory. From January 2003 to April
2005, the lab has analyzed almost 3,900 air, water, and soil samples. Thése samples
were taken at 274 locations in Iraq, 28 locations in Afghanistan, and several locations in
Kuwait and other neighboring countries. These included 2,815 air samples, 424 water

samples, and 631 soil samples.

The concentrations of contaminants detected in air, water, and soil samples are
routinely compared with Military Exposure Guidelines (MEG) that USACHPPM
developed. A MEG for a specific chemical is set at a concentration below which no
health effects are expected to occur. To develop these guidelines, DoD has used existing
national standards for human health exposure limits (for example, standards of the U.S.
Environmental Protection Agency and the Occupational Safety and Health Association),
and adapted them to the military setting where exposures can be assumed to be
encountered 24 hours a day for periods of up to a year. The National Research Council
recently reviewed and approved them as valid exposure standards 1o use in deployed

settings.

1t should be noted that elevated environmental monitoring results do not

necessarily equate with harmful exposures to personnel. For example, if harmful
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materials are detected in the soil, a sufficient amount of contaminated soil would have to
be ingested or inhaled as dust particles to result in dosage that may pose a risk to health —
this usually does not occur. Thus, environmental exposures can provide an indication of
potentially hazardous situations but cannot be taken at face value as proof that personnel

have experienced a risk to their health.

Air samples were analyzed for concentrations of particulate matter, heavy metals,
volatile organic chemicals (VOC), and polycyclic aromatic hydrocarbons; 91percent of
the air samples taken in OIF and OEF have demonstrated concentrations of particulate
matter that were greater than the 1-year MEG. Air samples taken in the OIF Theater of
operations have historically demonstrated very high concentrations of paﬂicu)gtes,
because of the frequency of severe sandstorms. Military personnel have, in some cases,
experienced short-term health effects from high levels of particulates including coughing
and eye and throat irritation, as well as exacerbation of pre-existing conditions, such as
asthma. These short-term effects generally resolve when the particulate concentrations

decline, and no long-term health effects have been identified nor are any expected.

Air samples were analyzed for up 10 ten heavy metals. Metals are found naturally
in the earth’s crust, so their presence in the air is not unusual, particularly if there are high
concentrations of particulates. While lead, manganese, or a]umiﬁum céncemrations were
elevated in a very small proportion of samples, no adverse health effects are expected. A
very small proportion of air samples demonstrated elevated levels of a few VOCs. No

adverse health effects are expected from these VOCs.
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Water samples were analyzed for as many as 206 different parameters, including
metals, inorganics, VOCs, semi-volatile organic chemicals and pesticides, as well as for
physical parameters such as turbidity. Some water samples were shown to have
concentrations of specific chemicals above the MEG. However, many of the water
samples that had detectable contaminants were raw, untreated samples, and were not used
for drinking water supplies. Instead, they were used for nonpotable purposes, or the

sources were being considered for purification treatment and subsequent use.

Soil samples were analyzed for up to 190 different chemicals, including metals,
pesticides, and semi-volatile organic chemicals. A very small number of samples
demonstrated elevations of naphthalene or lead, however, no adverse health effects are

expected.

Incident-related environmental sampling has taken place at specific locations in OIF
and OEF because of concerns about potential contamination surrounding specific

incidents involving potentially hazardous materials. Some examples include:

* Al Tuwaitha Nuclear Research Center, Iraq: Possible excessive exposure levels
of ionizing radiation when the research facility was looted. Extensive
environmental assessments and personnel radiation dosimetry were performed on
the Nuclear Disablement Team. In addition, along with the International Atomic
Energy Agency, Iraq’s Ministry of Health and Atomic Energy Commission,
health evaluations were initiated for 866 families (4,020 people) in five villages
surrounding Al Tuwaitha. In the Jocal population, 2.4 percent had clinical
abnormalities and 5.4 percent had laboratory abnormalities, none of which were
related 1o radiation. Fact sheets were developed with pertinent information about
the possible exposures for U.S. and Coalition personnel. Town hall-type meetings
were held where experts briefed the results of the assessments to servicemembers.
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Personal dosimetry resuits demonstrated that radiation doses to U.S. and Coalition
personnel were within acceptable limits. No short- or long-term health effects are
expected. - .

Al-Samawah, Iraq: Concern about alleged contamination with depleted uranium
and exposure 1o toxic chemicals among some members of the 442" Military
Police unit. Extensive environmental sampling was accomplished. A classified
Navy environmental assessment report was written and a follow-on Army
environmental assessment is being finalized for this rail yard area (where no
combat occurred.) No toxic chemicals, with the exception of some chemicals
contained in a railroad tank car, nor depleted urantum were identified.
Nevertheless, all 167 soldiers were offered laboratory testing for any depleted
uranium exposures. Sixty-six of those personnel participated in the urine DU
bioassay testing and all of them tested in the normal range for total uranium levels
with no detections of depleted uranium in their urine. Army medical DU experts -
met with the 442™ soldiers in medical hold at Fort Dix, New Jersey, in April
2004, and conducted a similar meeting with the 442° Family Support Group in
Orangeburg, New York, about two weeks later. Another group of subject-matter
experts simultaneously met with the main body of the 442™ in Kuwait, and
provided information about DU and testing, and then briefed them again at Fort
Dix. Fact sheets on DU and DU testing were provided

Ash Shuaiba Port, Kuwait: Health concerns associated with industrial pollution at
a large port in Kuwait. Personnel exhibiting upper respiratory symptoms
underwent standard medical evaluations dictated by their symptoms. With the
exception of respirable particulates (PM10), the concentration of pollutants such
as carbon monoxide, sulfur oxides, nitrogen oxides, heavy metals, polycyclic
aromatic hydrocarbons, and volatile organic compounds did not exceed the
Military Exposure Guidelines (MEGs). Town hall meetings were held for all
personnel assigned to this location, and a fact sheet was developed in response to
questions raised at the town hall meetings. Extensive environmental menitoring
was used to determine that no long-term health effects are expected; but
USACHPPM did compile a SF 600 medical record supplement documenting the
environmental monitoring for servicemembers that were located at the site.

Camp War Eagle, Iraq: Involved possible airborne lead exposures. Extensive
environmental sampling demonstrated increased aitborne lead levels in a small
number of samples. Extensive medical surveillance, including approximately
1,400 blood samples were drawn and analyzed for lead exposure. There were a
few slightly elevated results that were attributed to other causes on follow-up, and
were normal on a confirmatory test. All others were typical of reference
populations (non-occupationally exposed U.S. personnel). Personnel were briefed
on their results, and fact sheets for servicemembers and health practitioners, and
interpretational aids for use by health care providers evaluating servicemembers
were developed.
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Qarmat Ali Water Treatment Plant, Iraq: Involved possible exposure to sodium
dichromate and polychlorinated biphenyls, involving approximately 250 U.S.
personnel. Extensive environmental sampling was accomplished and 137 of the
161 members of the 1% Battalion, 152™ Infantry (including 10 civilians)
underwent comprehensive occupational medicine evaluations: Ten individuals
declined evaluation, and 14 were unavailable. They had a complete history and
physical examination, as well as blood and urine testing for chromium, complete
blood counts (CBC), serum chemistries, liver and kidney function tests, and
urinalysis related to possible chromium exposure. They also had pulmonary
function testing and chest X-rays performed. Fact sheets, oral and written risk
communications, and town hall meetings were provided to address the concerns.
No specific abnormalities attributable to possible exposures were identified, and
no Jong-term health effects are expected.

Sarin Exposure Event, Baghdad, Iraq: In May 2004, an improvised explosive
device (IED) with a rocket was reported along a coalition forces supply route in
southwest Baghdad. The IED subsequently exploded. An explosive ordnance
detachment (EOD) team responded approximately 45 minutes after detonation.
While evacuating the IED back to camp, two EOD soldiers displayed symptoms
of sarin exposure, consistent with a mild dose. These two soldiers were treated at
their aid station, fully recovered from the exposure, and returned to full duty
within two weeks of exposure. Other U.S. forces responding to the IED were also
potentially exposed low levels of sarin, less than what the two EOD soldiers
received. Aside from the two EOD soldiers who exhibited symptoms, the
attending physicians reported that all soldiers who were present at the site of
release (U.S. Forces escort team, ambulance crew and other EOD personnel) were
medically evaluated on the day of the release and no one else exhibited any
symptoms consistent with sarin exposure. Subsequent field tests of the IED
confirmed the presence of sarin-for which health effects of acute exposure are
well documented. Soldiers who did not exhibit symptoms at the time should not
experience later health effects, according to current science. Central Command
medical authorities have a roster of all soldiers who were at the scene. Medically
relevant aspects of this exposure were included in the health records of all people
who were directly affected by the IED. Medical subject matter experts
documented this event and were available to assist with re-deployment
assessments and documentation and to respond to any soldier and family-member
concerns.

Severe pneumonia cases in CENTCOM: During a 13-month period, 18 cases of
acute eosinophilic pneumonia were identified, with two deaths, among 183,000
military personnel deployed in or near Iraq. Prospective disease surveillance
began in CENTCOM and at military medical treatment facilities afier several
cases of acute eosinophilic pneumonia were identified. The cases occurred in
personnel at various locations in theater, and included members of several
different military units who were deployed at different times. Extensive
epidemiological assessments and medical evaluations were performed. Extensive

11
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clinical workup of the cases occurred to identify possibie pathogens and toxins.
All surviving patients with illness were offered a follow-up evaluation by a
pulmonary physician and an allergist at Walter Reed Army Medical Center. At
follow-up visits, patients underwent a complete history and physical examination,
repeat blood testing, allergy testing, chest x-ray, and pulmonary function testing.
No environmental cause or frequently cultured microorganism was found;
however, a possible link with cigarette smoking was found. DoD has been
advising CENTCOM personnel in pre-deployment briefings not to start smoking
while deployed, and to quit smoking if they are currently smokers. Informal-
communications were made with health care providers at MTFs to educate them
about the condition. Fact sheets on acute eosinophilic pneumonia have been
posted on the Deployment Health web site, and are part of the clinical practice
guidelines, which are made available to all DoD preventive medicine health care
providers to educate them about the condition.

Kharsi Khanabad, Uzbekistan: Suspected environmental radiological and
chemical agent contamination. Concerns about chemical contamination involved
a routine survey that detected traces of nerve agents and mustard gas in a bunker
at the edge of the facility, a hanger where a headquarters had been set up, and an
unstaffed maintenance facility. All troops were moved away from those sites.
Initially it was believed that the traces of chemical agents might have come from
chemical weapons that had been stored there when it was a Soviet base, but later
it was determined that the results were false positive tests and that the chemicals
were actually low levels of volatile organic compounds posing little risk to
servicemembers. Radiation concerns involved possible exposure to yellow cake
(processed uranium). All personnel were immediately notified of the potential
radiation risks through formal risk communication efforts, including briefing
sessions with the Commander and his staff and publication of the USACHPPM-
Europe team’s efforts in the camp news publication. A health team surveyed all
servicemembers and found no one with symptoms of exposure 1o nerve gas or
other chemical weapons contamination at the base. The medical records of more
than 1,800 servicemembers who passed through the base since the initial
deployment were reviewed. However, no exposures to personnel were
demonstrated. Extensive environmental sampling was performed, all of which
was distilled into succinct fact sheets ~ one for use by potentially exposed
servicemembers, and one for use by for medical personnel. All health risks were
judged to be very low, and no adverse long-term health effects are expected.
Three separate briefing sessions with command and staff, senior NCOs, and
medics were held to communicate the information and answer questions.

Al Mishraq Sulfur Plant, Iraq: Airborne combustion products form.a sulfur fire.
A huge stockpile of pure sulfur caught on fire in June 2003, and servicemembers
were involved in extensive firefighting activities for two months. As many as
3,000 U.S. personnel who were within a five-mile radius had potential exposures
to sulfur dioxide and hydrogen sulfide, either as firefighters or as bystanders.
There was extensive environmental sampling accomplished and guidance
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provided on the proper use of respiratory and other personal protective equipmerit

by firefighters. Approximately 1,500 servicemembers were interviewed about

their symptoms. An investigation of possible long-term effects is still underway.

In all cases, the military services are placing incident-specific heaith information

including any information on exposures experienced in the medical records of involved
servicemembers. Rosters of servicemembers who were involved in the specific incidents
have been developed in case there is a need to contact them for future treatment or
evaluation or in case the VA needs the information for claims adjudication or clinical

management. A summary of events has been developed for the incident investigations,

including the results of OEH surveillance and any medical surveillance.

In addition, the Air Force, in accordance with the CENTAF policy, has developed
summaries of the environmental monitoring data at air bases in theater and placed these
summaries into the medical records of Air Force personnel who were stationed at these
bases. The U.S. Army has accomplished one such summary and intends to accomplish
more of these. The requirement for all Services 1o accomplish these environmental
monitoring summaries and to place them in medical record is being inéorporated intothe

revision of the DoD Instruction, 6490.3.

DoD Health Affairs has implemented a deployment biomonitoring policy for
exposure to depleted uranium (DU). The policy specifies procedures for identifying
persormel exposed to DU, assessing their degree of exposure, and following up with
biomonitoring (urine bioassays) to document levels of ekposure. During OIF and OFF,

there has been extensive medical surveillance for possible DU exposure. As of June
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2003, 1,970 personnel have submitted 24-hour urine samples to determine uranium
concentrations in their urine. Only six individuals have had confirmed exposures to DU
using highly sensitive methods that measure the presence of uranium many orders of
magnitude below levels that may result in any risk to health. In each of these cases, the
individuals had retained metal fragments or injuries consistent with metal fragments.
Three of these personnel have already been thoroughly evaluated in the Baltimore VA
Medical Center Depleted Uranium Medical Surveillance Program. None of the six had
uranium levels that posed a risk to their health. One additional servicemember had an
initial detection of depleted uranium in his urine but separated from the Army before a
confirmatory sample could be acquired and tested. He was just recently located working
as a civilian at an U.S. Army base in Germany. Efforts continue to encourage him to

provide a confirmatory, 24-hour bioassay sample.

In summary, extensive baseline, routine, and incident-driven OEH surveillance has
been and continues to be performed in OIF and OEF as well as other deployments. The
vast majority of sampling results indicate very low levels of exposures, if any, to
hazardous substances. There has generally been an absence of short-term health effects
with the exception of dust exposures that resulted in transient upper respiratory symptoms
and acute eosinophilic pneumonia {unknown cause but believed to be associated with
smoking). With the possible exception of health outcomes associated with exposures at
the Al Mishraq Sulfur Plant in Iraq, which are still being evaluated, any remaining risks

for long-term health effects are minimal.

14
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Health risk communications is an important component of our deployment OEHS
program. Because of this, Dr. Winkenwerder established a DoD Deployment Health
Risk Communications Working Group in 2004. The Working Group, whiqh has
TriService representation, develops fact sheets and other products concerning deployment
health risks and related information for use by all of our Services. Over the past year, the
groﬁp has developed more than a dozen fact sheets on such topics as acinetobacter
infections, depleted uranium exposure assessment, leishmaniasis, anthrax, post-
deployment reserve healthcare, and use of mefloquine for malaria prevention. The
working group has many more products under development and will soon go on-line with
a deployment health library for use by servicemembers, families and health care

providers.

My staff recently accomplished a review of more than 450,000 post-deployment
health assessment forms from OIF and OEF to identify the most frequent OEH self-
reported exposures to our servicemembers. The most common self-reported exposures
included sand/dust, vehicle exhaust, and loud noises. The least reported exposures
included depleted uranium and exposures to ionizing radiation. DoD is using the results
of this extensive analysis to ensure that there are sufficient fact sheets and other risk
communications products available to alleviate concerns and anxieties involving potential

or actual deployment health risks and also 1o increase awareness of countermeasures.

