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From the Editor

The Journal of Special Operations Medicine (JSOM) is an authorized official military quarterly publication of the United States Spe-
cial Operations Command (USSOCOM), MacDill Air Force Base, Florida. The JSOM is not a publication of the Special Operations Medical
Association (SOMA). Our mission is to promote the professional development of Special Operations medical personnel by providing a forum
for the examination of the latest advancements in medicine and the history of unconventional warfare medicine.

SOM Disclaimer Statement: The JSOM presents both medical and nonmedical professional information to expand the knowledge of SOF

ilitary medical issues and promote collaborative partnerships among services, components, corps, and specialties. It conveys medical serv-
ice support information and provides a peer-reviewed, quality print medium to encourage dialogue concerning SOF medical initiatives. The

iews contained herein are those of the authors and do not necessarily reflect the Department of Defense. The United States Special Oper-
ations Command and the Journal of Special Operations Medicine do not hold themselves responsible for statements or products discussed|
in the articles. Unless so stated, material in the JSOM does not reflect the endorsement, official attitude, or position of the USSOCOM-SG
or of the Editorial Board.

Content: Content of this publication is not copyrighted. Published works may be reprinted provided credit is given to the JSOM and the au-
thors. Articles, photos, artwork, and letters are invited, as are comments and criticism, and should be addressed to Editor, JSOM, USSOCOM,
SOC-SG, 7701 Tampa Point Blvd, MacDill AFB, FL 33621-5323. Telephone: DSN 299-5442, commercial: (813) 828-5442, fax: -2568; e-mail
JSOM@socom.mil. The JSOM is serial indexed (ISSN) with the Library of Congress and all scientific articles are peer-reviewed prior to pub-
lication. The Journal of Special Operations Medicine reserves the right to edit all material. No payments can be made for manuscripts submit-
ted for publication.

Distribution: This publication is targeted to SOF medical personnel. There are several ways for you to obtain the Journal of Special Opera-
tions Medicine (JSOM). 1) USSOCOM-SG distributes the JSOM to all our SOF units and our active editorial consultants. 2) SOMA members
receive the JSOM as part of membership. Please note, if you are a SOMA member and are not receiving the subscription, you can contact SOMA
through www.somaonline.org or contact MSG Russell Justice at justicer@earthlink.net. SOMA provides a very valuable means of obtaining
SOF related CME, as well as an annual gathering of SOF medical folks to share current issues. 3) For JSOM readers who do not fall into either
of the above mentioned categories, the JSOM is available through paid subscription from the Superintendent of Documents, U.S. Government
Printing Office (GPO), for only $30 a year. Superintendent of Documents, P.O. Box 371954, Pittsburgh, PA 15250-7954. GPO order desk -- tele-
phone (202) 512-1800; fax (202) 512-2250; or visit http://bookstore.gpo.gov/subscriptions/alphabet.html. You may also use this link to send a
email message to the GPO Order Desk—orders@gpo.gov. 4) The JSOM is online through the Joint Special Operations University’s new SOF
Medical Gateway; it is available to all DoD employees at https://jsou.socom.mil/medical/. On the left you will have several tabs; you must first
“log-in” using your SS#, DOB, and name; then go to “publications.” Scroll down until you get to the JSOM and click on the picture. From this
site, you can link straight to the Government Printing Office to subscribe to the JSOM. We are working with the JSOU to have a SOCOM-SG
medical site; we will keep you posted as that progresses. 5) The JSOM can also be emailed in PDF format; if you would like to be added to the
PDF list please send your request to JSOM@socom.mil.

We need Continuing Medical Education (CME) articles!!!! Remember, our continuing education is for all SF medics, PJs, and SEAL
corpsmen. In coordination with the Uniformed Services University of Health Sciences (USUHS), we also offer CME/CNE to physicians, PAs,
and nurses.

JSOM CME consists of an educational article which serves to maintain, develop, or increase the knowledge, skills, and professional
performance and relationships that a physician uses to provide services for patients, the public, or the profession. The content of CME is that
body of knowledge and skills generally recognized and accepted by the profession as within the basic medical sciences, the discipline of clini-
cal medicine, and the provision of healthcare to the public. A formally planned Category 1 educational activity is one that meets all accredita-
tion standards, covers a specific subject area that is scientifically valid, and is appropriate in depth and scope for the intended physician audience.
More specifically, the activity must:

» Be based on a perceived or demonstrated educational need which is documented

» Be intended to meet the continuing education needs of an individual physician or specific group of physicians

» Have stated educational objectives for the activity

» Have content which is appropriate for the specified objectives

 Use teaching/learning methodologies and techniques which are suitable for the objectives and format of the activity

» Use evaluation mechanisms defined to assess the quality of the activity and its relevance to the stated needs and objectives

To qualify for 1 CME, it must take 60 min to both read the article and take the accompanying test. To accomplish this, your articles
need to be approximately 12 - 15 pages long with a 10 - 15 question test. The JSOM continues to survive because of the generous and time-
consuming contributions sent in by physicians and SOF medics, both current and retired, as well as researchers. We need your help! Get pub-
lished in a peer-review journal NOW! See General Rules of Submission in the back of this journal. We are always looking for SOF-related articles
from current and/or former SOF medical veterans. We need you to submit articles that deal with trauma, orthopedic injuries, infectious disease
processes, and/or environment and wilderness medicine. More than anything, we need you to write CME articles. Help keep each other cur-
rent in your re-licensure requirements. Don’t forget to send photos to accompany the articles or alone to be included in the photo gallery asso-
ciated with medical guys and/or training. If you have contributions great or small... send them our way. Our e-mail is: JSOM@socom.mil.