DoD Response to Draft Government Accountability Report (GAO)

i5
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In May 2005, DoD reviewed a draft GAO report, entitled Defense Health Care:
Improvements Needed in Occupational and Environmental Health Surveillance to
Address Immediate and Long-Term Issues. The GAO stated that it was reporting on
(1) how the military services have implemented DoD’s policies for collecting and
reporting OEHS data for OIF, and (2) the efforts under way to use OEHS reports to
address both short- and long-term health issues of servicemembers deployed in support of

OIF.

The GAO identified a concern that access to archived OEH surveillance reports is
limited by their security classification. Be assured that the classification of this data does
not hinder DoD)’s ability, in the least, to ensure for the appropriate care of our
servicemembers including health issues resulting from deployed occupational and
environmental exposures. Raw exposure data and information is generally not classified,;
that data is only classified when it is linked with specific locations of personnel. In
addition, VA officials who have the appropriate level of clearance will be provided
access to classified deployment OEH data whenever appropriate. Moreover, the Joint
Staff is currently working with the U.S. Special Operations Command and the Assistant
Secretary of Defense for Command, Control, and Communications and Intelligence to
develop less restrictive environmental data classification policies and a process to
declassify OEH data more quickly. We are confident that all of our servicemembers are
being adequately evaluated and treated when exposures involving significant health risks

require attention.

16
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DoD partially concurred with the recommendations of the draft GAO report. DoD
submitted a formal response to the three draft GAO recommendations, which is.

summarized here:

¢  DoD nonconcurred with Recommendation 1. DoD is revising DoD Instruction
6490.3 (to be re-titled, “Deployment Health Surveillance and Readiness”™).
Extensive coordination and review is on going, and all Military Services and the
Joint Staff are part of that process. The Joint Staff will draft jointly developed,
cross-Service implementation guidance, as needed, for this instruction once it is
complete.

* DoD partially concurred with Recommendation 2. OEHS reports would be of
little value for “immediate” health risks, except for incident-driven reports to the
on-scene commander. Immediate health risks are addressed at the time that a
problem becomes evident — either as a result of raw sampling data that indicates a
health risk or health effects that need immediate attention. DoD believes this
recommendation was intended to address deployment OEHS risk management
and not every risk management decision a commander makes. The DoD already
has procedures in place to evaluate risk management decisions through a jointly
established and implemented lessons learned process, including lessons pertaining
to OEHS risk management.

¢ DoD partially concurred with Recommendation 3. DoD agrees on the importance
of following the health of servicemembers and as already stated is fully
committed to sharing medically significant health care information as
servicemembers transition from the DoD to the Department of Veterans Affairs
(VA). Along with VA and the Department of Health and Human Services, DoD
has announced a set of uniform standards for the electronic exchange of clinical
health information to be adopted across the federal government. These standards
are part of the foundation of the Nationwide Health Information Infrastructure
that will serve consumers, patients, health care providers, and public health
professionals. Standardized information exchange, with privacy and security
protections, will make it easier for health care providers to share relevant patient
information and for public health professionals to identify emerging public health
threats. Standardized information exchange also makes portable electronic
medical records more easily achievable and accessible. DoD will make medically
significant OEHS records available through this system when the technology
matures sufficiently to make that feasible.

In addition, DoD has briefed the DoD-V A Deployment Health Working Group
on two occasions on the results of OIF/OEF occupational and environmental monitoring,

mcluding a number of potential exposure incidents. In addition, now that the electronic

17
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databases at the USACHPPM are maturing as a resuit of well-populated databases and
also the ability to more easily access these data, plans are underway with the VA to make

more of this data available to them.

Conclusion

The impbrtance of environmental surveillance is one of the critical medical
lessons DoD has learned. Thanks to the Ieadersﬁip of USACHPPM, the Joint Staff and
the Services, all military commanders have a clear understanding of the importance of
gathering and archiving all medically relevant data. By making this data available we
dramatically improve the ability of our medical persormel to deliver appropriate health
care to our service members now and in the future. We remain committed to improving
the continuum of care provided through our force health protection program, and to
keeping our military members informed about possible harmful exposures that could

result in potential health effects.

Mr. Chairman, thank you, once-again, for the opportunity to provide you and the
members of the Subcommittee with an overview of the Defense Department’s
deployment occupational and environmental health surveillance program to protect the

health of our deployed servicemembers.



161

Mr. SHAYS. Dr. Mather, let me just throw out a question I'd like
both of you to think about. I want to get a little bit more about the
depleted uranium. I want to know if it’s more dangerous to breathe
or if it’s particles are on your skin. I'd like to know how much infor-
mation we have about depleted uranium. But for the site you're
talking about, I think it was actually a friendly fire attack; is that
accurate?

Dr. KiLPATRICK. The individuals who have fragments were in
friendly fire, yes. They were in close—and it was actually more
calling in air support and being very close to where that air sup-
port fired.

Mr. SHAYS. Closer than they should have been, or the fire was
a little closer? But, anyway, I will get into it in a bit, but if you
will just know that is an interest there.

And, Dr. Kilpatrick, you’re finished, right?

Dr. KiLPATRICK. I'm finished.

STATEMENT OF DR. SUSAN MATHER

Dr. MATHER. Mr. Chairman, thank you for your invitation.
Thank you for the opportunity to come and talk about VA’s initia-
tives in response to the healthcare needs of OIF/OEF veterans.

I am accompanied by Dr. Mark Brown, as you point out, who is
a VA toxicologist.

VA’s goal is to ensure that every serviceman or woman returning
from combat has access to world-class services and uncomplicated,
seamless passage from soldier to citizen. This is dependent, in part,
upon the seamless transition of a wide range of basic data about
these new veterans from DOD to VA.

I am pleased to say that VA and DOD together are finding better
ways to move this data more efficiently between our two Depart-
ments. One example is VA’s successful development, with DOD’s
assistance, of a roster of men and women who have returned from
serving in OIF/OEF and then separated from military service. Our
most recently updated roster of May 17, 2005, contains 360,674
OIF and OEF veterans who have left Active duty, many of whom
have sought VA care. We anticipate serving 103,000 of these veter-
ans in 2005.

Besides use in tracking veterans, this roster is also invaluable for
providing outreach about the benefits they have earned.

I would be remiss, too, if I did not mention that VA’s 207 vet cen-
ters also play an important role in outreach. To date, VA vet cen-
ters have served 18,000 of these new OIF/OEF veterans in helping
their readjustment in civilian life.

VA has also been working closely with DOD to identify those OIF
and OEF veterans who suffer from serious deployment-related ill-
nesses or injuries, even before their separation. VA and DOD has
signed an MOA that will help give VA access to the DOD Physical
Evaluation Board data base of seriously injured service members.
This effort is being championed by VA’s new seamless transition of-
fice established last January, which is charged with identifying
OIF and OEF veterans and insuring their priority to VA health
care.

In your invitation to testify today, you asked about how occupa-
tional and environmental health surveillance collected by DOD will
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be used to address health issues of returning service members. We
know from previous experience how important it is to have credible
answers to the questions about possible health problems from expo-
sure to environmental and occupational hazards during military
deployments, so we are pleased to hear from DOD about their ac-
tivities in this area and their willingness to share this data with
VA in the future.

DOD described the active environmental surveillance program
you’ve heard about today in two briefings to the DOD/VA Deploy-
ment Health Working Group. VA will use this data to help evalu-
ate disability claims and conduct research on long-term health ef-
fects from military hazardous exposures. It will be useful but less
important for diagnosing and treating health problems.

For example, an OIF veteran suffering from asthma diagnosis
and treatment would not depend on whether he was exposed, for
example, to sulfur dioxide in the sulfur fire at Al Mishraq, which
Dr. Kilpatrick talked about in his testimony, but the treatment
would be the same regardless of the cause. On the other hand, if
that veteran wanted to file a disability claim based on a hazardous
exposure, then data about his or her exposure could be essential to
support the claim.

Similarly, research into whether asthma rates were higher
among all service members exposed to sulfur dioxide in Al Mishragq,
Iraq, would need these environmental data.

I would emphasize that access to what must be an enormous
amount of raw, uncorrelated environmental surveillance data with-
out being able to track it by individual location or other means
would not be very useful to VA or to the veterans. Compiling all
this separate data into a useable electronic format is essential to
making this information useful to the VA.

VA recognizes that making world-class services for veterans is
only the first step. We must also get the word out to veterans and
their families about the services they have earned. As VA adds
names provided by DOD of newly separated OIF and OEF veterans
to our roster, the Secretary of Veterans Affairs mails each a letter
welcoming them home, thanking them for their service to the coun-
try and briefly explaining VA programs available. We have signifi-
cantly expanded our collaboration with DOD to enhance outreach
to Reservists and National Guard, with over 2,000 briefings reach-
ing 135,000 Reserve and Guard members in 2003 and 2004. This
year alone we have provided nearly 1,000 briefings.

Working with DOD, we have developed and distributed over a
million copies of a new brochure summarizing VA benefits for this
group of veterans. The VA has also produced a brochure addressing
major environmental health issues of service members in Iraq and
a similar brochure for veterans in Afghanistan and also for women,
and I ask that these information pieces be inserted in the record.

Mr. SHAYS. Without objection, that will be done.

[The information referred to follows:]
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Information for Veterans Who Servéd'i
in 2003-04 and Beyond and Their

ari

HEALTH CARE AND ASSISTANCE
FOR U.S. VETERANS OF THE
CONFLICT IN IRAQ

As a result of Irag’s refusal to comply with
United Nations’ mandates, U.S. began deploying
troops to the Gulf region in late 2002. Coalition
forces subsequently won a decisive victory against
the forces under the regime of Saddam Hussein,
during April 2003, in Operation Iraqi Freedom.
Coalition forces remain in Iraq today as part of
ongoing peacekeeping/nation-building activities.

As in all hazardous deployments abroad, some
service members retwrn with deployment-related
health problems. In Iraq, troops are especially at
risk for traumatic injuries and infectious diseases.
As in all wars, some returning troops can come
back with mental health problems that can result
from surviving any dangerous, life-threatening
experience, and some return with symptoms that
are difficult to explain.

This brochure describes the main health concerns
for military service in this region beginning in 2003
in Iraq, Kuwait, and surrounding areas. It answers
questions that veterans, their families, and health
care providers may have. It also describes medi-
cal care programs that the Department of Veterans
Affairs (VA) has developed for veterans returning
from combat or peace-keeping missions, and how
to learn more about these programs.

Background on Iraq

Formerly part of the Ottoman Empire, Iraq
became an independent kingdom in 1932. A “repub-
lic” was proclaimed in 1958, but actually military
strongmen have ruled Iraq since then. Bordering

the Persian Gulf, between Iran and Kuwait, Iraq is
slightly larger than twice the size of Idaho.

Iraq’s climate is mostly desert with mild to cool
winters, and dry to hot, cloudy summers. Northem
mountainous regions along the Iranian and Turkish
borders have cold winters with occasional heavy snow
that melt in early spring, sometimes causing extensive
flooding in central and southern Irag. The terrain of
Iraq is mostly broad plains, reedy marshes, and moun-
tains along the borders with Iran and Turkey.

Iraq’s economy is dominated by oil, which has
traditionally provided about 95 percent of foreign
exchanged earnings. In the 1980s, financial prob-
lems caused by massive expenditures in the 8-year
with Iran (1980-1988) and damage to oil export
facilities by Iran led the government to irople-
ment austerity measures, borrow heavily, and later
delayed foreign debt payments. Iraq suffered eco-
nomic losses from the war with Iran of at least $100
billion. After the war with Iran ended in 1988, oil
exports gradually increased with the construction of
new pipelines and fixing of damaged facilities.

Irag’s invasion of Kuwait in August 1990,
subsequent international economic sanctions, and
damage from military action by an international
coalition beginning in January 1991 and again in
2003, have drastically reduced economic activity,
per capita output, and living standards.

The 1990-1991 Gulf War and Beyond

Much was learned about the health risks in this
region from the first Guif War in 1990-1991. There
was a remarkably low death rate among U S. service
members during that war. Rates of non-battle injuries
and diseases were also remarkably low compared




to all prior military engagements involving U.S.
service members. This public health success was
attributed to early preventive medical efforts, mini-
mal contact with local populations, and virtually no
consumption of alcohol.

Although wartime health problems were low, as
reports came out after the war of increasing health
problems among these veterans, it became clear that
the government needed a comprehensive response to
these concerns. One of the first responses was the
establishment of Gulf War clinical evaluation pro-
grams by both VA and the Department of Defense
(DoD). Together, these two programs have clinically
evaluated more than 140,000 Gulf War participants.
(Sec www.va.gov/GulfWar for a report on this.)

Most veterans of the first Gulf War are in good
health, and those who have sought medical attention
have a wide diversity of common health conditions
that can be readily identified and effectively treated.
However, during the 13-plus years since the end of
that conflict some Gulf War veterans have came to
VA with difficult-to-explain symptoms including:
fatigue, headaches, joint and muscle pains, skin rashes,
shortness of breath, sleep disturbances, difficulty
concentration, and forgetfulness. No specific cause
has been found for most of these health problems.
For more information, see the recent article in the
American Journal of Preventive Medicine entitled,
“After More than 10 Years of the Gulf War Veterans
Medical Evaluations, What Have We Learned?” (4m
J Prev Med 2004;26(5):443-452).

Research

Scientific research is critical to respond to the
many health-related questions and concerns raised by
Gulf War veterans. It has been estimated that more
one billion dollars has been invested in understand-
ing and treating Gulf War veterans’ illnesses.

Federal research projects are sponsored by VA,
DoD, and the Department of Health and Human Ser-
vices. The scope of this research is broad, ranging
from small pilot studies to large-scale epidemiol-
ogy studies involving large populations and major
research centers.

By law, VA reports annually to Congress on
the results, status, and priorities of all federal gov-
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ernment rescarch activities related to the health
consequences of military service in the first Gulf
War. For additional information, see the report at
www,va.cov/resdev/pri/GuifWar2 002,

Disability Compensation

Another important aspect of VA’s comprehensive
program for Gulf War veterans is disability com-
pensation. While VA was able to provide monetary
benefits to Gulf War veterans with service-connected
illnesses, some ill veterans could not qualify for these
benefits because they had difficult-to-diagnose condi-
tions and no diaguosis.

Consequently, at VA’s request, Congress autho-
rize VA to compensate veterans of the first Gulf War
with certain chronic disabling symptoms, even when
they could not be proven to be service connected.

Other major comprehensive programs are educa~
tion and outreach. VA has produced or prepared a
national newsletter, an academic course, brochures,
fact sheets, exhibits, a web site, and other material
to educate and inform VA personnel as well as Gulf
War veterans about issues concerning these veter-
ans. For more information about the program, see
www.va.gov/GulfWar or call toll-free nationwide:
1-800-273-1000.

Health Risks to U.S. Service Members
Serving in Iraq 2003-2004 and Beyond

According to the Department of Defense (DoD),
troops deployed to Irag face a wide variety of potential
health hazards, including exposure to sewage, agricul-
tural and industrial contamination of water and food,
air pollution, and severe sand and dust storms,

DoD is addressing these health hazards by pro-
viding vaccinations, carefully watching their drink-
ing water and food, and using standard pest control
procedures. The remarkably low rates of serious
infection disease among U.S. military personnel
during the 1990-1991 Gulf War deployment were
the results of rapid medical care, extensive preven-
tive medicine efforts, use of insecticides and repel-
lents, sanitation measures, and inspection of food
and water. DoD is using similar preventive health
programs in Afghanistan.



Environmental Health Hazards. Some de-
ployed service members have experienced short-
term health problems from exposure to sand, wind,
and, dust, particularly to skin, eyes, throat, and
lungs. Dry air, dust, and wind can cause nosebleeds,
coughing, wheezing, and other short-term respira-
tory difficulties. However, sand exposure has not
been found 1o be a long-term health risk for veterans
of the first Gulf War (1990-1991). Troops also face
health risks from exposure to industrial chemicals
and hazardous waste. DoD also warned service
members to be cautious of local plants and animals,
including poisonous snakes, scorpions, spiders, and
plants with thorns, stinging hairs, or toxic coatings
that could lead to skin irritations, rashes, infections,
and poisoning.

Infectious Diseases. Food shortages, inadequate
public health programs, refugee movements, cold
weather, and crowds of malnourished and diseased
people have increased the likelihood of spreading ill-
nesses, including diphtheria, tuberculosis, measles,
and influenza.

Based in part upon U.S. experience with infec-
tious diseases among American troops and their allies
sent to the Persian Gulf region during World War 11,
troops in Iraq are expected to be at increased risks of
sandfly fever, malaria, diarrheal discases, including
cholera, typhoid fever, amoebic dysentery, giardiasis,
viral hepatitis, and cutancous leishmaniasis. Common
traveler’s diarrhea may be a frequent health problem
as it was during the first Gulf War (1990-1991). Also,
the common cold, influenza, and other upper respi-
ratory tract infections were common during crowd
troops deployments.

U.S. troops are well protected against most infec-
tious diseases through vaccination and other preven-
tive measures. However, potential infectious diseases
of concern include the following:

+ Hepatitis A and E, typhoid fever and diarrheal
diseases such as cholera, amoebic dysentery,
and giardiasis from food/water (Water contam-
ination with human/animal waste is considered
to be widespread).

.

Tuberculosis from close person-to-person
respiratory transmission.
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* Leptospirosis from swimming, wading, or other
skin contact with contaminated water.

*» Rabies from animal contact.

» Sexually transmitted diseases.

Leishmaniasis. Sandfly-transmitted leishmani-
asis infection of the skin (cutaneous infection) is
commeon in this region and causes a characteristic
rash. Internal {visceral) leishmaniasis, is much less
common. More than 600 cases of the skin form of
leishmaniasis (cutancous) were reported by DoD in
the first year of Operation Iragi Freedom. Fortu-
nately, DoD have reported a much lower rate in the
second year of the conflict. The skin lesions caused
by the cutaneous form usually go away on their own
after many months. While cutancous leishmaniasis
is not life threatening, the skin lesions may take
months, or even years, to heal and can result in
permanent scarring.

Visceral leishmania infection might show up
later on as a chronic infection, and leishmaniasis
should therefore be considered when suggested by
a physician. Diagnosis may require repeated and
painful tissue sampling of bone marrow or lymph
nodes to identify the parasite because currently
there is no accurate skin or blood test. Treatment
for visceral leishmaniasis can be hazardous and is
not recommended unless a confirmed infection is
causing chronic health problems. Therefore, treat-
ment of cutaneous leishmaniasis may be necessary
in some cases.

Preventive Measures. Deployed service mem-
bers are directed not to consume any locally pro-
duced raw or unprocessed food products. Troops are
instructed that local water and food items including
dairy products, fish, fruits, and vegetables, may con-
tain unsafe levels of pesticides, chemical fertilizers,
bacteria, and viruses. U.S. troops receive potable
water and clean food supplies on deployment.

Pesticides and Health. To protect against
insect-, tick- and other pest-borne illnesses, indi-
vidual U.S. service members are provided standard
countermeasures. These include anti-malaria pills
{when indicated), the insect repellents DEET, and
permethrin.



Although many pesticides, including permethrin
and DEET, have been widely used for many years
m the U.S. and elsewhere without apparent health
problems, some scientists and non-scientists have
expressed concerns about the possible long-term
health consequences of pesticide exposure. DoD’s
pesticide policy specifies the controlled use of only
those pesticides that have been approved by the En-
vironmental Protection Agency (EPA) or the Food
and Drug Administration (FDA) for general use in
the United States. Permethrin and DEET are com-
monly used pesticides that are widely available at
grocery, garden supply, and other stores. Both are
approved for unrestricted use in the U.S.

Permethrin has very low human toxicity, and is
widely used in the U.S. for protection against insect
pests. However, following very large exposure by
swallowing or inhaling, clinical signs of permethrin
poisoning can become evident within a few hours.
Even in rare cases of hwman permethrin poisoning
there is little evidence of long-term health problems
following recovery from the initial poisoning.

The common insect repellent DEET is estimated to
be used by at least 50 million Americans each year to
keep away insect pests such as mosquitoes and ticks.
There have been a few reports of tingling, mild irrita-
tion, and skin peeling following repeated skin applica-
tion. In adults, ingestion of enormous doses of DEET
has been associated with immediate toxic effects, but
no long-term health effects have been documented.

Some researchers have suggested that exposures
1o a combination of pesticides and other compounds
might cause health problems not seen with exposure
to the same compounds individually. Such effects
may not be important to humans except under ex-
traordinary exposure conditions. Ongoing federally
funded research efforts will help to clarify this matter.

Although there have been media reports that the
anti-malaria drug Larium could cause mental health
problems for soldiers who take it, such effects are not
common and should only occur while the drug is be-
ing taken or shortly after discontinuation of the drug.

Deployment Stress and Health. The current
deployment in Iraq is clearly very stressful to U.S.
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troops serving there. DoD research shows signifi-
cant rates of post-traumatic stress disorder (PTSD)
and other mental health problems among troops,
and VA is well prepared to respond to the mental
health needs of returning veterans.

DoD has advised service members deploying
to Iraq that stress, fatigue, and depression during
deployment can lead to health problems.

Deployment-related stresses include jet lag,
change of diet, longer work hours carrying heavy
gear, rapid and continuous pace of deployed mili-
tary activities, psychological stress, and working in
a hostile environment. According to DoD, service
members particularly at risk include those who are
exposed to human suffering, death, or combat, or who
are distracted by worries about home and family.

Service members are warned that though re-
turn from deployment can be festive and cheerful,
a homecoming can turn into a stressful event for
personnel and their families who are not alert fo the
impact of changes that occurred during separation.
Further, individuals returning from deployment may
still be experiencing the effects of deployment. DoD
has advises service members to recognize symptoms
of depression, including changes in or withdrawn
behavior, excessive tiredness or insommnia, changes
in appetite, or feelings of despair.

Preventive measures include seeking help from
health care professionals, a chaplain, or other
medical personnel, maintaining physical fitness,
increasing sleep when possible, proper using of
over-the-counter medications, avoiding alcohol and
tobacco products, and establishing a reliable sup-
port network of family and friends.

Deployment-Related Health Effects. Most
veterans seeking health care at VA medical facili-
ties come in with common diagnoses and receive
effective treatments. However, based on experi-
ence with veterans returning from previous U.S.
conflicts abroad, it is now understood that some
veterans will return from hazardous military deploy-
ments with difficult-to-diagnose but nevertheless
serious symptoms. In fact, concems about chronic
physical symptoms have arisen after every major



conflict, and the same types of health problems are
frequently seen among civilian Americans.

Veterans, their families and their health care
providers must anticipate these deployment-related
health problems in veterans returning from the cur-
rent deployment to Southwest Asia and Afghani-
stan. Several years ago in response to this situation,
VA established two War Related Illness and Injury
Study Centers (WRIISCs), and developed new clin-
ical practice guidelines that give health care provid-
ers the critical tools they need to help veterans with
difficult-to-diagnose illnesses (Readers can learn

more at www.va.gov/EnvironAgents).
Health Care for Returning Veterans

VA has extended health care benefits for those
veterans who have served in a combat Theater of
Operations. Based on what was learned from vet-
erans from previous conflicts, VA has developed
new programs for providing treatment and other
assistance to those veterans.

In 1998, VA was authorized to provide a broad
range of health care services to U.S. veterans who
served on active duty in a designated theater of
combat operations. For 2 years after leaving the
military, combat veterans are eligible for VA hos-
pital care, medical services, and nursing home care
for any illness, possibly related to wartime deploy-
ment. Veterans must contact VA to receive these
services.

This law means that combat veterans will have
access to high-quality health care at VA medical
facilities for 2 years, following separation from the
military, without having to prove that their health
problems are related to their combat service or to toxic
exposures during their active service. For locations
of VA medical facilities, check the telephone book,
or www.va.goy, or call 1-877-222-VETS (8387).

VA Health Care Use by Iraqi Freedom Vet-
erans. In a VA report, issued in 2004, analysts
found that among about 140,000 OIF veterans who
have separated from active duty 15 percent {about
21,000) had sought health care from VA, About
13,700 health care visits have been made by OIF
veterans no particular health care problem stands
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out among these veterans. It is important to note
that those who have been diagnosed by VA are not
necessarily representative of all OIF veterans.

VA’s War Related Illness and Injury Study
Centers (WRIISCs). These two WRHSCs in Wash-
ington, DC, and East Orange, NIJ, are focusing on
the difficult-to-diagnose illnesses seen in veterans
following all wars. Information regarding these
and future centers can be obtained by contact-
ing the nearest VA medical center, or on line at

www.va.gov/EnvironAgents.

VA’s Vet Centers. There are more than 200
community-based Vet Centers located around the
country. This program was originally developed
in response to the readjustment needs of returning
Vietnam veterans. Based upon their successes, today
Vet Centers are open to other veterans who served
in combat and who suffer from psychological war
trauma. They also offer accessible readjustment
counseling, extensive case management and referral
activities, and other supportive social services. For
many veterans who might not otherwise seek VA
assistance, the Vet Centers serve as a local resource
for VA health care. Phone numbers for local VA Vet
Centers can be found in the telephone book, or go
to www,va.gov, or call 1-877-222-VETS (8387).

VA’s Website on Iraq Veterans Health Issues.
VA’s Website on Operation Iraqi Freedom as well
as Operations Desert Shield/Storm health issues is
available at www.va.gov/GulfWar and AboutVA/
Orgs/VHA/VHAProg.htm. There is also a great

deal of information for returning OIF veterans at
WWW.VA.ZOV.

VA Health Care and Assistance for Veterans.
VA 1s here to help all U.S. veterans. VA’s mission
is to serve America’s veterans and their families
with dignity and compassion and be their princi-
pal advocate in ensuring they receive medical care,
benefits, social support, and lasting memorials in
recognition of their service to this Nation.

Additional Information. Through the Veterans
Health Administration, VA offers primary care, spe-
cialized care, and related medical and social support
services for veterans. This care is provided by about
157 hospitals, over 860 outpatient clinics, 134 nursing



homes, 42 residential rehabilitation treatment centers,
206 readjustment counseling (Vet) centers and vari-
ous other facilities. VA also conducts research on
veteran health issues, and fosters education of health
care providers. More information about the range of
services available at the local VA facilitics can be
obtained through the telephone book, or by checking
online at www.va.gov. Also see the following:

“The World Factbook 2004 ~ “Irag” available on
line at http://www.odei/publications/faxctbook/

index.htmi:

U.S. Army Center for Health Promotion and Pre-
ventive Medicine (CHPPM) at

chppi-www.apgea.army.mil/;

World Health Organization (WHO) Updates avail-
able at www.who.int/disasters/; and

U.S. Army Center for Health Promotion and Pre-
ventive Medicine, “A Soldier’s Guide to Staying
Healthy in South West Asia (SHG 003-1203) at
chppm- ea.army.mil/deployment’s

Toll-Free Telephone Contact Numbers:

General Information About VA 1-800-827-1000
Benefits

Health Benefits Provided by VA 1-800-222-8387

VA’s Gulf War Helpline 1-800-749-8387
DoD’s Gulf War Veterans Hotline  1-800-796-9699

DolY's Direct Veterans Hotline  1-800-497-6261
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Selected Veterans Service Organizations:*

The American Legion (www.  1-800-433-3318
legion.org)

Veterans of Foreign War
(www.viw.org)

Disabled American Veterans
(www.dav.org)

1-860-VFW-1899
1-877-426-2838

Paralyzed Veterans of America 1-800-424-8200

(WWW.pva.org)

AMVETS (www.amvets.org) 1-877-726-8387

Vietnam Veterans of America  1-800-882-1316

(WWW.VVa.0Lg)

VA on the Internet (in addition to the site

mentioned earlier):
Compensation and Pension www.ybavagovbin21/

VA Benefits Application yabenefits.vha.va.gov/venapp
www.va.gov/vhs/health/

www.defenselink.mil

Health Benefits and Services
Department of Defense

DoD’s GulfLINK www.gulflink.osd.mil

* These are some of the larger organizations. VA
does not endorse or recommend one group over an-
other. Other groups (unlisted here) have also been
helpful to Iraqi veterans.

This brochure was written by the VA Environmental Agents Service in late November 2004
and does not include any development subsequent to that time.

IB 10-166 Revised
December 2004

Veterans Health Administration
Washington, DC 20420
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*** ENDURING FREEDOM VETERANS * *xx
Information for Veterans Who Served in Afghanistan
and For Their Families

HEALTH CARE AND ASSISTANCE FOR
U.S. VETERANS OF THE CONFLICT IN
AFGHANISTAN

Following the September 11, 2001, terrorist attacks on
the World Trade Center and the Pentagon, the United States
responded by deploying military personnel in Southwest
Asia. By January 2002, more than 30,000 active duty were
involved. Additional reserve personnel were also called to
duty. Currently, as part of Operation Enduring Freedom
{OEF) U.S. troops are on the ground in Afghanistan,
Pakistan, and neighboring countrics of the former Soviet
Union,

As in all hazardous deployments abroad, some service
members may come back with deployment-related health
problems. In Afghanistan, troops are especially at risk for
local infectious diseases, traumatic injuries, and injuries due
to cold exposure. As in all wars, some refurning troops can
come back with mental health problems that can result from
surviving any dangerous, life-threatening experience, and
some return with symptoms that are difficult to explain.

This brochure describes some of the main health
concerns for military service in this region of the world. It
answers questions that veterans, their families, and health
care providers may have. It also describes medical care
programs that the Department of Veterans Affairs (VA) has
developed for veterans returning from combat or peace-
keeping missions.

Background on Afghanistan

Afghanistan is an extremely poor, landlocked country
about the size of Texas. Traditionally, Afghanistan is highly
dependent on farming and raising livestock. Its capital is
Kabul. The geography of its 34 provinces mostly consist of
rugged mountains (up to 24,560 feet), as well as lower plains
in the North and Southwest parts of the country. The climate
is arid to semiarid, with cold winters and hot summers; the
rainy season lasts from October to April.

After gaining independence from the United Kingdom
in 1919, Afghanistan experienced ongoing political and
military disruption, including almost 10 years of Soviet
military occupation, and more recenily terrorism-refated
activities. Several years of continuous drought has led
to widespread and water shortages. As a consequence of
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this unrest, about one-third of its estimated population of
about 28 million fled the country; many of them are thought
to be in Pakistan and Iran. Those events have badly damaged
Afghanistan’s health and economy, resulting in a short average
life expectancy at birth of about 42 years and purchasing
power equal to about $700 per person per year.

Asaresult of U.S. military intervention after the September
11, terrorist attack, many of al Qaeda leadership were killed or
captured (although other leaders have emerged), and al Qaeda
and the Taliban lost control of the government. Furthermore,
a long delayed election was held {October 2004). Many
Afghan refugees are now returning home.

Health Risks to U.S. Service Members

According to the Department of Defense (DoD), troops
deployed to Afghanistan are faced with and continue
to encounter a wide variety of potential health hazards,
including numerous infectious disease, cold injury, and
high altitude illnesses. Environmental hazards may also
pose a health risk to deployed forces, including exposure to
sewage, agricultural and industrial contamination of water
and food, air pollution, and severe sand and dust storms.

DoD is trying to minimize these risks by providing
vaccinations, obtaining drinking water and food from
outside of Afghanistan, and using standard pest control
procedures. The remarkably low rates of serious infection
disease among U.S. military personnel during the 1990-1991
Gulf War deployment were the results of rapid medical care,
extensive preventive medicine efforts, use of insecticides
and repellents, sanitation measures, and inspection of food
and water. DoD is using similar health programs in Irag.