Maj Michelle DuGuay Landers
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Bob Vogelsang, COL, VC, USA
Senior Medical Editor

Dear JSOM Readers,

Rocky was recently faced with a glut of colonels here in the SOCOM Surgeon’s office, so he started putting us
to work. Since I am the other doctor in the office, he put me in charge of clinical operations. We have determined that
this encompasses education and training, of which JSOM is a large part. Having submitted an article for the last issue
of JSOM, I now know what is required from both the contributor and editorial staff to put forth a quality product, or what
can inhibit such.

As the new Senior Medical Editor for JSOM, I would like to introduce myself and provide readers with my vi-
sion for this publication. First off, yes, [ am a veterinarian. So what makes me qualified to be the senior medical editor
of this journal? Well, I have eleven years of college jammed into my brain, the last seven of those as part of a profes-
sional health care degree program (Michigan State University College of Veterinary Medicine) and a graduate degree pro-
gram (Masters in Comparative Pathology from University of California-Davis). During those California years, I also went
through a surgical residency and became board-certified by the American College of Veterinary Surgeons. During the
Gulf War I spent time with 3rd SFG(A) as the TF Executive Officer making sure the medical task force in Kosovo func-
tioned in a well-oiled manner. My brigade HQ (30th Med) deployed to Iraq while I was still in Kosovo, but I returned
to serve as its G3 (Rear) when 80% of its units were back at home station.

So yes, I do feel qualified for this job and yes, you really are getting the impression I’m trying to justify it maybe
a little too much; but hey, we vets just don’t get no respect. Come on, admit it, you appreciate us for the comedic relief
we give at staff meetings and not for our medical prowess (“Hey doc, the old man is pretty cranky today, I think his anal
glands are full — you think you can squeeze ‘em for us to get him in a better mood....HA HA HA, etc.).

Onward ... it is my goal to assist our Managing Editor, Lt Col (select) Michelle Landers (congrats to Michelle
on the selection and imminent promotion!), and JSOM contributors to continually improve the relevance, scope, and
quality of this publication for its readership. There will now be another set of eyes to help review and proof the contents
of the journal. I also intend to reintroduce feedback mechanisms through which the readers and authors/contributors can
help us cultivate a better publication. However, we won’t be able to make it better without your involvement. JSOM is
really your journal, not ours. We put it out because a cross-section of the community wants it. There were previous at-
tempts by Lt Col (select) Landers to solicit input from readers and contributors through the Readership Survey, but she
received little feedback. Maybe, there is just no room for improvement, but if you don’t like what you see and don’t speak
your mind, then we don’t want to hear any belly-aching.

If you have never submitted an article or review or comment, please step up and do so. Worst that could hap-
pen is I say “this really stinks, try again,” but more likely, we will assist you in getting it looking good to where we will
both be proud to place it in this splendid publication. I especially encourage our enlisted providers to submit articles.
You are where the meat meets the grinder and you surely have some experiences to support opinions on what is work-
ing, what is not, and how things could work better. Whether an 18D or SEAL corpsmen or a Ranger Medic, you have it
in you to put pen to paper or finger to keyboard to create something that could benefit our community.

In closing, I am very eager to start being a part of JSOM and I look forward to interacting with its readers and
contributors.

No greater threat than an Airborne Vet!

I can be contacted at either robert.vogelsang@socom.mil or 813-826-6031, DSN 299
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From the Command Surgeon

WARNER D. “Rocky” FARR
COLONEL, U.S. ARMY
Command Surgeon
HQ USSOCOM

We are having the usual summertime PCS sea-
son in the office, but not me! Progress is being made
on several key issues, some of which I could use some
help. I am beginning to understand more and more
how the joint command world works or does not work.
As in everything, it all revolves around money. Since
everyone wants money for their pet project and there is
not enough money to go around, what this headquarters
really does on the “Title X-Train, Organize, and Equip”
side is apportion out and administer shortages. There-
fore, when I tell someone that this needs to happen
(read: “you need to give me money for this”) they just
do not magically say “sure Doc” and hand me the com-
mand checkbook.

Even rubbing your caduceus and saying “But
if you don’t, people will die” doesn’t loosen the purse
strings, because everyone can say that to some degree,
whether it’s asking for new airplanes or submarines or
whatever. Therefore, you might ask, what IS the coin
of the realm? Turns out to be requirements and lessons
learned. This is something relatively foreign to Medics
and medical officers. Nevertheless, even when you be-
come educated to the process and can speak the J-8’s
language of resources, requirements, and force struc-
ture, we in medicine still have a unique problem. We
have learned how not to fail.

If an infantryman runs out of ammunition, bad
things happen in combat and the lesson learned is “take
more bullets, don’t run out.” That is sent in to the US-
SOCOM J-8’s Lessons Learned database. In addition,
a new requirement is generated: “Need more ammo
and ammo bearers on the manning and equipment doc-
uments.” The organization then spends its money to

buy more ammunition with an acquisition program and
increase its force structure with ammo handlers. That
senario reasonably sums up the purpose of the “Title X-
Train, Organize, and Equip” side of this headquarters
both in mission and how they do it.