High-Altitude Health Hazards, Including Cold Injury.
Temperature and the high altitudes in this region could
adversely affect the health of deployed service members.
High mountainous areas increase the risks of cold injury due
to the lower temperatures found at higher altitudes. Cold
injury can be life-threatening. It was a serious problem for
soldiers at the battle at the Chosen Reservoir in Korea during
the Korean War. Working at high altitudes without proper
acclimatization also can result in serious illness due to
reduced oxygen and lower air pressure. Common immediate
symptoms of mountain sickness inchide headache, nausea,
vomiting, dizziness, fatigue, irritability, and coughing.
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Environmental Health Hazards. Some deployed
service members have experienced shori-term health
problems from exposure to sand, wind, and, dust, particular
to skin, eyes, throat, and lungs. Dry air, dust, and wind can
cause nosebleeds, coughing, wheezing, and other short-term
respiratory difficulties. Troops also face health risks from
exposure to industrial chemicals and hazardous waste. DoD
warned service members to be cautious of local plants and
animals, including poisonous snakes, scorpions, spiders,
and plants with thorns, stinging hairs, or toxic coatings
that could lead to skin irritations, rashes, infections, and
poisoning, if eaten.

Infectious Diseases, Food shortages, inadequate public
health programs, refugee movements, cold weather, and
crowds of malnourished and diseased people have increased
the likelihood of spreading illnesses, including diphtheria,
tuberculosis, measles, and influenza. In fact, tuberculosis
rates in Afghanistan are among the highest in the world.
Refugee camps are commonly vulnerable to typhoid fever
outbreaks.

Based in part upon U.S. experience with infectious
diseases among Allied troops sent to the Persian Gulf
region during World War I, troops in Afghanistan expected
to be at increased risks of sandfly fever, malaria, diarrheal
diseases (like cholera, typhoid fever, amoebic dysentery,
and giardiasis), viral hepatitis, and cutaneous leishmaniasis.
Common traveler’s diarrhea may be a frequent health
problem as it was during the first Gulf War (1990-1991).

U.S. troops are well protected against most infectious
diseases through vaccination and other preventive measures.
However, potential infectious diseases of concern include
the following:

» Hepatitis A and E, typhoid fever and
diarrheal diseases such as cholera,
amoebic dysentery, and giardiasis
from contaminated food/water (Water
contamination with human/animal waste
is considered to be widespread).

» Malaria, West Nile fever, and dengue
fever from mosquito bites, Crimean-
Congo hemorrhagic fever from tick bites,
leishmaniasis and sandfly fever from
sandflies, West Nile virus from mosquito
bites, and louse-borne typhus.

+  Tuberculosis from close person-to-
person respiratory transmission,

+  Leptospirosis from swimming, wading,
or other skin contact with contaminated
water.

*  Rabies from animal contact.
*  Sexually transmitted diseases.

Leishmaniasis. Sandfly-transmitted leishmaniasis
infection of the skin (cutaneous infection) is common in this
region and causes a characteristic rash. Internal (visceral)
leishmaniasis, is much less common. Visceral leishmanial
infection might show up later on as a chronic infection,
and leishmaniasis should therefore be considered when
suggested by a physician. Diagnosis may require repeated
and painful tissue sampling of bone marrow or lymph nodes
to identify the parasite because currently there is no accurate
skin or blood test. Treatment for visceral leishmaniasis can
be hazardous and is not recommended unless infection is
confirmed.

Sexually Transmitted Disease Risks. Scxually
transmitted diseases are common in Afghanistan and
surrounding regions, including gonorrhea, chlamydia, and
hepatitis B. According to the World Health Organization
(WHO), Human Immunodeficiency Virus (HIV) cases are
rapidly increasing in the central Asian republics, including
Afghanistan and Pakistan, particularly among injection drug
users who share needles. Among central Asian republics, the
highest HIV and Acquired Immune Deficiency Syndrome
(AIDS) rate is recorded in Kazakhstan.

Preventive Measures. Deployed service members
are directed not to consume any locally produced raw
or unprocessed food products. Troops are instructed
that local water and food items including dairy products,
fish, fruits, and vegetables, may contain unsafe levels of
pesticides, chemical fertilizers, bacteria, and viruses. U.S.
troops receive potable water and clean food supplies on
deployment.

Pesticides and Health. To protect against insect-,
tick- and other pest-borne illnesses, individual U.S. service
members are provided standard countermeasures. These
include anti-malaria pills, the insect repellents DEET
(applied to exposed skin), and permethrin (applied to
clothing and bed nets).

Although many pesticides, including permethrin and
DEET. have been widely used for many years in the U.S.
and elsewhere without apparent health problems, some
scientists and non-scientists have expressed concerns about
the possible long-term health consequences of pesticide
exposure. DoD’s pesticide policy specifies the controlled
use of only those pesticides that have been approved by the
Environmental Protection Agency (EPA) or the Food and
Drug Administration (FDA) for general use in the United
States. Permethrin and DEET are commonly used pesticides
that are widely available at grocery, garden supply, and other
stores. Both are approved for unrestricted use in the U.S.
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Permethrin has very low human toxicity, and is widely
used in the U.S. for protection against insect pests. However,
following very large exposure by swallowing or inhaling,
clinical signs of permethrin poisoning can become evident
within a few hours. Even in rare cases of human permethrin
poisoning there is little evidence of long-term health
problems following recovery from the initial poisoning.

The common insect repellent DEET is estimated to be
used by at least 50 million Americans each year to keep away
insect pests such as mosquitoes and ticks. There have been
a few reports of tingling, mild irritation, and skin peeling
following repeated skin application. In adults, ingestion
of enormous doses of DEET has been associated with
immediate toxic effects, but no long-term health effects
have been documented.

Some researchers have suggested that exposures to a
combination of pesticides and other compounds might
cause health problems not seen with exposure to the same
compounds individualty. Such effects may not be important
to humans except under extraordinary exposure conditions.
Ongoing federally funded research efforts will help to clarify
this matter.

Although there have been media reports that the anti-
malaria drug Larium could cause mental health problems
for soidiers who take it, such effects are not common and
should only occur while the drug is being taken or shortly
after discontinuing of the drug.

Deployment Stress and Health. DoD advised service
members deploying to Afghanistan that stress, fatigue,
and depression during deployment could lead to injury
and illness. Deployment-related stresses include jet lag,
change of diet, longer work hours carrying heavy gear, rapid
and continuous pace of deployed military activities, and
psychological stress. According to DoD, service members
particulatly at risk include those who are exposed to human
suffering, death, or combat, or who are distracted by worries
about home and family.

Service members are warned that though return from
deployment can be festive and cheerful, a homecoming
can turn into a stressful event for personnel and their
families who are not alert to the impact of changes that
occurred during separation. Further, individuals returning
from deployment may still be experiencing the effects of
deployment. DoD advises service members to recognize
symptoms of depression, including changes in or withdrawn
behavior, excessive tiredness or insomnia, changes in
appetite, or feelings of despair.

Preventive measures include seeking help from health
care professionals, a chaplain, or other medical personnel,

maintaining physical fitness, increasing sleep when possible,
proper use of over-the-counter medications, avoiding
alcohol and tobacco products, and establishing a reliable
support network of family and friends.

Deployment-Related Health Effects. The vast majority
of veterans seeking health care at VA medical facilities come
in with common diagnoses and receive effective treatments.
However, based on experience with veterans returning
from previous 1.8, conflicts abroad, it is now understood
that some veterans will return from hazardous military
deployments with difficult-to-diagnose but nevertheless
serious symptoms. In fact, concerns about chronic physical
symptoms have arisen after every major conflict, and the
same types of health problems are frequently seen among
civilian Americans.

Veterans, their families and their health care providers
must anticipate these deployment-related health problems in
veterans returning from the current deployment to Southwest
Asia and Afghanistan. In response, VA has established
new War Related Ilness and Injury Study Centers, and
developed new clinical practice guidelines that give health
care providers the critical tools they need to help veterans
with difficult-to-diagnose illnesses.

Health Care Resources for Returning Veterans

VA has extended health care benefits for those veterans
who have served in combat. Based on what was learned
from veterans from previous conflicts, VA has developed
new programs for providing treatment and other assistance
to those veterans.

In 1998, VA was authorized to provide a broad range of
health care services to U.S. veterans who served on active
duty in a designated theater of combat operations. Such
veterans are eligible for 2 years after leaving the military for
VA hospital care, medical services, and nursing home care
for any illness, possibly related to their combat service,

This law means that combat veterans will have access to
high-quality health care at VA medical facilities for 2 years,
following separation from the military, without having to
prove that their health problems are related to their combat
service or to toxic exposures during their active service. For
locations of VA medical facilities, check the telephone book,
or www.va.gov, or call 1-877-222-VETS (8387).

VA Health Care Use by Enduring Freedom Veterans.
In a report issued in 2004, VA analysts found that among
43,600 OEF veterans who have separated from active duty
nearly 10 percent (about 4,300) have sought health care from
VA, OEF veterans have a wide range of both medical and
psychological conditions. Operations Enduring Freedom



and Iraqi Freedom veterans have experienced about the
same kinds of health problems since returning to the U.S.
even though they served in separate theaters of operations.
Those OEF veterans examined by VA are not necessarily
typical of all OEF veterans.

VA’s War Related Illness and Injury Study Centers.
These two centers in Washington, DC, and East Orange,
NJ, are focusing on the difficult-to-diagnose ilinesses seen
in veterans following all wars. Information regarding these
and future centers can be obtained by contacting the nearest

VA medical center or at www.va.gov/EnyironAgents.

'VA’s Vet Centers. There are more than 200 community-
based Vet Centers located around the country. This program
was originally developed in response to the readjustment
needs of returning Vietpam veterans. Based upon their
successes, today Vet Centers are open to other veterans who
served in combat and who suffer from psychological war
trauma. They also offer accessible readjustment counseling,
extensive case management and referral activities, and other
supportive social services. For many veterans who might
not otherwise seek VA assistance, the Vet Centers serve as a
local resource for VA health care. Phone numbers for local
VA Vet Centers can be found in the telephone book, or go
to www.va.gov, or call 1-877-222-VETS (8387).

VA’s Website on Afghanistan Health Issues. VA's
Website on Afghanistan health issues is available at
www.va.gov/About VA/Orgs/VHA/VHAProg.htm and
www.va.gov/EnvironAgents.

VA Health Care and Assistance for Veterans. VA is here
to help all U.S. veterans. VA's mission is to serve America’s
veterans and their families with dignity and compassion and
be their principal advocate in ensuring they receive medical
care, benefits, social support, and lasting memorials in
recognition of their service to this Nation,
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Additional Informatien. Through the Veterans Health
Administration, VA offers primary care, specialized
care, and related medical and social support services for
veterans. This care is provided by about 157 hospitals, over
860 outpatient clinics, 134 mursing homes, 42 residential
rehabilitation treatment centers, 206 readjustment
counseling (Vet) centers and various other facilities. VA
also conducts research on veteran health issues, and fosters
education of health care providers. More information about
the range of services available at the local VA facilities can
be obtained through the telephone book, or by checking
online at www.va.gov. Also see the following:

“The World F: k 2004 - Afgh ” available

on line at hitpy//www.odci.gov/cis/publications/factbook/
index.htmi,

U.S. Army Center for Health Promotion and
Preventive Medicine (CHPPM) at http://chppm-
www.apgea.army.mil/;

‘World Health Or (WHO) Updati
at http://www.who.int/disasters/; and

available

U.S. Army Center for Health Promotion and Preventive

Medicine, “A Seldier’s Guide to Staying Healthy in

South West Asia (SHG 003-1203) at http://chppm-
a.army.mil/deployment/shg/SWA pdf.

TOLL-FREE TELEPHONE CONTACT NUMBERS:
General information about VA benefits  1-800-827-1000
Healih benefits provided by VA 1-800-222-8387

VA ON THE INTERNET (in addition to the site
mentioned earlier):

Compensation and Pension

www.vyba.va.gov/bin/21/
vabenefits.vba.va.gov/vonapp
www.va.gov/vbs/health

VA benefits application

Health benefits and services

This brochure was written by the VA Environmental Agents
Service in late November 2004 and does not include any
development subsequent to that time.
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VA Services for Veterans of
Operation Iraqi Freedom and Operation Enduring Freedom

The Department of Veterans Affairs (VA) and the Department of Defense (DoD)
continue their partnership to meet the needs of our newest veterans ~ the men and women
who served in Operation Iraqi Freedom and Operation Enduring Freedom (OIF/OEF) ~
by assisting them with a smooth transition from active duty to civilian life.

VA’s goal is to ensure that every seriously injured or ill serviceman and woman returning
from combat receives priority consideration and world-class service. Together VA and
DoD are finding ways to move records more efficiently between the two agencies; share
critical medical information electronically; protect the health of troops stationed in areas
where environmental hazards pose a threat; process benefits claims quickly and
efficiently; and, in every way possible, hold open the doors to an uncomplicated passage
from soldier to citizen.

Benefits and Services

Active-duty personnel, and Reservist or National Guard members who serve in a theater
of combat operations are eligible for hospital care, medical services, and nursing home
care for injuries or illnesses they believe are related to combat service for a period up to
two years beginning on the date of discharge or release from service. This two-year
eligibility for medical care is available even if there is insufficient medical evidence to
conclude that the veteran’s illness is the result of combat service. At the end of the two-
year period, these veterans can continue to receive free health care for injuries and
illnesses officially ¢connected to military service.

In addition to health care, VA offers a spectrum of programs for veterans, including
disability compensation, vocational rehabilitation, prosthetic services, life insurance,
pension, education benefits, specially adapted housing and automobile grants, and
survivor and burial benefits. Many VA services are provided at a higher priority or on an
expedited basis for this newest generation of combat-disabled veterans. VA programs for
veterans with a service-connected injury or illness apply equally to those who served in
the regular active duty forces and to National Guard members or reservists returning from
federal activation.

- More -
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Seamless Transition — 2/2/2/2

VA Outreach

In an effort to assist wounded military members and their families, VA placed benefits
counselors and social workers at key military hospitals where severely wounded service
members from Iraq and Afghanistan are frequently sent.

Currently, six staff members are assigned full-time to work with patients at both the
Walter Reed Army Medical Center in Washington, D.C., and the Bethesda Naval
Medical Center in Maryland. Four of the counselors specialize in benefit programs and
two are social workers who facilitate health care coordination as service members
transition from military to VA care.

Similar teams work with patients, discharge planners, and other military staff at six other
key DoD medical centers caring for seriously injured troops: Eisenhower Army Medical
Center, Ft. Gordon (Ga.); Brooke Army Medical Center, Ft. Sam Houston (Texas);
Madigan Army Medical Center at Western Regional Medical Command, Tacoma
(Wash.), Darnall Army Medical Center at Ft. Hood (Texas); Evans Army Hospital at Ft.
Carson (Colorado); and Camp Pendleton Naval Medical Center in San Diego, (Calif.).

Throughout the nation, VA officials identify service members from Iraq or Afghanistan
for special outreach efforts. Iraqi Freedom and Enduring Freedom coordinators at each
VA benefits office and medical center coordinate with DoD discharge staff to ensure a
smooth fransition to VA services at locations nearest to the veteran’s residence after
discharge. Through this coordination, the veterans are known at the local VA facilities
that process their benefits claims, and continuity of their medical care, including
medications and therapy, is ensured.

Military Services Briefings »

Military Services Briefings are designed to ensure that servicemembers are aware of their
VA benefits and to provide assistance as needed. Briefings include separation and
retirement seminars, pre- and post-deployment briefings as well as the formal Transition
Assistance Program. For those leaving active duty due to medical problems, the outreach
effort is intensified to ensure a full understanding of the VA compensation process and
vocational rehabilitation and employment programs.

Generally briefings range from one to three hours; however, the formal TAP workshop is
a three-day seminar conducted by VA, DoD and the Department of Labor at military
installations for personnel within 90 days of separation. It provides a number of services
to assist military personnel in making a smooth transition to civilian life. All military
services briefings cover the full range of benefits administered by VA including
compensation, education, vocational rehabilitation and employment, health care,
insurance and more.

- More -
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Seamless Transition — 3/3/3/3

Benefits Delivery at Discharge

A joint VA-DoD initiative is helping personnel file for and receive service-connected
disability compensation benefits more quickly than in the past. The goal is to adjudicate
claims within 30 days of discharge by examining service members as part of the
discharge process. By comparison, VA's national average processing time is 163 days
for claims requiring a disability rating.

In the Benefits Delivery at Discharge program, the medical information needed to begin
the VA claims process carries over from DoD to VA seamlessly. In addition, if a service
member is found to be disabled, additional applicable vocational and employment
services may be quickly initiated.

Additional Resources
VA has brochures and other information for veterans of Operation Iragi Freedom and
Operation Enduring Freedom available on the Web:

Veterans Benefits Information hitp://www.vba.va.gov/

Information for lraqi Freedom Veterans | hitp://www.va.gov/guifwar/
Afghanistan Service Information hitp:/lwww.va.gov/environagents/
PTSD and Iraq Veterans http://www.ncptsd.org/topics/war. html

VA Health Care Enrollment information | hitp://iwww.va.govielig/
Brochures and Publications,

Including:
* A Summary of VA Benefits for http://www.vethealth.cio.med.va.gov/iPubs/ind
National Guard and Reserve Personnel ex.htm

* Health Care and Assistance for U.S.
Veterans of Operation Iragi Freedom

Online Benefits Applications ‘ http:/ivabenefits.vba.va.govivonapp/

Women Veterans Health and Benefits Eﬁpf/ ;www.va.qov/wvho/
Information ttp://www.va.goviwomenvet/

hitp://www.vba.va.gov/bin/21/Topics/Women/

#i#
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IAL VA HEALTH C!

December 2003

The Department of Veterans Affairs (VA) has implemented policies and procedures providing for
2 years ~ beginning on the date of separation from active duty military service — free health care
services and nursing home care for veterans who served in certain combat locations during their
active military service.

Who is eligible?

Veterans are eligible if they served on active duty in a theater of combat operations during a
period of war after the Gulf War or in combat against a hostile force during a period of “hostilities™
after November 11, 1998, and have been discharged under other than dishonorable conditions.

What is meant by “hostilities?”

“Hostilities” is defined as a conflict in which the service member is faced with danger comparable
to that experienced in combat during a war.

Are National Guard and Reserve members also eligible?

Yes, under certain conditions. National Guard and Reserve members are eligible for VA health
care if they were ordered to active duty by a federal declaration, served the full period for which
they were called or ordered to active duty, and have separated from active military service under
other than dishonorable conditions.

What form should those seeking care bring to VA?

Active duty, National Guard and Reserve members who were activated to a combat mission
and then separated from active duty receive a DD Form 214, and are eligible for this program.
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Individuals seeking services under this authority should bring their DD 214 when reporting to a
VA health care facility.

What is covered?

This benefit covers all illnesses and injuries except those clearly unrelated to military service. A
common cold, injuries from accidents that occurred after discharge, and disorders that existed
before joining the military are examples of conditions that would not be covered. Care may not
be provided for any disability found to have resulted from a cause other than the military service
in an area of combat operations.

Veterans seeking treatment for health conditions possibly related to combat operations are
evaluated by means of a physical examination and appropriate diagnostic studies. In making this
determination, the physician must consider that the following types of conditions are not ordinarily
considered to be due to occupational or military service: (1) Congenital or developmental
conditions, for example scoliosis, (2) Conditions which are known to have existed before military
service, and (3) Conditions that have a specific and well-established cause and that began after
military combat service. Coverage extends for a two-year period following separation from active
military service.

Dental services are not included.
What has changed?

Unlike other veterans who do not have VA-adjudicated service-connected conditions, veterans
who qualify under this special eligibility authority are not subject to VA means testing or
copayment requirements. There is no burden placed on these veterans to prove that their health
problems are related to their military service or prove that they have low income to qualify for
cost-free VA health care.

What happens after the two years?

The copayment status will depend on whether the veteran’s illness or injury is found to be service-
connected or whether the veteran is otherwise qualified for VA health care. Each veteran will be
enrolled for VA health care in the appropriate priority group. Some veterans — those in the lowest
priority group — whose income is above the means test threshold must agree to make required
copayments.

Where can a veteran get additional information?

Additional information is available at the nearest VA medical facility. The telephone number can
be found in the local telephone directory under the “U.S. Government” listings. Veterans can also
call toll-free: 1-800-827-1000 or 1-877-222-8387.

1B 10-162 Veterans Health Administration
December 2003 Washington, DC 20420
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Dr. MATHER. The VA has developed a range of training materials
and other tools for frontline staff through the Veterans Health Ini-
tiation, as well as evidence-based clinical practice guidelines for im-
proving treatment for veterans following deployment. We are also
developing a clinical reminder to providers with specific health
screening requirements to assure that veterans are appropriately
evaluated.

VA and DOD are making progress in systems that will be the
basis for the transfer of occupational and environmental health
surveillance information and enable the transfer of pre- and post-
deployment health assessment data to VA physicians and claims
examiners.

I have briefly described how DOD’s data on new OIF and OEF
veterans helps VA provide better services to veterans in many dif-
ferent ways. The roster of separated OIF and OEF veterans is use-
ful for patient tracking, outreach and future research. We clearly
look forward to receiving a complete roster of all deployed person-
nel, both separated and those remaining on active duty, and the
environmental and occupational surveillance data that DOD is col-
lecting today in Iraq and Afghanistan as soon as it is available in
a usable electronic format.

I want to emphasize that service members separating from mili-
tary service and seeking health care from VA today will have the
benefit of VA’s decade-long experience with Gulf war health issues,
as well as the President’s commitment to improving collaboration
between VA and DOD.

This concludes my statement. My colleague and I will be happy
to respond to any questions that you have.

[The prepared statement of Dr. Mather follows:]
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Statement of
Susan Mather, MD, MPH
Chief Public Health and Environmental Hazards Officer
Department of Veterans Affairs
Before the Subcommittee on
National Security, Emerging Threats, and international Relations
Committee on Government Reform
U.S. House of Representatives

Hearing on “Occupational and Environmental Surveillance of Deployed Forces:
Tracking Toxic Casualties”
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July 19, 2005

Mr. Chairman and members of the Committee, | appreciate the opportunity to appear
before you today to describe some of the major initiatives of the Department of Veterans
Affairs (VA) in response to the health care and other needs of veterans returning from
Operation Iragi Freedom (OIF) and Operation Enduring Freedom (OEF).

VA’s goal is to ensure that every service man and woman returning from combat has
access to world-class services, .and in every way possible, to hold open the doors to an
uncomplicated passage from soldier {o citizen.

Achieving this transition goal is dependent in part upon the seamless transition of a
wide range of basic data about these new veterans from the Department of Defense
(DoD) to VA. Access to this information helps VA provide services to veterans in many
different ways, which | will describe today.

To begin with, | am pleased to be able to tell you today that VA and DoD together are
finding better ways to move these data more efficiently between our two Departments.
This includes electronic sharing of medical information that can be critical for health
care and timely processing of benefits claims, and for evaluating potential
environmental and occupational-health issues among troops stationed in areas where
environmental hazards may pose a threat.

As we have testified at previous hearings, VA and DoD are continuing our partnership to
meet the needs of our newest veterans ~ the men and women who served in OIF and
OEF — and to assist them with a smooth transition from active duty to civilian life. In this
regard, VA has successfully developed, with DoD’s assistance, a roster of the men and
women who have returned from serving in OIF and OEF and then separated from
military service.
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Our most recently updated roster of May 17, 2005, contains 360,674 OIF and OEF
veterans who have left active duty many who have already sought VA health care
services, We anticipate serving about 103,000 of these veterans for health care and
refated services in FY 2005. This roster has proven to be invaluable for tracking these
newest veterans and their use of VA services, and for providing outreach about the
range of benefits they have earned.

VA's OIF/OEF veteran roster is also invaluable for ensuring that these newest veterans
have full access to VA's world-class services. In addition to health care, VA offers a
spectrum of programs for veterans and their survivors, including disability
compensation, dependency and indemnity compensation, vocational rehabilitation, life
insurance, pension, education benefits, specially adapted housing and automobile
grants, and burial benefits.

In this regard, we are providing each VA VISN with the names of those OIF and OEF
veterans in the geographic areas served by that VISN. This means that local VA staff
can now easily identify service members from Iraq or Afghanistan for the purpose of
local outreach efforts. In addition, iragi Freedom and Enduring Freedom coordinators at
each VA benefits office and medical center coordinate with DoD discharge staff to
ensure a smooth transition to VA services at locations nearest {o the veteran's
residence after discharge, based in part on these data. Through this coordination,
veterans are recognized at their local VA facilities that process their benefits claims, and
continuity of their medical care, including medications and therapy, is ensured.

VA has also been working closely with DoD to identify those OIF and OEF veterans who
have been seriously injured or who suffer from deployment related ilinesses to ensure
their seamless transition into VA. | am very pleased to be able to tell you today that VA
and DoD have just signed an MOA that will serve as the basis for giving VA access to
DoDrs listings of seriously injured service members, known as the Physical Evaluation
Board (PEB) database. Access to these data will help ensure that any veteran who was
seriously wounded or injured or has become iii while in defense of our country will have
seamless access to the timely and highest-quality services they need and deserve,
regardless of where they are in the transition process.

Environmental and Occupational Health Data

In your invitation to testify today, you asked about how occupational and environmentat
health surveillance data collected by DoD will be used to address health issues of
returning service members. We know from previous experience how important it is to
have credible answers to questions from veterans, their families and others about
possible health problems from exposure to potential environmental and occupational
hazards during military deployments. Therefore, we have been pleased to hear from
DoD about their activities monitoring occupational and environmental exposures in the
current conflicts in raq and Afghanistan, and their willingness to share this data with VA
in the future.
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In two briefings from DoD’s Deployment Health Support Directorate to the DoD/VA
Deployment Health Working Group (a working group of the DoD/VA Health Executive
Council), DoD has described an active environmentat surveillance program. This
program is collecting routine data on air, water and soif samples, as well as data for
specific incidents of concern, such as a sulfur mine fire that occurred recently at Al
Mishrag, Iraq, which exposed troops to sulfur dioxide and hydrogen sulfide.

VA anticipates using this environmental data in several ways after it is provided by DoD,
including evaluating whether there is a scientific basis for service connecting certain
conditions based on exposure to environmental and occupational hazards, diagnosing
health problems among veterans, and conducting research on long-term health effects
among service members.

These data will be most important for deciding disability compensation claims and for
long-term health research. 1t will be useful, but less important, for diagnosing and
treating health problems. For example, for an OIF veteran suffering from asthma,
diagnosis and treatment would not depend very much on whether he or she was
exposed to sulfur dioxide from the sulfur fire at Al Mishrag — treatment would be the
same regardless of the cause. On the other hand, if that veteran wanted to file a
disability claim based on a exposure to hazardous materials, then information about
histher exposure could be essential to support the claim, provided that there is also
sound scientific and medical evidence of an association between the exposure and the
disability. Similarly, if a researcher wanted to determine whether asthma rates were
greater among all service members exposed to sulfur dioxide at Al Mishraq, access to
these environmental data would be essential.

It is our understanding that DoD is currently collecting these data, but that they will need
time to assemble all of the large number of individual data points they have collected
into an electronic database that can be readily searched by time, geographic location, or
service member’s identity. Compiling all of this separate data into a useable electronic
format is essential to making this information to be useful for VA.

I would emphasize that access to what must be enormous amounts of raw, uncorrelated
environmental surveillance data, without being able to track it by individual, location or
other means, would not be very useful to VA or for veterans.

DoD has assured us that they are taking the steps needed to assemble these raw data
into a useful database, and that they will make that database available to VA to help us
provide services to veterans. We look forward to achieving that goal and applaud
DoD’s efforts. :

VA recognizes the importance of outreach to veterans about deployment-related
environmental and occupational health issues. To this end, VA has produced a
brochure that addresses the primary health concerns for service members in
Afghanistan, a similar brochure for those serving in Iraq, and a third brochure on health
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care for women veterans returning from the Gulf region. These are available at
www.va.gov/EnvironAgents.

These brochures answer health and environmental hazards-related questions that
veterans, their families, and their health care providers may have about these military
deployments. They also briefly describe relevant medical care programs that VA has
developed in anticipation of the health needs of veterans returning from combat and
peacekeeping missions abroad. These are widely distributed to VA medical centers,
military contacts, veterans service representatives and through VA's websites including
www.va.gov/EnvironAgents.

Seamless Transition Activities

In January of this year, VA established the Seamless Transition Office to ensure the
smooth transition of service members from DoD to VA. The new office is composed of
representatives from the Veterans Health Administration (VHA), Veterans Benefits
Administration (VBA), and National Cemetery Administration (NCA), as well as two
active duty Marine Corps officers. They are charged with identifying OIF and OEF
veterans, ensuring their priority access for VA health care, developing processes that
will ease the transition from the military to VA care and benefits, coordinating case
management for patients with significant health care and benefit needs, educating VA
staff on transition procedures and the tools available to assist staff and clinicians, and
improving our outreach to returning service members.

Points of Contact

Although VA's OIF/OEF veteran roster is an excellent tool for tracking most veterans, it
has been less effective for tracking seriously injured service members as they return
from the combat theater and transition to the VA system. To meet that need in part, VA
has collaborated with DoD to ensure seamless and timely transition for the most
seriously injured service members. To that end, VA has detailed two full-time VBA
Veterans Service Representatives (VSRs), a contract vocational rehabilitation
counselor, and two full-time VHA social workers to the Walter Reed Army Medical
Center, which is one of the military treatment facilities (MTFs) receiving the largest
numbers of OIF and OEF casualties. VHA social workers and VBA Veterans benefits
counselors have also been assigned as VA/DoD liaisons to the Brooke, Eisenhower,~--
and Madigan Army Medical Centers, Damall Army Community Hospital at Fort Hood,
the National Naval Medical Center in Bethesda, and Camp Pendleton Naval Hospital in
San Diego. :

These individuals work closely with military medical providers and DoD social workers
to assure that returning service members receive information and counseling about VA
benefits and programs, as well as assistance in filing benefit claims. They also
coordinate the transfer of active duty service members and recently discharged
veterans to appropriate VA health care facilities. Through this collaboration, we have
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improved our ability to identify and serve returning service members who sustained
serious injuries or illnesses while serving our country.

Veteran Qutreach

VA recognizes that making available world-class services to veterans is only the first
step — we must also do everything we can to get the word out to veterans and their
families about the services they have earned. In this regard, as VA identifies new OIF
and OEF veterans who have separated from the military based on names and
addresses provided by DoD, the Secretary of Veterans Affairs mails new veterans a
letter welcoming them home, thanking them for their service to their country, and briefly
explaining the VA programs that are available to them.

Outreach to returning members of the Reserves and National Guard is a special
concern for VA, and we have significantly expanded our collaboration with DoD to
enhance outreach to this group. For example, during FY 2003, the Veterans Benefits
Administration (VBA) conducted over 800 briefings attended by almost 47,000 reserve
and guard members. During FY 2004, VBA conducted over 1,300 briefings attended by
more than 88,000 reserve and guard members. In FY 2005 through May, VBA has
conducted almost 1,000 briefings attended by over 68,000 reserve and guard members.
In addition, working with DoD, we developed a new brochure, “A Summary of VA
Benefits for National Guard and Reserve Personnel.” The brochure summarizes the
benefits available to this group of veterans upon their return to civilian life. We have
distributed over a million copies of the brochure to ensure the widest possible
dissemination through VA and DoD channels. It is also available online at

www.va gov/EnvirenAgents/docs/SVABENEFITS pdf.

Benefits Delivery at Discharge (BDD)

VA also actively participates in discharge. planning and orientation sessions for returning
service members. Outreach activities include the distribution of flyers, posters, and
information brochures to VA medical centers, regional offices, and Vet Centers. These
various publications help to explain VA services available to separating veterans.