However, Medics don’t fail. We never show up
and run out of bandages. We also never show up with-
out an evacuation plan or surgical support, even when
we don’t have it organic to the unit or even if it wasn’t
in the published plan. We creatively work to ensure that
people don’t die from lack of medical care or evacua-
tion whether or not our commanders tell us to and usu-
ally without them being aware of what we’ve done. |
had a senior surgeon, great guy, very effective in his
SOF job say “I told my general that if I had to come to
him with a medical issue, I’ve failed.” That’s the kind
of Soldiers we are: We don’t fail, we don’t fuss if not
thought of by the planners or operators; we just make it
happen seamlessly without any fanfare. However, the
down side of this selfless and seamless service is igno-
rance on the part of the leadership concerning our prob-
lems. They are constantly lulled into a false feeling of
security by the lack of problems identified by the Medics
and the obvious good work that was done when they talk
to survivors at Walter Reed.

Problems produce lessons learned and
new/emerging requirements for equipment, units (force
structure), tactics, and techniques — everything the mil-
itary does. In medicine, we tend not to have lessons
learned or unmet requirements because we creatively fix
the problem. We all know that supporting level two
medical resources are either too limited, not organic, or
not the right size if begged, borrowed, or stolen, but

From the Surgeon



where’s the requirement to have more? Or on the other
hand, where are the lessons learned that says “need
more,” or “need bigger” or “need organic” or “need air-
borne” or “need air droppable?” This is the fight I have
down here. I can only drive a requirement, here in the
joint world, if the services have identified something as
a requirement and cannot fix it themselves. Therefore,
for a hypothetical example, if I go and say “we need
more and bigger laboratory units” (hypothetical, re-
member, as we don’t need more labs) the questions [ am
asked are:

1. What’s the requirement?

2. Why should it be a joint (or MPF11 funded) require-
ment?

3. Why haven’t the individual services identified it as a
problem?

4. Why haven’t the individual services done it? — it’s their
responsibility!

5. Show me where we’ve failed because we haven’t had
it?

6. Where are the lessons learned showing that we need it?

Captain Nancy A. Hazleton,
MSC, USPHS 1946-2007

A generation of Special Forces
Medic (18D) students, will re-
member Captain Nancy A. Ha-
zleton, MSC, USPHS. She was
the Operations and Training Of-
ficer at the Gillis W. Long Na-
tional  Hansen’s Disease
Research Center at Carville, Louisiana. Contact with the
last “Leprosarium” in the continental United States began
as an offshoot of the 18D course’s OJT hospital phase for
some students at Fort Polk’s post hospital. Students then
began to go to Carville for a week of their Fort Polk ro-
tation to see Hansen’s disease. The training there, be-
cause of then Commander Hazleton, was ideal. It was
not just on Hansen’s disease but on other chronic condi-
tions in a near third world environment. This grew into
a full-fledged OJT site and then was ultimately used as a
flyaway Trauma Clinic 3 where entire 300-F1 classes
were parachuted in for a week of trauma clinics and hos-
pital rounds. The Company F (Airborne) S-3, SFC Hens-
ley at that time, worked closely with Commander
Hazleton who was thrust into unfamiliar territory work-
ing on drop zones, SEAL boats in the Mississippi River,

My answer tends to be “Well gee, we’ve always
begged, borrowed, or stolen enough to make it happen,
but we really need to stop that and do it right cause bad
things will happen someday if we don’t, and people will
die.” So, then they give the money to someone else who
has (1) validated requirements backed up by (2) lessons
learned. On that beg, borrow, and/or steal issue, since
the transformed battlefield has a lot less on it to beg, bor-
row, and/or steal FROM, I think we desperately need
TSOC (Theater Special Operations Command) Surgeons
and senior medical planners to orchestrate the begging,
borrowing, and/or stealing FROM and I’m fighting that
battle also. A battle that is tougher without requirements
and lessons learned.

As Colonel Kevin Keenan (he leaves JSOMTC
1 October 2007) says, “I was a Soldier, then I was a doc-
tor, and now I’'m a bureaucrat.” Why am I telling you
this sad story? Because I, and moreover the component
surgeons, need lessons learned and new requirements
identified to their respective G-8s, to support their argu-
ments of manpower, new units, money, new stuff, every-
thing. Then, if it can’t be fixed at service level, I get a
crack at it down here. In addition, some day you’ll grow
old and have to do this job too.

and other requirements foreign to her. She performed
magnificently even when the Admiral’s golf cart ended
up in the lake. We will miss her.

Captain Nancy A. Hazleton died from cancer on
May 29, 2007, just two days after her 61st birthday. She
was born 27 May 1946 in Santa Rosa, California to
George and Verna Hazleton. Both her parents and older
brother Tom preceded her in death. She is survived by
three nephews and many cousins.

Nancy graduated from Pacific Grove High
School in 1964. It was there that she played the saxo-
phone and developed a lifelong appreciation of jazz. She
went to San Jose State University earning her Bachelors
and Masters Degree in Public Health from the depart-
ment of Behavioral Sciences.

She spent several years in France. In 1971 she
worked in the administration office of the Tanzania Em-
bassy in Stockholm, Sweden where she studied Swabhili
in order to understand secret transmissions, an activity
that would have had her fired if the consulate knew.

In the mid 1970s Nancy began her career in pub-
lic health by joining the Commissioned Corps of the
United States Public Health Service in the Region V of-
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fice in Chicago, IL. It was there that she helped place
healthcare providers into health manpower shortage
areas. Afterwards she transferred to the state of Illinois’
Public Health Department in Springfield, IL as the Na-
tional Health Service Corps (NHSC) consultant for that
state, doing the same thing she was doing in the Regional
Office, but now only for the state of [llinois. She moved
to Atlanta, GA, in 1984 and worked at that regional of-
fice. Two years later she relocated to Washington, DC,
to work for the Office of Refugee Health.