Current joint VA-DoD initiatives involves helping separated service members file for and
receive service-connected disability compensation benefits more quickly than in the
past. Our goal is to adjudicate claims within 30 days of separation by conducting
cooperative separation physical examinations with DoD as part of the separation
process. By comparison, VA's national average processing time is 163 days for claims
requiring a disability rating. In the Benefits Delivery at Discharge program, the medical
information needed to begin the VA claims process is seamlessly transferred from DoD
to VA. In addition, if a service member is found to be disabled, additional applicable
vocational and employment services may be quickly initiated.
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Internet Outreach

VA is sensitive to the increased familiarity with the internet among younger veterans.
Today, we are making a wide selection of basic information available over the internet
to OIF and OEF veterans and their families. For example, our new “iragi Freedom” link
from VA's Internet page provides information on VA benefits, including physical and
mental health services, DoD benefits, and community resources available to regular
active duty service members, activated members of the Reserves and National Guard,
veterans, and veterans’ family members.

Here is a listing of VA brochures and other information for veterans of Operation Iragi
Freedom and Operation Enduring Freedom that are now available on the Web.

Veterans Benefits Information hito//www.vba.va.gov/

hitp:/fwww.va.gov/quifwar/
http://www.va.gov/environagents/

information for Iraqi Freedom Veterans

Afghanistan Service Information

PTSD and lrag Veterans

hitp//www . nepisd. org/topics/war htmi

VA Health Care Enroliment Information

htto//www. va govielia/

Brochures and Publications,
Including:

* A Summary of VA Benefits for
National Guard and Reserve Personnel
* Health Care and Assistance for U.S.
Veterans of Operation Iraqgi Freedom

hitp//www. vethealth.cio.med.va.gov/Pubs/ind
ex.htm

Online Benefits Applications

http:/ivabenefits. vba.va.gov/vonapp/

Women Veterans Health and Benefits
Information

hitp:/iwww va.gov/iwvhp/
hitp:/iwww. va.goviwomenvet/

http://www.vba.va.gov/bin/2 1/Topics/Women/

Training and Education

To ensure that a thorough understanding and appreciation for the needs of these
newest combat veterans is shared across every level of the Department, VA has
developed a number of training materials and other tools for front line staff.

For example, VA's Veterans Health Initiative (VHI) is a program designed to increase
recognition of the relationship between military service and certain health effects; better
document veterans' military and exposure histories; improve patient care; and, establish
a database for further study. The education component of VHI prepares VA health care
providers to better serve their veteran-patients. One new independent study guide
module created under this program called “Treating War Wounded,” was adapted from
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an April 2003 VHA satellite broadcasts designed to help VA clinicians manage the
clinical needs of returning wounded from the war in lraq.

Additional training modules and independent study guides for heaith care providers
have been prepared on spinal cord injury, cold injury, traumatic amputation, Gulf War
veterans’ illnesses, Post Traumatic Stress Disorder (PTSD), prisoners of war (POW),
blindness/visual impairment and hearing loss, and exposure to radiation are also
available. Training modules on infectious disease risks in Southwest Asia and on health
effects from Weapons of Mass Destruction were released in January 2004, The most
recent modules developed under this program cover military sexual trauma, traumatic
brain injury, blast injuries, and pulmonary diseases of military occupational significance.
All are available online at www.va.gov/VHI.

In addition to the VHA training modules on PTSD, VA’s National Center for PTSD has
developed the lraq War Clinician’s Guide for use across VA. The website version,
which can be found at www.ncptsd.org, contains the latest fact sheets and available -
medical literature and is updated regularly. The first version of the iraq War Guide was
published in June 2003. It is now being revised in collaboration with DoD based on our
experience with returning casualties. These important tools are integrated with other
VA educational efforts to enable VA practitioners to arrive at a diagnosis more quickly
and accurately and to provide more effective treatment.

For returning service members who are experiencing emotional and behavioral
problems, VA has programs specifically developed to assess and address emotional
and behavioral problemns associated with the military experience. The training programs
cited above will ensure that our skilled clinicians will be better able to identify and treat
problems presented by the newest generation of combat veterans. The VHI module on
PTSD in Primary Care mentioned above is designed to increase recognition of PTSD in
medical primary care settings. Within these mental health programs, VA operates a
comprehensive continuum of clinical care for PTSD in its medical centers and clinics.
This is accomplished both through special PTSD programs and through PTSD
specialists in general mental health programs.

VA's 207 Vet Centers also play an important role complementing VA health care
services. Our mental health clinical activities are linked to and supportive of Vet Center
activities. Vet Center staff members actively pursue outreach to military installations
and family support centers to assist veterans and their eligible family members in the
veterans’ return to civilian life. Last year, Vet Centers began extending readjustment
counseling services to all OEF and OIF veterans. To date, VA’s Vet centers have
served 18,000 of these new veterans.

New Clinical Tools

Earlier | discussed the Veterans Health Initiative (VHI) as a program designed to
increase recognition of the relationship between military service and certain health
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effects. VA has also developed additional tools to assist the clinician when treating OIF
and OEF veterans.

A screening instrument, in the form of a clinical reminder, is being implemented for
returning OIF and OEF veterans who come to VA for health care. This assessment tool
will prompt the provider with specific screening requirements to assure that veterans are
evaluated for medical and psychological conditions that may be related to recent
combat deployment.

VA has also developed evidence-based clinical approaches for treating veterans
following deployment. These clinical practice guidelines (CPGs) give health care
providers the needed structure, clinical tools, and educational resources that allow them
to diagnose and manage patients with deployment-related health concerns. Two post-
deployment CPGs have been developed in collaboration with DoD; a general purpose
post-deployment CPG and a CPG for unexplained fatigue and pain. Our goal is that all
veterans will find their VA doctors well-informed about specific deployments and related
health hazards. The VA website contains these CPGs as well as information about
unique deployment health risks and new treatments.

VA and DoD recently released a new CPG on the management of traumatic stress.
This guideline pools DoD and VA expertise to help build a joint assessment and
treatment infrastructure between the two systems in order to coordinate primary and
mental health care for the purpose of managing, and, if possible, preventing acute and
chronic PTSD.

DoD-VA Data Sharing Improves VA Services to Veterans

VA and DoD have made significant progress toward interoperability of health
information that will improve service to veterans and support occupational and
environmental health surveillance. Since Memorial Day 2002, the VA clinicians have
had access to military health data through the Federal Health Information Exchange
(FHIE). FHIE presently supports the one-way transfer of electronic military health data
(Note: This data is limited and does not amount to an electronic version of the service
member's complete health treatment record) on separated service members to the VA
Computerized Patient Record System (CPRS) for viewing by VA clinicians treating
veterans. Since FHIE implementation, DoD has transferred records for over 3.07 million
unique DoD patients to the jointly operated FHIE repository. Over 8,000 new DoD
separatee records are added monthly.

These historical health data are currently used for clinical care and are being examined
for use in aggregate analysis. Data being shared, through one-way transmission from
DoD to VA, include laboratory and radiology results; outpatient pharmacy data from
military treatment facilities, retail network pharmacies, and DoD mail order pharmacy;
allergy information; discharge summaries; admission, disposition, and transfer
information; consult reports; standard ambulatory data record; and patient demographic
information.
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VA also has worked closely with DoD to implement Cycle | and Cycle 1l of the real-time
Bi-directional Health Information Exchange (BHIE) at two locations: between the
Madigan Army Medical Center (Tacoma, WA) and VA Puget Sound Healthcare System
and the William Beaumont Army Medical Center (El Paso, TX) and VA El Paso Health
Care System. Cycle | of BHIE permits DoD military treatment facilities and VA facilities
to share patient demographic data, DoD and VA outpatient pharmacy data, and allergy
information when a shared patient presents for care. BHIE Cycle Il functionality
supports the sharing of additional elements of data including laboratory results, lab
order data, and radiology report data.

VA and DoD are now developing the Clinical Data Repository/Health Data Repository
(CHDR) which will support the real-time bi-directional exchange of computable data
between the DoD Clinical Data Repository (CDR) and the VA Health Data Repository
(HDR), known as Clinical Data Repository/Health Data Repository (CHDR). In
September 2004, VA and DoD successfully demonstrated a CHDR pharmacy prototype
in a lab environment that supported the capability to conduct drug/drug and drug/allergy
interaction checking across VA and DoD systems. The departments are actively
developing CHDR for production and anticipate completing the interface by October
2005.

VA is also working with DoD to develop functionality to support the transfer of pre- and
post-deployment health assessment data to VA physicians and claims examiners.

Summary

| have briefly described how DoD’s data on new OlF and OEF veterans helps VA
provide better services to veterans in many different ways. The roster of separated OIF
and OEF veterans is useful for patient tracking, outreach and future research. We
clearly look forward to receiving a complete roster of all deployed personnel (both
separated and those remaining on active duty) and environmental and occupational
surveillance data that DoD is collecting today in Iraq and Afghanistan as soon as it is
available in a usable electronic format.

Finally, | want to emphasize that a service member separating from military service and
seeking health care through VA today will have the benefit of VA’s decade-long
experience with Gulf War health issues as well as the President’'s commitment to
improving collaboration between VA and DoD. VA has successfully adapted many
existing programs, improved outreach, improved clinical care through practice
guidelines and educational efforts, and improved VA health provider's access to DoD
health records.

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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Mr. SHAYS. Thank you all very much.

Dr. Kilpatrick, I would like you to read your testimony on page
10 about Al-Samawah and then just then kind of translate it for
me. It seems we're going to deal with the issue of depleted ura-
nium.

Let me just say that—both Colonel and Dr. Brown, feel free to
be equal participants in the question and answer—if we ask one,
feel free to jump in. I know Dr. Kilpatrick and Dr. Mather will
enjoy your interaction.

So if you would read this, just the whole education session.

Dr. KILPATRICK. Certainly, sir.

Al-Samawah, Iraq. Concern about alleged contamination with de-
pleted uranium and exposure to toxic chemicals among some mem-
bers of the 442nd Military Police Unit. Extensive environmental
sampling was accomplished. A classified Navy environmental as-
sessment report was written and a follow-on Army environmental
assessment is being finalized for this rail yard, where no combat
occurred. No toxic chemicals, with the exception of some chemicals
contained in a railroad tank car, nor depleted uranium were identi-
fied. Nevertheless, 167 were offered laboratory testing for any de-
pleted uranium exposures; 66 of those personnel participated in the
urine DU bioassay testing, and all of them tested in the normal
range for total uranium levels with no detections of depleted ura-
nium in their urine.

Army medical DU experts met with the 442nd soldiers in medical
hold at Fort Dix, NJ, in April 2004, and conducted a similar meet-
ing with the 442nd Family Support Group in Orangeburg, NY,
about 2 weeks later. Another group of subject-matter experts si-
multaneously met with the main body of the 442nd in Kuwait and
provided information about DU and testing and then briefed them
ag(?ig at Fort Dix. Fact sheets on DU and DU testing were pro-
vided.

Mr. SHAYS. Thank you very much. That, from my laymen’s point
of view, seems to me that you all took this very seriously——

Dr. KILPATRICK. Sir, again, to reflect the total accuracy, the indi-
viduals coming back from theater to Fort Dix, several of those indi-
viduals expressed concern about depleted uranium, and their urine
samples were taken for testing. It was some 3 months before those
results were given back to those soldiers; and, obviously, in the
meanwhile they began to wonder what was going on. When it real-
ly came to light that there was greater concern than just three sol-
diers, I think the Army stepped up in doing the right thing in ad-
dressing the concerns of individuals and trying to get information
to the individuals at the time that they were concerned.

Did that reach every individual? I can’t answer that for sure be-
cause, again, it was who was present when they went to give those
briefings.

Mr. SHAYS. Of the 67 that you tested, the range was normal?

Dr. KiLPATRICK. Of the 66 who were tested, they were tested
both at the laboratory at the Army Center for Health Promotion
and Preventive Medicine at the Armed Forces Institute of Pathol-
ogy and at the Centers for Disease Control and Prevention [CDC];
and all of those were within what we considered to be the normal
range of uranium.
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As you earlier said, we all have some uranium in our bodies.
CDC’s national studies says that 95 percent of the population has
50 nanograms or less of natural uranium in their urine per liter,
and that’s what we used as our cutoff to refer people to the DOD/
VA medical followup for completed depleted uranium exposure if
it’s higher than that.

Mr. SHAYS. Dr. Mather, my sense is that the VA is a lot more
capable now of knowing who is going to come in the door. After we
had hearings on the Gulf war, you really didn’t have lists of people
and so on, but that has changed, hasn’t 1t?

Dr. MATHER. That has changed. Two things that are different in
this war is that when someone comes in who is an OIF or an OEF
veteran we know that and we can track them through the system,;
and, also, we have primary care doctors for every patient that reg-
isters with us so there is someone who is in charge of that individ-
ual’s care through the system. So I think we’re much better pre-
pared now than we were 10 years ago.

One of the things that has happened as a result of the first Gulf
war is setting up the VA/DOD center in Baltimore. I think we al-
ready have some numbers that show that DOD has referred 278
OIF/OEF veterans to the Baltimore DU program, and VA providers
have referred 118 OIF/OEF veterans to that program.

We've tested a total of 396 veterans and service members. Nine
had urine uranium levels above background. We can now do more
specific testing that shows which of this is naturally occurring ura-
nium, the uranium that is dug out of the soil, or depleted uranium,
which is less radioactive than naturally occurring uranium; and
one of those nine actually had depleted uranium in their urine.

Baltimore’s DU program has identified four OIF/OEF veterans
who have retained DU fragments, and these are the friendly fire
victims that Dr. Kilpatrick talked about.

Mr. SHAYS. Maybe as doctors you can describe to me, what is the
different impact of inhaling something, swallowing something or
having it, you know, pretty much embedded in your body?

Dr. MATHER. Well, there is no doubt that being embedded is the
most dangerous, because you're constantly getting fall-off from the
depleted uranium. We don’t know a lot about ingestion and inhala-
tion. Of course, you wouldn’t recommend that somebody have a reg-
ular diet containing depleted uranium or be in an air space con-
taminated with that, but very few people are in that situation. I
don’t know of any even in wartime in a tank. It’s a limited time
that you’re exposed to that.

So from the perspective of the specialists in Baltimore, the single
biggest hazard from the heavy metal is in retrained shrapnel. Dr.
Kilpatrick might want to expand on that.

Dr. KiLPATRICK. To try to add some more science to it, again, the
Army Center for Health Promotion and Preventive Medicine did
the depleted uranium capstones study where in an enclosed facility
they fired depleted uranium rounds through a depleted uranium
armored tank. They measured the particles of depleted uranium
that were released, both inside and outside the tank. They looked
at the size of those particles, the concentration, and they were then
able to use models to predict inhalation and exposure, both radio-
logical and chemical exposure to people. They found that people
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could be inside a tank that had been penetrated for up to 5 min-
utes without having enough of a dose inhaled into their lungs to
have any medical concern for their future; and I think that’s a good
news story dated from the Gulf war, is that people were out of
those tanks very quickly when they were hit.

But, you're right, the inhalation is probably secondary to the
fragment ingestion. There was a very small amount of natural or
depleted uranium that would be absorbed. Most of it would pass
out through the intestine.

Mr. SHAYS. But would your body absorb it more through diges-
tion, or if it’s in your skin does it just permeate through your body?

Dr. KiLPATRICK. If it’s in your skin, it is essentially with your
body fluids. It then becomes soluble slowly, and it develops levels.
This is what we have seen in the Gulf war veterans’ medical follow-
up study, is if they continue to excrete high levels of depleted ura-
nium in their urine and their kidneys are functioning perfectly nor-
mal, they have adapted to that depleted uranium level in their bod-
ies so that it gets into the body fluid and is excreted through the
kidney. And inhalation, a very small amount or an ingestion of a
small amount, if it does get into the body fluids is excreted very
quickly through the kidney and is essentially gone.

Mr. SHAYS. Colonel, would you like to add anything here?

Colonel CIEsLA. Mr. Chairman, I probably couldn’t add much to
what Dr. Kilpatrick said, other than that it depends upon whether
you're talking about the chemical toxicity of DU, since it’s a metal,
and the radiological exposure, in which case having embedded frag-
ments is the bigger hazard because you keep the radiologic source
with you and so it’s able to continually bombard the surrounding
tissue.

But, once again, as Dr. Kilpatrick indicated, people with frag-
ments will theoretically present the most severe exposure potential,
and we have not seen actual health effects that resulted from that
exposure.

Mr. SHAYS. You see, in the reports and studies that the military
DOD has done on depleted uranium—candidly, we haven’t spent a
lot of time on this—but you have some folks who think it’s extraor-
dinarily dangerous, I guess, because of the word uranium. My
sense is that in a vehicle like a tank this heavy metal is basically
encapsulated—in other words, it’s in the—there is metal on either
side of it?

Colonel CIESLA. Yes, Mr. Chairman. Actually, when you're talk-
ing about the DU penetrator, if I had one here in front of us, it
would look like a big artillery shell.

Mr. SHAYS. No, I'm talking about the armament.

Colonel CIESLA. Oh, the external armor, sir?

Mr. SHAYS. Yes. So it’s low-level radiation, but if it’s hit and pen-
etrated, then there is the dust, correct?

Colonel CIESLA. That is correct, sir.

Mr. SHAYS. Is there anything between the depleted uranium—is
it encapsulated? Is it covered or coated with something?

Colonel CIESLA. Yes, sir. It’s encoated with an epoxy resin, some
of which is the actual paint they use to cover the exterior of the
tank. The actual turret of a Bradley or an M-1, the exterior sur-
faces that are armored, have depleted uranium literally incor-
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porated into the metal that comprise the turret. Inside and out-
side—there is what we call chemical agent resistant coating on the
outside, which is the colors you see outside of the tank at Bradley,
and then inside there is an epoxy resin paint, usually a light green
or very light color to give it some illumination. So that’s between
it, sir.

Mr. SHAYS. If I was in the military I would want the best protec-
tion I could get. But I would—going back to our old hearings, I
mean, we had people who would go into these tanks days later and
describe the dust around. They weren’t told it wasn’t a great idea,
but I'm sure they were told this time.

Let me say that we have votes, but I am not going to hold you
up afterwards. Let me have the professional staff ask a few ques-
tions that we need to get on the record.

Ms. F1orReENTINO. Dr. Kilpatrick, I wanted to followup with some
more questions about the follow-on Army environmental assess-
ment that’s being finalized. What are the findings of that environ-
mental assessment and why is that not finalized yet?

Dr. KiLPATRICK. That assessment is in the final draft. In fact, I
have the report as going through the Army chop chain, so that I
think that all the data are there.

What it does show that was not in any of the testimony that I
had here, because I got a copy of it this morning to take a look at,
is that there was, in fact, an armored vehicle that appeared to have
been penetrated by depleted uranium on a flatbed on a train track
some 150 meters away from the housing area where individuals
were. There was indication of depleted uranium at the penetration
hole on the vehicle itself.

There were some wipes taken at that area that gave an indica-
tion of depleted uranium. But other wipes on the vehicle or on the
car, air samples taken around the car were all negative for any in-
dication for depleted uranium, as were all other sampling in that
entire area.

As you heard described, there were a lot of oils and paints and
grease, the pigeon droppings, a lot of other issues were present in
that environment, but as far as a radiological hazard, it was only
on that armed vehicle on that flatbed.

Ms. FIORENTINO. Does DOD routinely test for DU at all military
bases or forward-operating bases?

Dr. KiLPATRICK. If you’re asking do we routinely ask people com-
ing back from deployment, that is one of the questions on the post-
deployment health assessment that we ask: Do you have a concern
about exposure to depleted uranium?

If an individual answers yes to that question, they should have
a conversation with an expert to say what was your exposure, what
is your concern. If it was, I was loading ammunition and I washed
my hands after loading it, then we say you really don’t need to
worry. If it was, I was nearby where friendly fire came in, then we
would say, yes, you do need; and then we refer them on to have
a 24-hour urine sample collected. That can be collected anywhere
but can only be tested at the CHPPM Center, at the Armed Forces
Institute of Pathology or at CDC, are the three laboratories that we
use that are certified to do tests on human samples.
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Ms. FIORENTINO. When will the OHS data be compiled into a us-
able data base for VA researchers to use, and who is going to be
responsible for compiling that data?

Dr. KiLPATRICK. That is probably a question that I would have
to give you a subjective swag on. The data, as you know, are being
archived at CHPPM. We are working to develop a system or proc-
ess to analyze that data. Obviously, its location of where it is col-
lected at present, as you heard from Dr. Mather, just getting a
large dump of data is not going to help the VA. They're going to
have to be able have it location-specific and then ideally located to
where people are.

And if you want to add something to that before I go on—let me
just add part of the answer to your question depends on who is
asking, because I would say it is available now.

With all of the data that we are accumulating, if they ask us for
a unit and location, people and location, there is a classification
that the subcommittee is well aware of; and that is an issue, to be
sure. But if you said to me, can you tell what this individual was
exposed to because they were in this general location and you just
establish the link there, that is an answer we can provide right
now.

In fact, a lot of OEHS surveillance information is available right
now in that form. It is just a matter of asking for it.

Mr. SHAYS. We have a choice of going on afterwards, and I don’t
think we are going to do that. So we are going to cut this hearing
off. There are probably some things that we should have put on the
record that we may need to do by written request.

Dr. Brown, is there any comment that you want to make before
we adjourn this hearing?

Dr. BROWN. One of the things that I think was just hinted at a
little bit here but I think was very important at this hearing that
came out was the aspect of risk communication about some of these
hazards. Dr. Mather described very well our DU program that we
run at Baltimore that we opened up for the 1991 Gulf war to mon-
itor depleted uranium in—for example, do urine samples of veter-
ans who were concerned about how depleted uranium may have af-
fected their health. One of the critical things that they found that
they had to do there was they had to develop risk communication
to be able to talk to the individuals who asked for the tests.

So when you explain when somebody gets a number—we heard
earlier a veteran describe a number he got in the mail from one
of these tests—and the group found that is not adequate. This is
unusual. It is a type of exposure. It is frightening because you're
talking about radioactivity, you’re talking about heavy metal tox-
icity, and doing the background work that you need to do to explain
that to a patient is absolutely critical. This is something that the
VA program has done an outstanding job in developing the means
to explain what that number means to somebody’s health.

Mr. SHAYS. Thank you.

Let me say I have 5 minutes until the machine closes.

Given that we have been wrestling with these issues for more
than 12 years, I have seen noticeable improvement in the attitude
of both DOD and the Department of Veterans’ Affairs. I like the
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fact that there is an Office of Deployment Health Support Direc-
torate. That is a good thing.

So I compliment both DOD and the VA on working to just make
improvements. I know you know we have a ways to go. But thank
you for your good work and thank you for the progress that we
have made. Thank you.

With this, the hearing is adjourned.

[Whereupon, at 1:05 p.m., the subcommittee was adjourned.]

[Additional information submitted for the hearing record follows:]
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Tuesday July 19¢th 2005
2154 Rayburn

Subcommittee on National Security, Emerging Threats
and International Relations
Hearing entitled:

Occupational and Environmental Health Surveillance
of Deployed Forces: Tracking Toxic casualties.”
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From: "Kirt Love" wilijiliiitampie
To: “Edgerton, Vic” sunienenSmtiitmRal iyins fntp i
Sent: Saturday, July 18, 151 PM

Subject:  Hearing on Tuesday the 19th - PL 105-85 follow up
Dear Vic and Marguerite

After the phone call from Marguerite | see the committee
is preparing to address pre-post deployment heaith issues
again. Under PL 105-85 if { am not mistaken.

Forbes Magazine and Wall Street Journal are at this time

rying to follow up a new rash of eosinophilic pneumonia

cases in lraq. Doctors have been trying to come forward,

but there seem to be obstacles. By the same foken, there

has been problems in the past with p i p niae
but DOD has quickly written it off.

Allan MacGill presented to the IOM Gulf War infectious
Disease panel on Leishmaniasis in lraq / Afghanistan.

| have video tape of this where he discusses how ill prepared
DOD really is for this disease. That civilian American medical
laboratories in general couldn't find it when looking for it, and
the skin and blood test are inconclusive in early detection.
The question has come up of is there a 100% sterile cure

for any form of Leishmaniasis, and is the American blood
supply in danger from military donations from those that have
not been diagnosed yet but are carriers. Blood ban is only
for those that have been diagnosed, chance of diagnosis

is based on visual observation of boils / skin lesions. However,
disease has been known to have latency of 3 years.

Captain Chanda M. Parrie of the 101st Airbomne Division

surgeons office contacted me to try and find out there chances

of contracting Leishmaniasis in lraq since DOD was unwilling,

or unable fo provide demographic exposure data . Communication
was cut short as DOD intervened. DHSD responded July 6th 2005,
but unabie to verify that anything was given to Cpt Chanda,

There is the good possibility that there is no full disclosure of
chances with contracting or treating Leishmaniasis in lraq.
Troops are not informed that independent labs like Parasitic
Disease Consultants exist here in the United States fora
second opinion to WRAMC / AFIP labs.

Parasitic Disease Consultants

Acinetobacter Baumannii and Congressman Dennis Moore.
Deployment Heaith Support Directorate never really responded

{o a request for a expl jion from Congr Moore on the
Acinetobacter Baumannii outbreak at Walter Reed Army Hospital,
Though CDC iater reported 102 cases, DHSD was reluctant to
discuss the current numbers in Irag at the IOM Gulf War Infectious

Disease meeting May 26th / 27th 2005.

AFIP blood vault. With the closing of the bulk of the Armed Forces
7/18/05
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institute of Pathology, access will be further fimited to the whole

blood and sera blood samples. The repository does not grant civilian /
independent labs access to this materials in the history of Guif War
era medical study. Only the Naval Research Medical Center and the
AFIP staff. Florabel Mullick and the epidemiology staff at the AFIP
have run interference for & years of granting oulside access to the
samples for any kind of third party verification. At this point there is
no oversight in place to verify the condition, state, or use of the
samples outside of the military. This is the only collection of ifs

type that is filitary controlied that is cryogenically stored from moment
sample was taken. Some of the 50,000,000 blood samples predate
Gulf War of 19908, of every service member that entered the military.
Much less the current pre-post deployment samples.

( HIV blood test )

Classified Mission medical service
DHSD had promised in 2002 that there would be follow up to
soldiers that participated in classified mission - that where injured
on those missions. So far the system in place is only PDA's carried
by Marine units.

How does a soldier get long term medical care if DOD disavows any
knowledge of that mission they were injured in. Lower enlisted are
vulnerable of being dismissed of VA service connection due to

lack of substantive evidence of "burden of proof®. 25 years for
standard declassification fime is a long time to wait for medical care.

Marguerite, Meryl, Randi, John, and the others have the AVIP
covered. I'm just trying to add a fittle to that. Thank you for your time.

Sincerely
Kirt P. Love
Director, DSBR

eosinophilic pneumonia

June 28th 2003 - Landstuhl, Germany from lrag
31 cases in country

USS Comfor reports acinetobacter infections

Also at the bottom is a response from DOD trying to play down
a misspelling on their part of:

"pneumococcal pneumoniae” versus

"pneurmnococcal preumonia®

Variants of Streptococcus pneumoniae, but according to DOD not
Streptococcus pyogenes. | didnt ask for the explanation, it was
sent to me when | had pointed out the difference to others,

termtor b

i - ( told by researchers this was the correct spelling )
{ acinetobacter baumani, acinetobacter baumanni, etc. )

April 17th, 2003
LCDR Kyle Petersen makes observation of a outbreak
in the desert of wounded lragis.

hitp/www clickitnews com/ubbthreads/printthread  php?Board=emergingdiseases&main=1 26&fype=post

HPA of UK - January 2004

7/18/05
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Announces possible association of French outbreak related fo
troops from March 2003 traqi conflict.
hitp://www . hpa.org.uk/edr/archives/archive04/news/news0104 htm

Congressman Dennis Moore reviews Walter Reed Army Hospital
of troop conditions on floor, runs into AB infectious patients.
Contact: Cheyne Worley ( his aid } - 913-621-0832

MWMR report - November 2004
Talks of the 102 cases reported in military.
hitp://www.cde.govimmwi/preview/mmwrhimi/mm5345a1. htm

Brooks Air Force base In 2005 talks of outbreak of eosinophilic
pneumonia in June 28 2003, complete with disease case reports
in powerpoint format

A Tale of Two Quibreaks

DHCC reports pulsative lavage problems
http://www pdheaith mifehc/default. asp#acinetobacter

Acinetobacter Fact Sheet for Clinicians, 15 Feb 05

CDC, Acinstobacter infection General information

. o & 0

PowerPoint Presentation, Feb 05

Acinetobacter baumannil Infections Among Patients at Mifitary Medicai Facllities Treating Injured U.8.
Service Members, 20022004, MMWR 53(45) Pages 1063-10886, November 19,2004

IOM - Infectious Disease - May 26th 2005

Mike Kilpatrick presents on behaif of DHSD about
Infectious Disease isses in Iraq. He discusses the
difference between blood cultures and wound cultures.
They believe its not a soil variant of the bacterium.
hitp/iwww iom.edw/Cbject. FileMaster/27/538/0.pdf

- Qriginal Message —-
ii>
To: <H
Sent: Wednesday, August 06, 2003 10:10 AM
Subject: Pneumonia

> Mr. Love,

>

> This note is to set the record straight about the bacterial cause of two
of

> the cases of pneumonia which have occurred in Iraq.

> Some confusion has arisen about the bacterium in question.

>

> The bacterium linked to the two cases was (genus and species names)

> Streptococcus pneumoniae, more commonly referred to as the "pneumococcus.”
> it is the most common bacterial cause of so-cafled "community-acquired”

> pneumonia. Disease caused by this organism is best referred to as

>p ip ia." Because the organism is a member of the genus
> Streptococcus, people sometimes refer to the disease as "streptococcal

> pneumonia”, which is, strictly speaking, not wrong, but infectious disease

> specialists tend not to use that term because it can be confused with the

> infection described below.

7/18/05
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>

> The two cases were not linked to Streptococcus pyogenes, also referred to
> as Group A beta-hemolytic streptococei (GABHS).  When this organism

> causes pneumonia (as it can, and certainly has in military and civilian

> populations), clinicians sometimes refer to the disease as "streptococcal

> pneumonia.® Unforfunately, this term is very similar to the scientific

> name {above) for the pneumococcus.

>

> The bottom line is that the two cases in Iraq should be referred to as

> cases of "pneumococcal pneumonia®, caused by the bacterium Streplococcus
> pneumoniae, also known as the "pneumococcus.” Disease due to GABHS (
> Streptococcus pyogenes) has not been implicated so far.

>

> if you find the above explanation confusing, you're in good company.
Lots
> of doctors confuse the terminology.

— Original Message ——

From: Patrie, Chanca NN
Ti

Sent: Wednesday, July 06, 2005 1:50 PM
Subject: Leishmaniasic % in governates of lrag

Do you have data on the chances of getting Leishmaniasis by Governates?
Chanda M. Parrie
CPT, MS

Environmental Science Officer
Division Surgeons Office

101st Airborne Division (AASLT)

oM

GULF WAR AND HEALTH: INFECTIOUS DISEASES
Agenda for Open Session

1:00 PM

infectious Diseases Endemic to SW Asia
Richard Reithinger, HeaithNet International
FowerPoint Presentation

1:30

Infectious Diseases Diagnosed in the First Gulf War
Kenneth Craig Hyams, Department of Veterans Affairs
PowerPoint Presentation

2:00

Infectious Diseases Diagnosed in OIF/OEF
Michael Kilpatrick, Department of Defense
PowerPoint Presentation

2:30
Leishmaniasis in the GuiffOIFIOEF

718/05
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Alan Magill, Waiter Reed Army Medical Center
PowerPoint Presentation

3:00
Public Comment Period

4:00 PM
End of Open Session

—- Original Message ~--

From: Meryi Nass

To: Kirt Love

Sent: Tuesday, July 05, 2005 6:53 PM
Subject: Fwd: afip GW tissue bank

Begin forwarded messdge?