She went to Carville, LA, in July of 1987 and
worked in the training branch at the Hansen’s Disease
Center. It was her job to produce training materials and
seminars to teach healthcare workers, primarily physi-
cians, how to identify and treat Hansen’s Disease (for-
merly known as leprosy). It was there that she qualified
as an EMT. As a guest lecturer for Special Forces at Fort
Bragg, NC, she arranged military training at Carville.
During her tenure at Carville, she served a six month
temporary assignment at the United States Embassy in
Romania where she assisted with the efforts to improve
the plight of orphans and bring some order to the adop-
tion process being sought by many Americans.

She moved back to Washington, DC, in 1991
and worked in the National AIDS Program Office. It
was in this position that she interacted with the White
House on AIDS issues. After four years she transferred
to the National Institutes of Health (NIH) where she

SF Medics training at
Carville Hospital, 1988

From the Surgeon

served at the Office of Alternative Medicine and man-
aged the medical education conference on complemen-
tary medicine as well as being key to the formation of
the World Health Organization’s (WHO) herbal medi-
cine project at the NIH on investigating alternative med-
icines.

From 1997 to 2000 Nancy became the senior
advisor to the assistant surgeon general. She was sent to
Vietnam to set up the first Office of the Health Attache
for the Secretary. After the bombing of the Nairobi and
Dar es Salaam embassies in 1998, Nancy headed the ad-
vance team to Kenya and Tanzania representing the Of-
fice of the Assistant Surgeon General to prepare for
President Clinton’s delegation headed by Dr. Satcher
(the Surgeon General) with medically trained private
sector delegates from the U.S. These were dangerous
times, but Nancy was up to the task. In 1999 she par-
ticipated in the establishment of the first international
attaché office (HHS) in Pretoria, South Africa.

In 2000 she again joined the NIH from which
she retired on May 1, 2003 and moved to Tucson where
she became involved in designing and creating jewelry.
She also volunteered at the Tucson Animal Shelter tak-
ing pictures of the animals to assist their adoptions. In
addition, she helped with the Tucson Symphony Auxil-
iary and the Friends of Hubble, an organization that as-
sisted a trading post where Native American Artists were
able to sell their works directly to the public.



SENIOR ENLISTED MEDICAL ADVISOR (SEMA)
SOCM GLENN MERCER

During this last quarter we have been sanitizing
the master database of the Advanced Tactical Practition-
ers within the claimancy. Several historic problems with
the data have now been corrected. The primary thrust at
this point is getting the demographics of each card holder
to match their current geographic status. We have been
successful at capturing and updating at the certification
and re-certification milestones; however, those operators
who have been otherwise constrained by op tempo are
essentially missing data fields in the system. Be alert
for any communication from the SOCOM medical train-
ing office as this is an attempt to find you, relative to
your last assignment for duty. Ultimately this should,
and will be, a web based system that functions beyond
the read-only capabilities. The performance metric for
our office here is turn around time. I strongly encourage
any operator who has completed the requisites and not
received a certification package to contact the SOCOM
training office and get their account squared away.

The change of command has taken place here at
SOCOM and we have our first Navy Admiral as Com-
mander. As of this issue there are no major course cor-
rections at the strategic and operational levels for the
Combat Medics or direct support personnel.

We (senior enlisted) have been conducting a de-
tailed review of recent casualty reports. A consistent
theme is that our Combat Medics are routinely and ha-
bitually exposed to mass casualty environments as de-
fined by the book. Clearly this validates the SOF
doctrinal philosophy of de-centralization of training and
equipment at the tactical level. Ultimately, I believe this
is why TCCC was able to be a generational success in

our organization as the competency of the operators al-
lows us to overcome technical obstacles faster than the
conventional forces. We have had some recent institu-
tional successes with acquisitions and doctrine that were
turning points for the SOF Medical community. How-
ever, that is old news. [ want to see us capitalize on this
inertia and get deep into the process development venue.
For a Platoon SGT or Chief, waiting a year or more for
a response to an After Action Report is just unsatisfac-
tory. The recent casualty reports, wounding patterns, and
demand analysis dictate that we need to reassess our en-
tire fusion process at the global level. I intend to use the
JMEAC and SOCOM Requirements Board for this func-
tion. Each casualty case on the ground has common
after action assessments that can be used to evaluate fun-
damental gaps. Was the Medic prepared and trained to
handle the job? Was the Medic carrying the material that
allowed him to implement his core competencies at the
point of injury? Was line leadership trained on the tac-
tical and operational impact of casualties or mass casu-
alties? Did research and development anticipate this
circumstance two years ago? Was the personal protec-
tion effective or ineffective? From the process stand-
point there are layers of agencies that support each one
of these questions and not surprisingly layers of com-
munication gaps that keep well intentioned people work-
ing in vacuums.

SOF medicine is a unique community within a
unique community. Getting traction on issues some-
times requires both the hammer and anvil. To get this
done we need the Medics to aggressively communicate
up the chain. We are the owners of the Level 1 environ-
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ment. To date, the Special Operations Lessons Learned
Reporting System (SOFLLRS) has paid dividends, but
it’s only being used to a fraction of its capability by our
constituents. The next thrust will be future Requirements
and JMETLs for Combat Medics. That includes assess-
ing what is going right. Our ability to articulate those
successes will in part determine whether or not the an-
swers to the questions in the previous paragraph are pos-
itive or negative responses. Given the fluid nature of the

GWOT, we have to develop a synchronization and fu-
sion process that works in terms of decades and is de-
scribed doctrinally. Seven years ago a process called the
SOF Truths was used in this claimancy. That process was
a good start; however, it was local, organic, and simply
never tied in to other supporting agencies. I intend to
have this entire process refined by this year’s SOMA
Conference (10 to 13 December) and look forward to
briefing our baseline.