From: "Mullick, Florabe! G, SES IV* <R >
Date: July 5, 2005 11:00:51 AM EDT

To: "Meryl Nass"
Subject: RE: afip GW tissue bank

Dr. Nass;

1t might be feasible to work with your in projecis pertaining to the Guif War if we have a research
protocoi from you describing what is it that you want to study. As you can understand we are the
custodians of department of defense’s patient's material and there is a process that we must follow.
Also, could you send me copies of your articles on the Gulf War or the references?

Thank you, }

Florabel G. Mullick, M.D., Sc.D., FCAP, SES
Principal Deputy Director, AFIP

14th Street & Alaska Ave., NW

Bidg. 54, Room N-1612

Washington, DC 20306-6000

From: Meryl Nass [peilwssisaa@aling:|
Sent: Thursday, June 30, 2005 3:07 PM
To: Mullick, Florabel G. SES IV

Subject: afip GW tissue bank

Dear Dr. Mullick,

| have been in touch with Mr. Kirt Love, who has spoken with you about the Gulf War tissue sample
barnk.

| have written about anthrax and Gulf War issues, and am very interested in knowing about the
range of tissue samples held by the AFIP that came from Guif War soldiers and veterans.

You mentioned the possibility of collaboration to Mr. Love, and that is certainly of interest. However,
without knowing what materials exist that could be studied, it is impossible to craft a proposal
regarding potential research studies.

7/18/05
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| hope you can get back to me about the AFIP tissue library, and in particular the types and numbers
of specimens from Gulf War soldiers. Have any studies been done to date looking for residual
avidence of toxicity from noxious exposures in the Gulf?

My best wishes,

Meryl Nass

Meryl Nass, MD

Mount Desert Island Hospital
Bar Harbor, Maine 04609
L

Meryl Nass, MD

Mount Desert Island Hospital
Bar Harbor, Maine 04609
[ Y

7/18/05



205

National Archives and Records Administration

8601 Adelphi Road
College Park, Maryland 20740-6001

June 10, 2005

M, Kirt Love | )
5867 Cardinal Street
Mount Jackson, VA 22842

Dear Mr. Love:

This is in response to your inquiry on May 20, 2005, regarding the declassification status of
CENTCOM records in Record Group 518. Mr. Richard Boylan in the Modern Military LICON
referred your question to this office for reply to you.

Currently, all declassification review of classified documents within the legal custody of the National
Archives and Records Administration (NARA) is being conducted under the provisions of Executive
Order (E.0.) 12958, as amended. The E.O. provides for the review and possible declassification of
classified documents that are 25 years or older. The CENTCOM records as you point out are only
approximately 15 years old. And these files still contain sensitive information on a number of issues.

Access to specific document within these files can be gained through submission of Freedom of
Information Act (FOIA) requests. If you wish to submit a FOIA request, I recommend contacting

" Mr. Boylan or any of his colleagues. They can help you focus your request to specific documents,
thereby facilitating the processing of your FOIA, However, please be mindful that NARA has
limited declassification authority, and that due to the date of the CENTCOM documents, the
majority, if not all classified documents will have to be coordinated with other government agencies
prior to release.

If you with to pursue the issue of CENTCOM records and their classification status, I suggest that
you contact the Information Security Oversight Office, National Archives and Records
Administration, 700 Pennsylvania Avenue, NW, Room 500, Washington, DC 20408, or via e-mail at
ISCO@nara.gov.

Sincerely,

HERBERT J. RAWLINGS-MILTON
Supervisory Archivist
Special Access/FOIA Staff
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THE WHITE HOUSE
WASHINGTON

May 16, 2005

Mr. Kirt Love

Director

Desert Storm Battle Registry

Post Office Box 177

Mount Jackson, Virginia 22842-0177

Dear Mr. Love:

On behalf of President George W. Bush, thank you for your letter.

The White House is sending your inquiry to the Department of Veterans Affairs. This agency
has the expertise to address your concerns. They will respond directly to you, as promptly as
possible.

The President sends his best wishes.

Sincerely,

M anguutdtd ¥. ey

Marguerite A. Murer
Acting Director of
Presidential Correspondence
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DEPARTMENT OF VETERANS AFFAIRS
Veterans Heaith Administration
Washington DC 20420

JUN 1 0 2005

n Reply Refer To: 131

Mr. Kirt Love

Director, Desert Storm Battle Registry
P.O.Box 177

Mount Jackson, VA 22842

Dear Mr Love:

) Your letter to President George W. Bush regarding the Department of Veterans Affairs’
comprehensive program to help veterans who served in the Gulf War and now are experiencing
health problems was recently referred to this office for reply.

In the past, you have been helpful to this office pointing out problems in this important
program, offering constructive suggestions for improvement. This is a relatively new program
and very large effort.

However, in your recent letter to the President you argue that we have made these
programs “nearly inaccessible.” We suspect that many of the 90,000 Guif War veterans who
have participated in our Gulf War Registry health examination program would not agree with
your assessment.

You wrote that the VAMC’s are “out of touch” and that the program is in such disarray
that each “VAMC does it differently.” I would like to let you know that participation in our
quarterly nationwide conference calls with field station personnel, who help implement these
programs, is near record high levels. Furthenmore, we encourage flexibility in the
implementation of our programs to meet the needs of our patients.

You wrote that Primary Care clinics are “not always aware of the Gulf War / OIF /
WRIISC VHA handbook protocols.” There is high personnel tarnover in these areas.
Consequently, it true that some individuals may not be aware of all our protocols. However, we
are working hard in education and outreach efforts to correct this deficiency, with our WRIISC
training video, brochure, and new WRIISC handbook.
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Mr. Kirt Love

‘We hope this response will be helpful to you and members of your organization, ands that
you will continue to offer constructive criticism concerning our programs.

Sincerely yours,

| ;4&4/: i K Nt 13

Susan H. Mather, M.D., M.P.H.
Chief Public Health and Environmental
Hazards Officer
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From: "Kirt Love” <
To: *Edgerton, Vig"

e
Ce: "Kirt Love" <{SNNNG>; "Bruce Lesicy" @iy gy |

Sent: Sunday, July 17, 2005 11:04 PM

Subject:
Dear Vic Edgerton, and Government Reform Subcommittee

fve been trying hard to work with Helen Malaskiewicz

{ Senior Environmental Agents Goordinator - Washington DC)
to resolve issues over the Guif War Registry / WRIISC

clinic avidly since February 2005. She has worked very

hard to respond to my request, but its apparent that due

to the structure, and the nature of this program she has

her hands tied. | personally lke her.

in case possibly you didn't know, the Gulf War Registry isn't just
for Guif War 1. it governs troops returning from fraqi Freedom as
well, as the two eras have been combined into this one registry.
The Guif War Registry is managed under Environmental Agents
at the Department of Veteran Affairs. As is the War Related liiness
and Injury Study Clinic.

hitp:/iwww 1 va.gov/iEnvironagents/page.cim?pg=5

Back a few years, the Persian Gulf Registry had Coordinators
at each VAMC. They had a public phone directory o contact
them, and setup a Guif War Registry exam. They had 4

Gulf War Referral Clinics nation wide, of which a phase l}

or phase Hl exam was forwarded to. That all changed in 2001.

Throughout the last 5 months | have worked with DVA EH to
put back up the Environmental Agents Coordinators phone
contact list, in which the data had more than 40 defunct VAMC
contact information to include 4 dead patrons. Helen called
the facilities to update that fist, and a month later put up the
corrected copy. In the same time period, the EH website

was updated to inciude the 10-8990a code sheet that wasn't
also avallable since 2001 - as well as the VHA WRIISC
handbook for referrals.

List of Environmental Health (EH) Coordinators (July 2005}

VAMC Hospitals were responsible for there own GWR exams
scheduling through Persian Gulf Coordinators. Which were
phased out by Environmental Health Coordinators. But, many
facilities lost the EH coordinator and opted to temp staff for the
job. So administration staff filled in, Primary Care physicians
filled In, even C&P as well as psychiatric staff filled in the roll.
So facilities might have a EH coordinator, C&P substituting, a
Clinic doctor substituting, or someone in the directors office
talking with Helen in DC. So there wasn't a uniform structure
from one facility to the next VAMG.

VA's defense to not putting out display materials in the many iobbies,
its esthetically displeasing to look at.

Problems with Gulf War Registry exam referral to WRIISC

7/18/05
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Another problem was walk-ins. VAMC lobbies have not been displaying
literature, materials, or a kiosk telling of the Gulf War Registry

or the WRIISC clinics. So they do not know walking into a VAMC that

any programs exist for both OIF or Gulf War. In fact, most GWR / WRIISC
referral exams end up being made when a veteran is scheduled for a
Compensation and Pension exam, Since the C&P doctor at many VAMC
would also be the GWR clinician. This also interfered with the WRIISC
program to the point that in a 3 year period they only saw 38 patients nation
wide, and the program had been delayed by VA for 2 years before being
implemented. PL 105-368

Month after month I have had cases of VAMC clinics ( like Rochester, NY )
where Guif War veterans were being refused GWR exams because the
Primary Care team would claim a veteran didn't qualify when they did.

Since many facilities didn't have a trained EH coordinator, they were not
familiar with VHA Handbook 1303.2 { also OIF ) or phase H or phase Hi
protocols for Gulf War Registry exams. So most exams never go beyond
visual observation, or phase |. Which doesn't cover Cutaneous Leishmaniasis
testing or any complex blood iab procedures unless the clinician does it

on his own.

1 wrote a letter to the Whitehouse asking for assistance in this matter, and
Susan Mathers of VA wrote back from the forward from the Whitehouse
a very short explanation letter that did not address this problem. So lam
waiting for a second response letter from the Whitehouse on my follow-up.

As we speak yet another veteran cannot even get a call back from his
Primary Care Physician to get a referral requested July 7th by Debbie

Seipel to Helen Malaskiewicz. Helen does follow up where she can, but

the VAMC's have been a grab bag of inconsistent problems in these dealings.
This is my 5th attempt this year to get a veteran help at their VAMC with
GWR MWRIISC exams, and run into countless obstacles for that veteran.

In Dave's case he wants to do a phase il exam at the Washington DC VAMC
WRIISC clinic to help with his very unusual, and devastating health problems,
He cannot drive himself as his license was taken away because of his heaith,
and he needs around the clock care from his family just fo survive. So he is not
capable of following this up on his own, and his wife has to work to support
him. So they need help even to get the referral made by the clinician just to
get to the clinic, and the clinician Isn't responding. This is someone Irying to
get this done on request, what about troops from Iraqi Freedom walking in the
door at the Atlanta VAMC - and there is nothing there aven in the lobby to tell
them this exist much less get Primary Care to offer it.

This is part of my recant to Susan Mathers on the Gulf War Registry data:

696,470 Guif War veterans are listed as Gulf War 1990-1991 combat era. In 1992 the Persian Gulf
Registry program made its start, until it was revised in 1996. During that 4 year period more than 49,079
veterans participated in the first registry.

At about 12,269 Gulf War Registry exams a year.

From 1996 to 1999 was the revised Persian Gulf Registry, of which 21,306 participated up to September

1909,
At about 7,102 Guif War Registry exams a year.
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While at the same time 32,876 where part of the military Clinical Comprehensive Evaluation Program. So
we have 70,385 Gulf War Registry exams, and 32,876 CCEP to produce 100,338 total Gulf War veteran
examinations.

In January 2003 the Gulf War Review published by VA reported 85,048 Guif War Registry exams, Which
means 14,663 exams had been done in the 4 years from 1999 to 2003.
Af about 3,666 Gulf War Registry exams a year.

As of June 10 2005 Susan Mathers rounded the number to 80,000 Gulf War Registry exams. Which would
mean 4,952 exams from 2003 to 2005.
At about 2,476 Gulf War Registry exams a year.

The problem here is that Operation Iraqi Freedom troops are returning home since 2003, and under VA
protecols they are supposed to be examined under the same program, as Guif War Registry exams. So
how is it with 100,000 additional troops added to this equation the numbers are going down instead of up
when war casualties have been pouring home from Ilraq. Only 12% of the original Gulf War veterans
returning have been in for a Guif War Registry exam but 246,150 { 35% ) have claims filed from the 1990
1881 conflict. (claim numbers - GWVIS report February 2005 ).

There's more on this, but | do not want to overdo this explanation of this
program to you. The rest can be explained in more detail in council if
you so choose. | certainly do not fault Helen Malaskiewicz in her job,

t fault Mark Brown, and Susan Mathers over her who have ignored input
from veterans such as myself year after year at VA on this.

1 hope this might be of value to the committee, and show that OIF troaps

need help getting VA care - exams - follow-up - and even just basic information
made available t0 them at VA. The GWR / WRIISC programs are in need of
oversight, and VA certainly will not volunteer this fact.

Sincerely
Kirt P. Love
Director, DSBR

Contact Information:
Veteran

Dave Seipel
300 Treetop drive
Bremen, GA 30110

09-06-1955 Birth date

Contacted Helen Malaskiewicz
Thursday July 7th 2005
about WRIISC exam

VAMC facility:
Atlanta GA

Primary Care Manager:
Green Clinic Angel Igleisas
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Wife Debbie calied VAMC on Wednesday the
13th to get a response, clinic said a doctor exam
would be August 12th, 2005 for routine follow-up.
No response on WRIISC referral from VAMC.

hitp:/iwww.guiflink.org/pgc/coordlist2.doc
Environmental Agents Coordinator

This is the supposed contact data for the Atlanta
VAMC EH coordinators:

1670 Clairmont Rd.
ATLANTA/DECATUR, GA  COM: (404) 321-8111x7044

Owen Harris, LCSW

30033 v (1118WS)

FAX: (404) 320-2237
COM: (WumetinmamilP Amanda Jackson (Alf)
SRR 1 1 15WS)
FAX: (404) 235-3011,3097 or(404) 417-1544
COM: (AimmmINeRs  Leatrice McGrew

7118/05
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DEPARTMENT OF VETERANS AFFAIRS
Veterans Health Administration
Washington DC 20420

In Reply Refer To: 131

JuL 0 82005

Mr. Kirt Love

Director, Desert Storm Battle Registry
P.O.Box 177

Mount Jackson, VA 22842

Dear Mr Love:

Your letter to President George W, Bush regarding the Department of Veterans Affairs’
comprehensive program to help veterans who served in the Gulf War and now are experiencing
health problems as well as your dissatisfaction with our earlier response was recently referred to

" this office for reply.

We are very sorry that young men and women are dying in Iraq, and that some other
service men and women have serious health problems that require prompt medical attention. As
you know, we have been very active in developing and promoting programs specifically for
these veterans. Perhaps we have not done enough to inform these veterans of our efforts.
Attached is a fact sheet, prepared by our Office of Public Affairs in June 2005, on VA services
for veterans of Operation Iragi Freedom and Operation Enduring Freedom.

As you may know, we have done a great deal to inform and educate VA field staff and
the veterans themselves about what we know about the health problems experienced by Gulf
War veterans. We have produced national newsletters, information bulletins, videotapes,
exhibits, posters, clinical guidelines, brochures, a course, and other items. We have met formally
and informally with groups of new veterans and soon-to-be veterans. We have held town
meetings and have testified before Congress.

While over 90,000 Gulf War veterans have come to VA facilities for registry
examinations, most Gulf War veterans have not. This is similar to our experience with veterans
" exposed to Agent Orange and ionizing radiation,

We are pleased that you and your organization seem to be interested in promoting the
Gulf War Registry examination. We sincerely appreciate your support of this VA-sponsored
program. Consequently, we would like to send you a variety of materials, including our
newsletters, posters, etc. with the understanding that you will pass them on to the VA medical
centers and other VA sites that you visit and that you will encourage the staff to prominently
display this material.
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Please advise us on how many items you will require each month. Thank you for your
support of our program to help veterans.

Sincerely yours,

‘Susan H. Mather, M.D., M.P.H.
Chief Public Health and Environmental
Hazards Officer