Admiral Eric T. Olson takes command of USSOCOM following the retirement of General Bryan D. Brown on
9 July, 2007.

Enlisted Corner



Joe Caravalho, MD
COL, USA
Command Surgeon

USASOC Medicine Year-in-Review

As [ transition back to the conventional Army,
this is my last Component Surgeon submission to the
JSOM. It has been an exciting, challenging, and profes-
sionally rewarding year for me and my medical direc-
torate staff. Leaving USASOC, I’'m filled with pride and
a sense of personal good fortune for having served with
the finest Soldiers in the business. I am immensely grate-
ful to both Lieutenant General Robert Wagner and Com-
mand Sergeant Major (CSM) Michael Hall for their
professionally supportive command climate, which has
allowed our directorate to fully engage a number of dif-
ficult medical issues these past 12 months.

For starters, we coordinated a number of internal
and extramural medical conferences, off-site meetings,
and working groups throughout the year. This synchro-
nized the Surgeon’s mission, vision, and priorities with
subordinate USASOC units, higher headquarters, outside
federal agencies, and the Army Medical Department
(AMEDD). Although not perfect, I'm pleased with the
progress we’ve made in information-sharing throughout
the community and beyond.

We formalized USASOC’s Human Subjects Pro-
tection Program, in keeping with Congressional mandate,
Department of Defense (DoD) directives, Secretary of
the Army orders, and, finally, Office of the Army Sur-
geon General guidance. The USASOC Surgeon’s Office
has embraced Congress’ intent to fully protect individu-
als involved in research activities, and as such, I have

taken on the role of USASOC’s Human Protections Ad-
ministrator. Our formalized Human Use Committee pro-
vides Soldier protection oversight without unduly
hindering USASOC’s equipment testing mission.

Medical Communications for Combat Casualty
Care (MC4) is the result of another Congressionally-
mandated program, that being use of electronic medical
records (EMRs) for deployed Soldiers. The Medical Lo-
gistics section facilitated a number of meetings with the
MCA4 staff, and began delivering handheld and laptop de-
vices to our subordinate units. I fully understand how
hard our deployed Soldiers have worked on these sys-
tems, and I appreciate their constructive comments. We
do not have the final EMR solution, but I assure you US-
ASOC’s contributions will make a big difference in get-
ting the Army and DoD to that point over time.

We’ve continued our participation in USSO-
COM’s Biomedical Initiative Steering Committee
(BISC). I am personally very happy with the hard work
our Medical Capabilities and Requirements Section is
putting into the BISC. We continue to solicit research
ideas from the field. I am particularly interested in com-
mon/repetitive injury prevention. In a Soldier-focused
Army, USASOC will do well to direct the BISC towards
keeping our operators in peak performance throughout
their military and follow-on civilian careers.

Training has proven to be a complex issue for
our Medics during the recent operational tempo. We
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haven’t lowered training standards, but we have in-
creased decentralized flexibility to meet these standards.
The recently updated medical portion of USASOC Reg-
ulation 350-1 fully addresses these issues. Regarding
non-trauma training, I applaud 1st Special Forces Group’s
initiative for a centralized repository of common train-
ing slides. I’'m hopeful my office can build on this con-
cept, placing command-wide contributions on its widely
accessible portal. These training sets can complement
the face-to-face training already taking place at each of
the units.

Finally, as the consultant to the Army Surgeon
General for Special Operations medicine, I have worked
hard with senior CSMs, both Special Warfare Center
(SWC) and AMEDD proponents, and the Human Re-
sources Command to increase assignment options and
career opportunities for our AMEDD officers and non-
commissioned officers (NCOs), as well as our Special
Forces Medical Sergeants. I’'m convinced decision-mak-
ers understand the importance of having well-placed
medical professionals throughout the command. With
that in mind, we have taken great pains to identify, as-
sess, and select the very best officers and NCOs for US-
ASOC. I'm also happy to note USASOC’s increased
NCO positions in the coming years. We also expect to
get a Sergeant Major for our Senior Enlisted Medical Ad-
visor soon. I expect continued growth in the future.

I haven’t touched on everything we’ve gotten
our hands on this past year, and I couldn’t possibly ac-
knowledge every great American who has had a hand in
our accomplishments. I would be remiss, however, if |
didn’t publicly thank Colonel Kevin Keenan, SWC’s
Command Surgeon, for his undying loyalty, exceptional
academic leadership, and his dedicated service to the
Special Operations Medic. Over the last several years, he
has influenced a generation of medical sergeants person-
ally and indelibly. I dare say those who currently prac-
tice good medicine in bad places will owe him a personal
debt of gratitude. We at USASOC wish him and his fam-
ily the very best as he moves on to complete his active
duty career in the Army Medical Corps.

So there you have it. USASOC medicine con-
tinues on azimuth. I’m glad to have been on board this
past year, and I’'m glad to have worked with each and
every one of you Special Operations Medics and Army
SOF medical professionals. Thanks for all that you do
every day, for every Soldier in harm’s way, and for every
family member at the home front.

Be safe, train hard, continue to practice good
medicine, and remember to share what you’ve learned
through venues such as the JSOM.

Sine Pari!

COL Joe Caravalho was replaced by COL Dalton Diamond as the USASOC Command Surgeon
on 20 July, 2007.
Welcome COL Diamond!

Component Surgeon



Timothy Jex, MD
Col, USAF
Command Surgeon

Let me start this quarter by welcoming some new
faces to the AFSOC/SG staff. Col Bill Nelson just arrived
as the new Chief of Aerospace Medicine, replacing Col
Tim Robinette, who is heading to Japan to command the
374th Medical Group at Yokota AB. Col Nelson is an or-
thopedic surgeon and an Aerospace Medicine specialist
who was previously assigned to the 352 SOG and 31
SOS, and is already well-known and respected in the
AFSOC community. Lt Col Mark Ervin recently took
over as the Chief of Medical Operations, replacing Lt Col
Mike Curriston who retired. Lt Col Ervin is a general sur-
geon, was previously the director of AFSOC’s Special
Operations Surgical/Critical Care Teams, and brings a
wealth of Special Ops experience to the table. Lt Col Lee
Harvis will also be arriving later this summer as AFSOC’s
first pilot-physician. His primary focus will be working
CV-22 Human System Integration issues (plenty to keep
him busy!). He is a helicopter pilot and Aerospace Med-
icine specialist with more than 2,300 hours, including 60
plus combat hours in Afghanistan and Iraq. All three of
these gents were in high demand for many other jobs, so
I’m especially pleased to have won the assignments’ arm
wrestling matches in order to welcome such high quality
additions to our staft!

In other AFSOC news, we are in the process of
formalizing a partnership with the University of Montana
in order to enhance our ability to conduct human per-
formance (HP) studies. The University of Montana has
been supporting the U.S. Forest Service for decades by
conducting research relating to enhanced performance of

wildland firefighters, and has become one of the premier
HP research centers in the nation. The UM team is a high-
speed, hard-core group that understands our mission and
fits right in with AFSOC. I’m confident this partnership
will pay huge dividends in the coming years as they help
us develop the best strategies for enhancing performance,
reducing injuries, accelerating rehabilitation, and even se-
lecting the best candidates for air commandos in general,
but particularly our battlefield airmen. As always, I en-
courage you to forward us your suggestions for future
studies in these areas.

Finally, as follow-on to HMCM Mercer’s com-
ments about the ambiguous state of EMT-P certification in
SOCOM; I am pleased to report that the Air Staff is mov-
ing forward to determine the best way to provide an Air
Force sponsored formal training course with central fund-
ing for Air Force billets requiring EMT-P certification.
Recognizing the fact that over half of the positions re-
quiring certification are in MAJCOMSs other than AFSOC,
there is consensus between the MAJCOM Surgeons and
the Surgeon General that this is a multi-MAJCOM issue
which needs a centralized solution. A working group is
currently weighing various options to make this happen.
While we don’t know the details of the final solution yet,
this is a big step toward resolving a very long-standing
and difficult issue.

We’re engaged in a long war, but you are mak-
ing a difference. Never forget your values, vision, and
who you are — a key part of “the worst nightmare of
America’s worst enemies.”
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Jay Sourbeer, MD
CAPT, USN
Command Surgeon

I am concerned about a pressing issue for all
components of Special Operations: Forward Resuscita-
tive Surgical Capability.

Survival after combat injury is at an all-time
high standard. Body armor and improved battlefield
care contribute, but the other major contributing factor
is forward resuscitative surgical stabilization, often
within half an hour of injury.

Forward resuscitative surgical capability is the
current standard of care expected by our professional
warriors. It profoundly affects the power and sustain-
ability of our war fighting at the individual, unit, and
strategic levels. It strengthens the warriors going into
danger. The ability to place fellow warriors out of dan-
ger and under anesthesia keeps the rest of the warriors
in the fight even after casualties occur. In addition to
saving our own personnel, enemy wounded denied mar-
tyr status become valuable assets. Casualty outcomes
impact beyond the tactical level. In today’s war they
are a measure of success or failure, exerting profound
effects at the strategic and political levels.

Time constraints require forward resuscitative
surgical stabilization because travel requires too much

time to get Wounded Warriors to overseas fixed U.S.
facilities or to the few foreign facilities that approach
United States surgical standards. Rapid response, high
surgical standards, and the flexibility of military surgi-
cal teams are all integral parts of forward resuscitative
surgical capability. This capability can only be
achieved by co-location with teams attached to con-
ventional forces or by bringing our own teams to sup-
port special operations.

The requirement for forward resuscitative sur-
gical capability is now a critical issue for all Special
Operations Forces because our current capability is en-
tirely due to co-location with forward located conven-
tional forces surgical teams. Special Operations forces
rely on conventional forces to provide all but the bat-
tlefield echelon of care.

To bring forward resuscitative surgical capa-
bility to the unconventional warfare battlefields of the
future, we must identify it as a critical capability re-
quirement. Once this capability requirement is formally
identified, we need to develop and maintain indigenous
forward resuscitative surgical capability for unconven-
tional warfare forces.

Component Surgeon



Stephen F. McCartney, MD
CAPT, USN
Command Surgeon

At the time of this writing the battle rhythm at
MARSOC is steadily increasing. The 26th Marine Ex-
peditionary Unit (SOC) has just offloaded and with that
fine force of Marines, includes the Marine Special Op-
erations Company Fox. The 2nd Marine Special Oper-
ations Battalion fielded Fox Co. as MARSOC’s first
MSOC to participate in the GWOT. We welcome Fox
Company home with few wounded and no fatalities.
Out west at Camp Pendleton, the 1st MSOB currently
has had Alpha Company deployed in two AORs. Sev-
eral other MSOCs (on both coasts) are meeting goals as
they prepare for future deployments with the MEU.

Our medical growth within MARSOC contin-
ues steadily. I have had the delightful pleasure to inter-
view the many enthusiastic Navy officer candidates who
seek to serve with MARSOC. Many of these talented
medical professionals have prior enlisted community
backgrounds such as SARC, Navy SEAL, USMC, EOD,
and prior deployments with SOF commands. The hard-
est job I have lately is having to make that Solomonic
decision between two highly qualified individuals.

That being said, I welcome LCDR Mike Lappi,
MC, USN as MARSOCs first Preventive Medicine Of-
ficer. He has extensive experience with
NAVSPECWAR and carries a PhD in Environmental
and Occupational Medicine. He comes to MARSOC
from King’s Bay, GA, where he served with the Atlantic
Submarine Fleet. Thank you LCDR Shelton Lyons,
MSC, USN, MARSOC, EHO for your many months of

steadfast PMO support for MARSOC. Bravo Zulu!

MARSOC Medical is looking into the future
and trying to design the best career paths for our SARCs
and work closely with “Big Navy” to allow for their
prolonged service with us. MARSOC’s investment in
the extensive specialized training (e.g., language, cul-
ture) is what will distinguish a MARSOC SARC from
the prior Force or Recon battalion corpsman model and
will drive the need for a robust return on our investment.
In other words, longer tours with MARSOC are vital.

Our Marine Special Operations School had its
first RSAS (recruit, screen, assess, and select) this May
with good results. As the word gets out amongst the
USMC we expect many to try to become MARSOC
Marines. MARSOC is looking for the right Marine and
Sailor, not necessarily the best Marine or Sailor. In the
future, the corpsmen of MARSOC will also enter the
same process. The criteria is being discussed by our
SNCO community.

SOMA is now on for December 10 to 13 and I
look forward to having MARSOC present some of what
we have accomplished thus far. Our Marine Special
Operations Advisor Group (MSOAG) has excelled in
their FID missions and we look forward to sharing this
with SOMA 2007 attendees. MSOAG Surgeon, LCDR
Mike Shusko, has seen and treated many diverse dis-
eases on deployments and left behind a long-lasting,
positive imprint on those who have been fortunate to
see him and his talented medical team.

10 Journal of Special Operations Medicine Volume 7, Edition 3 / Summer 07



As I close, I would like to stress that MARSOCs
most powerful SOF warfighting asset continues to be its
people. We are blessed to have them coming to us in
MARSOC Medical. Our MARSOC Force Planner,
Patrick Paul, the man who keeps me honest, was pro-
moted to full Commander 2 July. Congrats Pat! In the
same vein, [ would like to congratulate Lieutenant Com-

manders David Krulak (MSOSG), Mike Lappi (MAR-
SOC PMO), and Wes Cho (1st MSOB) for their recent
selection to Commander.

MARSOC is like painting a car at 60 miles per
hour. As we build MARSOC Medical we should also be
changing it ... the “Long War” will require nothing less.
May God Bless America

Component Surgeon 11



Corrections to Spring 07, Vol 7 Ed 2; Apologies to COL Vogelsang.
In the Feature CME article Care of the Military Working Dog by Medical Providers;
e Page 38; chart legend at bottom of chart in left column is missing:
4 ranges are based on reviewing low and high normal values in numerous texts

e Page 41; the original image of the Orogastric/foal tube was of too low of a resolution to use but was incorrectly
substituted. Below is the correct tube.

e Page 47; COL Vogelsang’s name was misspelled and DVM was incorrectly typed as DMV.
e Page 63; CME test question # 2 was changed by the author but was not changed in the journal. Question #2
was supposed to be:
2. You determine Marco needs fluid support. Which of the following protocols would initially be appro-
priate for this patient?

a. 22G cephalic catheter, LRS, 20 ml/kg/hr CRI

b. 20G saphenous catheter, normal saline, 10 ml/kg/hr CRI
c. 14G cephalic catheter, 6% hetastarch, 50 ml/kg bolus

d. 18G saphenous catheter hypertonic saline, 20 ml/kg bolus
e. 18G cephalic catheter Plasma-Lyte 148®, 70 ml/kg/hr CRI
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COL Bob Vogelsang
Deputy Surgeon for Clinical Operations

Education and Training Update

COL Farr has been very successful in creating a big-
ger (and hopefully better) USSOCOM Surgeon’s office in his
first year at the helm. A lot of that effort has gone to the Plans,
Operations, and Logistics side of the house. However, the ed-
ucation and training side has not gone without its share and
we have grown as well. It used to be pretty much Lt Col (se-
lect) Michelle Landers for JSOM and CPT Steve Briggs for
everything else. Steve had the rest of the education and train-
ing enchilada outside of the journal, and even then, he wrote
many an article for JSOM publication. When I got here, I
dove into the veterinary issues like working dogs and LTT
matters, but also tried to assist Steve here and there with ad-
ministration of Advanced Tactical Practitioner (ATP) exams.
However, Steve was still doing most of the heavy lifting.
There was a need to do more in the education and training de-
partment, but the ATP program is pretty much a full time job.

I’m not exactly sure how we got all the newbies that
we have and will get (and I don’t want to), but the increase in
warm bodies gives us the opportunity to create a more robust
E & T section that should improve our service to our SOF
Medics and Corpsmen. The influx of people (and abundance
of colonels) led to the reorganization of the medical head shed
here in Tampa. This reshuffling of the deck was done to give
people more defined roles and responsibilities within the of-
fice instead of having to be jack of all trades and masters of
none.

Basically, the office was cleaved in twain and aligned
similar to the USSOCOM J-codes. COL Wyatt got most of the
headache with Intel/Ops/Plans (J2/3/5), Manpower/Personnel,
Resource Management (J1/8), and Log (J4). 1 got Doctrine,
Education/Training (J7), Commo/IT (J6) and “Futures” (J9)
which is actually pretty cool where you get to dream crazy,
wacky stuff like unmanned aerial casualty evacuation vehi-
cles, human performance improvement (Master Chief Mercer
is getting us all professional sports-type conditioning trainers
and programs) and, my favorite, the cybernetic working dogs
that can smell IEDs from 100 yards away and detonate them
with lasers coming out of their eyes, as well as being able to
pee beer and make the team dinner and tuck them into bed.
Oh, I did get the SOCOM clinic as well, so maybe COL Wyatt
didn’t get all the headache (why would a DZSO hold a smoke
grenade long enough to burn his hand?? Yes, it happened).

Anyway, sticking to E & T, like
everyone else, every single thing we do
is done to support that operator farthest
away, in the most gawd-awful place, with the fewest resources,
at the most distant end of supply and commo lines, to do his duty
and give him the absolute best chance for survival and a safe trip
back home. And if we can help you kill a few bad guys in the
process, well, we are glad to do it (that’s a good thing about
being a Vet; we don’t have Geneva Convention protection and
we can shoot first just because we can — I do really love this
job). We were very fortunate to have had the talents of CPT
Johnny Wayne Paul, APA-C for a few months though he is now
working at SOCCENT. However, he was able to help out until
LCDR Joe Patterson arrived in early July from the College of
Naval Command and Staff who will take charge of “big T” train-
ing. He will have responsibility for the entire Command Medic
Certification program, the biggest part of my domain. That re-
quires him to battle with USSOCOM J7 to acquire funding to
convene the Curriculum/Examination Board and produce and
give ATP exams. CPT Scotty Gilpatrick, APA-C, DMO, just got
here from the 160th Special Operations Aviation Regiment (Air-
borne) and will be the ATP exam guy. You have no idea what it
takes to create and maintain everything needed to produce this
thing. As mentioned above, it is really a full-time job and Scotty
has it. We have also employed MSgt Diane Hinck to fill the
Training NCO position. She will primarily take care of ATP cer-
tificates and cards, and maintain component ATP status (that is
when the components occasionally send them). CPT Briggs will
still be around for at least a little while. I won’t let him go until
he trains up all these new folks, though I have sent him to the
SOCOM clinic for a couple months just so he remembers what
being a PA is all about. Steve will likely be out of here by next
May.

So Joe, Scotty, and the Training NCO to be named, will
eventually give me time to work on the wazoo robot working
dog thing and getting a vet to MARSOC (hopefully we got the
first vet to the Rangers since Merrill’s days by the time this issue
gets out). It will also allow more time to work on finding a way
for more throughput of Naval personnel at Ft. Bragg’s Joint Spe-
cial Operations Medical Training Center and, of course, for this
fabulous publication. The medical education and training staff
are here to serve the Nation, the Command, and its people, so we
are interested in your feedback and ideas, even if they are wacky.
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Outstanding Civilian Service Medal

The Outstanding Civilian Service Medal was established by the Commander, USSOCOM in September 1998 to recog-
nize civilians who have provided outstanding support or service.

Approved by Commander, USSOCOM, this award is presented to civilians who have made contributions that have en-
hanced the mission, operational readiness, or operations of USSOCOM.

This award may also be presented to civilians who serve, or have served, with USSOCOM or units under its operational
control and have made contributions that have enhanced the mission, operational readiness, or operations of USSOCOM be-
yond the normal performance of duties.

Component commanders and USSOCOM center directors may recommend civilians within their commands, direc-
torates, or communities who have made contributions that have enhanced the mission or operations of USSOCOM. Guid-
ance pertaining to the Outstanding Civilian Service Medal is described in USSOCOM Directive 672-5.

The USSOCOM OUTSTANDING CIVILIAN SERVICE MEDAL for 2007 was awarded to Dr. James R. Hammesfahr,
Chairman, USSOCOM Medical Curriculum Examination Board. Dr. Hammesfahr received this award because of his ex-
ceptionally meritorious service and dedication as Chairman of the United States Special Operations Command's (USSOCOM)
Medical Curriculum Examination Board (CEB) from 2 April 2003 to 14 March 2007. Dr. Hammesfahr has been instru-
mental to the USSOCOM Command Medic Certification Program. He ensured that USSOCOM established and validated
an enlisted medical training and certification program based on Global War on Terrorism operational requirements. His un-
wavering support, hard work, attention to detail, and professionalism were critical in the development of the Advanced Tac-
tical Practitioner's (ATP) Study Guide which is currently being utilized as an indispensable aide during the Joint Special
Operations Medical Training Course for current and future operator Medics. Dr. Hammesfahr’s dedication to the SOF Medic
has been critical in the current Tactical Medical Emergency Protocols and the Protocol Drug List which are utilized at both
the USSOCOM Components and Theater Special Operations Command’s. His oversight and review of each ATP Certifi-
cation Examination has provided immeasurable results and quality improvements that continue to make the Command Medic
Certification Program the premiere medical certification program 